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SURGERY IN THE FORWARD AREA 
W. ALEXANDER LAW, OBE, MD CAMB, FRCS 
MAJOR RAMC ; COMMANDING A FIELD SURGICAL UNIT 


DURING the year November, 1942-43, a field surgical 
unit working in North Africa, Sicily, and Italy dealt with 
nearly 1400 cases, of which 1000 were serious battle 
casualties. The actual working months totalled 9, the 
rest of the time being spent in reserve; re-equipping, or 
training.. The non-battle casualties comprised surgical 
sick, minor operations and major postoperative dressings, 
the last usually performed on cases which had been 
operated on elsewhere. | 4 i 
_ The greater part of the work was done in the advanced 
forward area, main dressing-station (MDS) or forward 
casualty-clearing station (CCS), but some of the. cases 
-were seen farther back, when operating in the rear 
forward area at the head of the lines of communication. 
.Thus it. can. be said that the cases represent a typical 
picture of the work a field surgical unit may have to 
‘perform. The three main phases correspond to the 
battles of Tunis, Sicily, and the Trigno crossing. 


TABLE I—SITE OF WOUND 


Only major lesions were classified in two or more sites hence the 
` approximation between the total number of cases and lesions 


North |. _. 
ores Gas l Africa, :_ Sicily | . Italy , 
Ger Wound region isao Sue | Noy, | Total 
Ns | May | 1943.| 1943. 
ee 943 
ee 7 ; ' ' 
Bi f Dura intact gi S o 1 | 1 10 
> Head \ Dura penetrated?) | 10 7 | 1 18 
' f Pleura intact .. | 19 2% > 3 -42 
i Ao { Pleura penetrated | 19 14 ” 7 40 
=: ‘Thoraco-abdominal a T 6 | 2 15 
X. Penetrating abdomen— | 
D Peritoneum intact ` ..|° 2 | 7 6 1 
MA a Peritoneum penetrating 20° ; 17 13 . 5 
N. Flesh wounds upper| 101 | 53 j] .10 164 
Limbs < Lower (includin | 
buttock) ee 133 `T .69 26 | 228 
Spine .. 1 | 1 | 2 | 4 
= Humerus a 22 CO 9 | 5 36 ` 
ie Radius and ulna | 10 3 | 9 j' 22 
Fractures 4 Carpusandhand| 11. | 153 | 6 | 32 
. 5 Femur a 24 ' 9 | 8 | 41 
SS - Tibia and fibula 29 22 | 13 64 
z Tarsus and foot 8 8 | 4 20 
te: Shoulder “8 6 2 at 8 
Elbow... Ss 12 7 2 21. 
~- Joints <s Hip Tae Ge 1 2 | ss 3, 
= Knee |: JJ 16 | 12 | ‘4 | 32 
~ Ankle oe = $3 5 6 i «. | -9 
~) Peripheral nerves .. 4 2} 3 | 9 
> Vascular injuries 8 3 : 4 | 15 
| 
Arm Ses 5 hee i g i 7. 
Amputations4 Thigh = |] |, 1- 3 0 go) F 
Leg .. 2 '’ 3 i 1 6 
Face, neck, and scalp 9 10 | 3 22 
Bums no 6 18 j 2 36 
Gas gangrene— ° i i 
Anaerobic cellulitis an oe E 2 10 
Fulminating =... 8 fei; 4j B 
Non-battle casualties - | 
I.A.T. lesions . a 36 50 | 2 ; 88 
Acute abdomen . ; 17 14° 9 40 
_* Minor operations and major | | 
D operations p si i 117 | 2£ į 298 
- Totál cases | vay | 509 | 155 |1381 
= Total lesions (classified)| 735 | 511 | 182. | 1428 
í p—s 5 at eee oma i i —e ee — ere 
E aa ORGANISATION | ft 
=, .:. The unit consisted of a Surgeon, an anesthetist, 
> 6 RAMO, and 3 RASO drivers. The drivers gave 
= valuable help in the operating-theatre, supervising the 
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lighting-set generator and assisting in the ‘sterilising- 
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room.- TE | | 
` The equipment allowed for an operating-theatre 
includes enough sterile material for over 200 operations, 


- and a complete 20-bed ward, all of which could be laid 
‘out under tentage or in buildings (schools were used 


extensively). The time taken for such manœuvres 
varied from 1 to 4 hours according to the site, and in the 
prelimi period training had to be directed towards 
loading and unloading vehicles quickly and efficiently 
both by day and night. Efficient packing is essential, 
to prevent breakages resulting in waste and inefficiency. 

Wherever possible, as was usual, the operating-theatre 
was equipped with two tables, enabling one case to be 
prepared while the preceding operation was in progress. 
A separate orderly was responsible for each table, prepar- 
ing the patient and laying up the instruments, and in this 
way much time and energy between cases was saved. 
The surgeon, anesthetist, and clean assistant moved 
from table to table, with time only to write up the notes 
and scrub up again between cases. 

During the battles, the actual operating periods were 
usually planned so that, of every 24 hours’ cycle, 16 
hours was devoted to operating, 2 hours to preparing and 
cleaning the theatre, and 6 hours to meals and sleep. It 
was necessary to draw additional staff from the parent 
unit, but there was always at least one of our own 
orderlies working in the ward, and he was responsible for- 
knowing the postoperative routine, as well as checking 
the ward equipment. | | | 
~ Rapid mobility is one of the essentials of modern 
forward surgery, and sometimes patients after operation 
may have to be left under the care of a nursing team, 
while the surgical unit moves forward. For certain 
cases—abdomens and chests in particular—this is prefer- 
able to attempting evacuation before 8-10 days. These 
‘cases travel badly and require nursing at the place of 
operation for at least that period. It was quite easy to 
leave equipment behind for this nursing, and as the beds, 
‘&c., were released from use, they were sent forward to 
the surgical unit again. S 
` During 12 months’ canfpaigning, the unit carried out 
34 operational moves, opening operating-theatre and 
wards 28 times. Immediately after most of these moves 
there was an operating session of as long as 16 hours, 

A field surgical unit can function on its own for only a 
very short time, and normally, not being self-accounting, 
it was attached to a MDS, field dressing-station, or 
CCS, together with a field transfusion unit which was a 
great help in carrying out pre- and post-operative resus- 
citation. The actual parent unit varied with the tactical 
position, as also did the number of forward surgical and 
transfusion units. It appears desirable to have casual- 
ties operated upon within 6 hours of wounding if possible, 
-and working at a CCS in the final stage of the North 
African campaign some casualties were received.as early 
as 2 hours after wounding. An average ‘for 120 cases at 
this time was : admittance to CCS at 54 hours, operation 
at 8 hours. i D | oa 

The time-factor is of vital importance in cases of 
priority 1—i.e., penetrating wounds of the abdomen, 
sucking wounds of the chest, certain head wounds, severe 
compound ‘fractures and joint injuries, and extensive 
burns. These cases were operated on in the advanced 
surgical centre. The less severe injuries—mainly flesh 
wounds of limbs, and certain special cases such as parti- 
cular head and chest and maxillofacial wounds—were 
evacuated promptly unless resuscitation was required 


first. 
WAR WOUNDS IN GENERAL 


In North Africa about 60% of the wounds were caused | 
by mortar fire. These wounds were very often multiple | 
—some superficial, others penetrating—and were con- 
taminated by clothing and dirt. Sometimes the blast 
element had also to be considered. <A technique of a 
thorough wound toilet was essential. This meant exci- 
sion or trimming of ragged dirty skin margins, subcutane» 
ous tissue, fascia and muscle in turn, removing foreign 
bodies, and loose fragments of bone (but leaving attached 
fragments strictly alone), and obtaining free drainage 
by dividing any tight fascial constriction.: This latter 
point is important and frequently overlooked. In the 
thigh the tension of the deep fascia is most easily over- 
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come e A re incision in addition to the usual 
longitudinal approach. Any hæmatoma present must 
be evacuated, and the bleeding-point found and ligated. 
As a routine there is no place for any suturing of these 
. wounds, nor must wounds be packed or plugged. 
Wounds made by small-arms ammunition are usually 
- clean through-and-through, and unless there is danger of 
hematoma formation, as is particularly the case in the 
thigh and calf, they healed perfectly with sulphanilamide 
dressing. In the latter sites, incision, with relief of 
tension, and opening up of the deep fascia and evacuation 
of the hematoma, are advisable. | 

In Italy a greater proportion of the wounds were 
caused by high-explosive shell. These wounds were 
very severe, with much soft-tissue loss and gross bone 
comminution, with contamination by dirt and clothing. 
- Tank casualties were often very severely wounded by 
large missiles, and their wounds were usually complicated 
by burns, providing serious problems in resuscitation. 

The routine practice was to apply, by means of a 
shaker or insufflator, sulphanilamide powder, which was 
worked by the fingers into every part of the wound, and 
cover the wound with an absorbent non-adherent 
dressing of soft-paraffin gauze, followed by absorbent 
gauze and cotton-wool, with firm but comfortable bandag- 
ing, and splinting where necessary. Such dressings do 
not require frequent changing, which is convenient for 
evacuation purposes, besides helping to prevent cross- 
‘infection. In most cases sulphanilamide powder was 
used ; in others, particularly when gas gangrene was 
considered possible, sulphathiazole or sulphadiazine was 
preferred. Penicillin was applied in a few cases, as also 
was proflavine ; but with the latter muscle necrosis was 
reported, so subsequently it was used only in mixture 
with sulphathiazole (1 part to 99). It is important to 
work the powder into every part of the wound and not 
leave it to form a hard cake or plug on the surface. 
This is true of both the early wound dressing and the 
postoperative application. 

By these means wound infection was kept minimal, and 
surgeons on the lines of communication were able to 
perform secondary or delayed.primary suture as early as 
the 5th day, thereby hastening healing and convalescence. 
The two-table technique employed in the operating- 
theatre was advantageous not only in saving time, but 
also for preparation of the operation site; this was 
cleansed thoroughly with soap and water, the hair was 
removed by shaving, and the skin was then painted with 
iodine or flavine. This attention did much to prevent 
secondary infection of the wound, and was just as 
essential a preoperative measure as resuscitation by 
warmth and transfusion. 

' Great care was taken to operate at the optimum time. 
‘This entailed close coöperation with the field transfusion 
unit or resuscitation department, and apart from the 
simpler measures of rest and warmth, the availability of 
transfusion fluids such as whole blood, plasma, serum, and 
glucose-saline often made operations both possible and 
successful. Whole blood was of the greatest value both 
before and after operation, especially in cases with blood 
loss and severe toxemia. ° i ; 

An outstanding feature of casualties from mortar and 
shell-fire was the multiplicity of the wounds. Even 
when the wounds themselves were superficial, the trunk 
and all the limbs were quite often involved, and surgical 
treatment was therefore lengthy. | 


ANZSTHESIA 


The majority of the operations, especially on the limbs 
and chest, were carried out under * Pentothal’ anes- 
thesia, which has the advantages of safety, rapidity, 
relative ease and portability. Sometimes intravenous 
morphine was used to supplement the pentothal, but 
care had to be taken to ascertain what morphine had 
been given to the patients before they reached the opera- 
ting-centre. Many had had as much as 3-1 grain, and in 
some of them vomiting had been caused by excessive 
morphinisation—the danger being inhaled vomitus, 
which undoubtedly was the cause of death in one 
abdominal case. 

Inhalation anzsthesia by means of the Oxford vapor- 
iser was used for abdominal] operations; and where 
shock was severe it was considered that there might be 
a place for regional anesthesia. For chest operations 
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penthothal, with controlled and continuous oxygen 
therapy; was the anesthetic of choice. f 


LIMB WOUNDS 


These form the greatest part of the surgical work 
(892 cases), and with efficient treatment a considerable 
proportion of the patients will again be category A 
soldiers. 

The fiesh wounds, except some clean through-and- 
through bullet wounds, were subjected to a thorough 
wound toilet, followed by local application of 10-15 g. 
sulphanilamide powder and a dressing of soft. paraffin 
gauze. If the wounds were at all extensive the limb wasim- 
mobilised in plaster-of-paris, or occasionally: on a Thomas 
splint. Immobilisation not only relieved pain and 


. encouraged healing, but also minimised infection and 


enabled the patient to travel more comfortably. The 


lower limb (including buttock in this category) was 
wounded slightly more often than the upper, and this was 


also true when there were bone and joint injuries. In 
the few cases of nerve and vascular injuries the arm was 
more often involved than the leg. 

With 2 exceptions gas gangrene and anaerobic cellulitis 
developed only in limb wounds. The lower limb, 
particularly the thigh and buttock (15 cases), was the 
commonest site, and in all of these the wounds were 
severe, 8 being associated with a bone injury. In true 

inating gas gangrene the mortality-rate was high 
(9 cases, 70%) and in 6 of these cases a death occurred 
within 12-24 hours of the infection being recognised, 
despite heroic measures. In any case, where gas gan- 
grene was thought possible, prophylactic gas-gangrene 
serum (16,000 units) was given intravenously. The 
therapeutic dose was 100,000 units, repeated if necessary 
on following days. Local treatment consisted in wide 
excision of involved muscle and muscle groups, irrigation 
with hydrogen peroxide, insufflation of sulphathiazole 
and proflavine, and application of dressings allowing 
ready inspection of the wound. Amputation ‘for gas 
gangrene was performed on 6 occasions. Success was 
achieved in 3 cases (1 femoral and 2 humeral), but the 
other 3 amputations (through femur, tibia, and humerus) 
were unavailing because of the severity of the toxemia 


TABLE II-—~‘‘ GAS ” INFECTION SITES 


Localised and 
anaerobic cellulitis — 
' | | 
— alal l 48 
a| g Sal e(|3 33 
4 5 Bu AJA Be 
a {Aa ma 
3 3 
N. Africa 
(15 cases) 6 1 1 
Sicily 


Italy (6 cases) 1 
Amputations, 6 


Deaths, 9 


ee . ve 
ee 

’ 
ee ee ee 
ae ee oe 


and the rapidity with which the infection spread. The 
toxsemia and its accompanying anemia were treated by 
whole-blood transfusion. The 10 cases of anaerobic 
(probably streptococcal) cellulitis all survived. Treat- 
ment by thorough excision and local sulphathiazole 
proved very efficient ; and initially this was misleading 
as regards the value of the sulphonamide group of drugs 
in ‘gas ” infection. ; 
Amputations were carried out with two objects in 
view : (1) to exclude a completely mangled and infected 
portion of an extremity, and (2) to enable a more “ set ’’ 
amputation to be carried out later if necessary, at a level 
suitable for a prosthesis. Skin flaps were always left 
unsutured, a sulphanilamide paraffin gauze dressing 
being applied to the stump, secured by a firm (frequently 
plaster-of-paris) bandage. Only once was a guillotine 
amputation done, and this in a severely shocked patient 
with an almost complete traumatic amputation of arm, 
caused by a shell fragment. He died on the 8th day 
from embolism. ` 38 o 
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_ In dealing with flesh wounds of the limbs it was usually 
possible to remove the missile if of any size. It is also 
important to remove secondary missiles such as clothing, 
for these are a potent source of infection. Small frag- 
mentary missiles may not be easy to locate, and their 
removal can usually be left until they can be accurately 
localised or cause symptoms. Care has to be taken with 
wounds caused by white phosphorus, which produces 
deep burns; sodium bicarbonate (2%) and copper sul- 
phate (5-10%) solution should be used, the latter forming 
a dark coating on the phosphorus particles which can be 
removed. Moist dressings and non-greasy applications 
must be employed ; but, unless large particles have been 
embedded in the tissue for some time, systemic phos- 
phorus poisoning need not be expected. Of this series 
Phosphorus particles were present in only 5; but all 
these wounds were associated with considerable shock, 
and required extensive wound toilet. ; 

Every effort was made to attain perfect hemostasis, 
using catgut or linen thread for ligatures. A hematoma 
in a wound forms a suitable pabulum for infection, and 
ensuing cedema and swelling increase tension in the 
wound still further, forming a vicious circle. 

Excluding cases in which the limb was grossly damaged 
and therefore needed amputation, large and important 
vascular channels were injured in only 15 (3%) of the 
cases. Similarly there was a low incidence of nerve- 
trunk injuries, 9 (2%) being noted at the primary opera- 
tion. No primary suture of nerves or tendon was 
attempted. : 


In one case with the brachial artery completely torn at the 
supracondylar level the divided ends of the artery were found 
and ligated, as also were the venæ comites. It was then noted 
that there was no pulsation in the proximal part of the vessel, 
and it was thought that this would jeopardise the collateral 
circulation, After stripping the coat of the proximal portion 
of the brachial artery and isolating the accompanying median 
nerve, full pulsation returned, and the hand became warm, 


though no pulsation could be felt at the wrist until 3 days 
later, — : | | eS é ` 


Where there is vascular injury, sympathectomy or 


sympathetic block may save a limb which would other- 
wise be lost through lack of a collateral circulation. 

- For convenience the 42 buttock wounds are grouped 
with flesh wounds of the lower limb. It must however 
be noted that in 11 (18%) the missile entered the 
“abdomen, and in 8 (13%) there was bone damage (pelvis 
3, femur 5). . Buttock and thigh wounds are particularly 
prone to gas gangrene, and in these cases prophylactic 
serum was always given intravenously. . 


FRACTURES AND JOINT WOUNDS 


In number (293 cases) these come second to flesh wounds © 


of limbs, and their early treatment is of paramount 
importance for saving life and limb, as well as enabling 
a good functional reconstruction finally. The wound 
toilet must be very thorough to prevent infection, and 
alignment of bone fragments is at this stage less import- 
ant than immobilisation for evacuation. | 

Compound fracture of the' tibia and fibula was the 
commonest battle-casualty fracture in this series (29%), 
followed by femur (18%), and humerus (16%). The 
lower third of the tibia and fibula is the commonest site, 
but wounds comminuting the upper third of these bones 
often damage the blood-supply to such an extent that 
amputation becomes necessary. Of 4 legs with upper 
tibiofibular fracture, 3 had subsequently to be amputated, 
because the limb was lifeless, though at the primary 
‘operation every effort had been made to protect the 

vascular channels. Leg and forearm fractures were 
immobilised by plaster-of-paris applied from toes to 
thigh, or palm to upper arm. These plasters were always 
padded and split if the patient was to be evacuated 
within three days of the operation, as was usual. The 
unpadded unsplit plaster cast is extremely dangerous 
under the condition of forward surgery, for any post- 
operative swelling will give rise to tight constriction, and 

evacuation such complications cannot always 
` receive attention. 

For wounds of the femur, the Thomas splint is still the 
best basis for both pre- and post-operative splinting. After 
operation immobilisation of the limb on the Thomas 
splint was enhanced by incorporating a plaster cast—the 


so-called Tobruk plaster. Of this there are several 
modifications, all of which aim at immobilising the limb 


efficiently, with enough traction to prevent or overcome 


gross deformity, thereby also adding to the patient’s 


comfort during transport. For humeral fractures, | 
_ especially those near the head of the bone, the thoraco- 


brachial cast was applied. Abduction frames or casts 
are inconvenient for travelling, and when the thoraco- 
brachial cast was not employed a plaster cast extending 
from acromion to hand, with a sling or broad bandage to 
keep the limb fixed to the trunk, was found quite effective. 

The knee (44%) and the elbow (29%) were. the joints 
most frequently injured, and the steps taken after the 
wound toilet depended on the degree of contamination 
of the joint cavity and the age of the wound. Where 
there was little contamination and small likelihood of 
infection, the joint capsule was closed, the skin being 
left unsutured as usual. Where a minor degree of 
infection was probable, a paraffin-gauze drain was in- 
serted but when there was considerable contamination 


and likelihood of infection, the joint capsule was left 


open, the ordinary sulphanilamide paraffin-gauze dress- 
ing being applied. The joint was then immobilised in the 
neutral position—the elbow in a padded plaster cast, the 
knee on a Thomas splint with a Tobruk plaster. 

‘In 4 cases of small clean through-and-through or entry 
wounds of knee-joint, aspiration of the hsemarthrosis, 
before immobilisation was all that was necessary. 


Fully aseptic conditions are essential for this procedure. | 


TABLE III—ABDOMINAL AND THORACO-ABDOMINAL WOUNDS 


Visceral lesions North Sicily | Italy | Cases | Deaths 
Stomach coat 2 2 | 2 -3 
Small intestines (suture) .. | 4 2| 2 r 
Resection .. ie 40 2 2 
Large intestines (suture an 
, exteriorisation) oe 3 3 1 1. 
Colostomy .. | 8 4 5 4 
Liver 6 5| 1 3 
Spleen 2 2 2 1 
Kidney oe 2 1 1 
Bladder .. 3 2 -5 4 
Large vessels f 2~-] 1- 2 2 
Retroperitoneal hematoma 3 8 6 1 

All cases ee [ws 29 30 21 17 


PENETRATING ABDOMINAL WOUNDS 
. Above all war wounds, those of tbe abdomen demand 
treatment as early as possible—not only to prevent or 


limit complications,.but to save life. The death-rate 
ga mises with the time taken to reach the forward operating» 
‘centre. 


A vital preliminary to operation is resuscitation, and 


every effort was made only to operate on these cases | 


during the optimum period. Abdominal exploration 
can be carried out either through the wound or by a 


separate laparotomy, and the abdominal contents must ' 


be examined for injury systematically. As is seen from 
table 1, the large intestine was the commonest site of 
injury, though the small intestine easily takes second 
place. Double lesions naturally were frequent and 11 
out of 17 fatal cases had multiple lesions. 

There were 2 cases in which the missile had passed 
through the peritoneal cavity, and yet no visceral lesion 
was to be found, and recovery was without complication. 
Simple perforations of either small or large intestines 
were sutured and embedded, but in wounds of the large 
intestine csecostomy, colostomy, or exteriorisation were 
always carried out in addition. Where a loop of small 
intestine was severely injured or non-viable, it was treated. 
by resection and end-to-end anastomosis, but with the 
large intestine a Paul’s procedure was adopted. In all 
cases blood was removed from the peritoneal cavity, and 
this was simplified by means of a sucker. Where the 
peritoneal cavity was soiled by intestinal contents, 


~ 
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drainage was employed. Latterly sulphadiazine suspen- 
sion (5 g.) was applied intraperitoneally: before closing, 
and after operation this compound was also administered 
intravenously with the glucose-saline drip. 

_ Bladder injuries were always treated D suprapubic 
. drainage, using if convenient the site of the wound in the 
bladder wall for the self-retaining catheter or tube. 

i Liver and spleen were most often injured in thoraco- 
abdominal wounds, and usually (though not always) it 
was possible to deal with the.injury trans-diaphragmatic- 
ally.. Of:4 cases in which separate laparotomy, had to be 
performed: 3 were fatal, the extra shock and length of 
operation being factors additional to the greater extent of 
the intra-abdominal wounds made the laparotomy neces- 


sary.. Severe bleeding from the liver was met only once, 


and controlled by mattress catgut sutures. The lacerated 
spleen was always removed. ‘The holes in the diaphragm 
and pleura were closed after the heemoperitoneum and 
heemothorax had been evacuated. 

. Intraperitoneal bleeding from a wound in the kidney 
corer was seen 3 times, and each time controlled by a 
mattress catgut suture ; the kidney wound was small and 
nephrectomy was not performed. Once a small missile 
was removed from the kidney substance. 

Postoperative care is as important as the operation, 
and the giving of fluids intravenously—plasma and 
glucose-saline,. as indicated—together with gastric 
suction, are life-saving. These patients travel badly and 
must be held at the operation centre for this period of 
` heavy nursing—usually about 10 days. Infection is 
combated by giving one of the sulphonamide com- 
pounds, such as sulphadiazine or sulphapyridine, in the 
intravenous glucose drip, close watch being kept on 
kidney functions. Two men died from renal destruction, 


the result of intravenous sulphadiazine, in spite of - 


adequate fluid intake and alkalinisation. 

The abdominal and abdomino-thoracic cases totalled 
80, of which 65 were purely abdominal. The mortality- 
rates were 21% and 27% respectively, and the combined 
figure 22:5%. For intraperitoneal wounds the mortality- 
rate was 24%. 
penetrating the peritoneum but resulting in_retroperi- 
-~ toneal hematoma or injury to retroperitoneal organs, 

must be regarded just as seriously. Injury to intestinal 
blood-supply may necessitate exteriorisation of bowel, 
besides drainage of the retroperitoneal hematoma. 
Striking features of these retroperitoneal wounds were the 
degree of shock before operation, and troublesome 
distension and ileus after it. 


PENETRATING CHEST WOUNDS 


These fall into two main groups: (1) through-and- 
through wounds, caused by bullets or small missiles, 
not as a rule requiring major surgery ; (2) large sucking 
wounds causing considerable distress and urgently 

needing attention. 

In the first group, apart from a sulphanilamide dress- 
ing, aspiration of any heemothorax present (in-order to 
relieve any respiratory or cardiac embarrassment) was all 
that was necessary. Few such cases were seen, for the 
patients were nearly always evacuated without passing 
through a field surgical unit. 

The second:group were treated by a thorough and 
careful wound toilet and -exploration. Bleeding inter- 
costal vessels (the most frequent cause of large hæmo- 
thorax in this series) were ligated, shattered ribs were 
resected, and any-loose portions were removed from the 
pleural cavity and occasionally from the lung. The 
hemothorax was evacuated through a sucker, and in 4 
cases sutures were needed to control bleeding from the 
lacerated lung itself. The wound was then closed in 
layers, after local sulphanilamide had been applied and a 
paraffin-gauze drain inserted. down the muscle layer. 
Provided no tension was required, the skin was closed 
also, and if possible the patient was held until the sutures 
had been removed. Any hemothorax that re-formed was 
removed by aspiration, and these -wounds healed very 
satisfactorily ; only 4 became infected and in one of these 
closure had been partial because so much parietal tissue 
had been lost. 

The mortality-rate for these sucking chest wounds was 
8%. Chest and thoraco-abdominal wounds combined 
had a mortality-rate of 18%. No casein which the pleura 
had not been penetrated was fatal. l 


Wounds of the abdomen, not necessarily - 


PENETRATIN G HEAD WOUNDS 


The aims of forward surgical treatment for these 
wounds were: (1) prevention of further infection ; 2) 
prevention and treatment of complications such - 
extradural and subdural hemorrhage ; (3) rendering the 7 
case fit for evacuation to a special head centre as early as 
possible. 

The wounds most often requiring attention by a fleld 
surgical unit were compound depressed fractures, with 
involvement of middle meningeal vessels or pressure 
effects from a subdural hematoma. ‘Very careful and 
thorough wound toilet was always carried out after the 
scalp had been completely shaved and cleansed. Any 
extruding brain material-or loose bone fragments mare 
gently mopped away, and when there were pressure 
effects or bleeding needing control the perforation 
through the bone and dura was enlarged. The hæma- 
toma, and on 4 occasions the missile, being removed, and 
the bleeding points controlled, the wound was closed 
either with a flavine pack, loosely sutured into place, or 
by formal closure suturing the layers of the scalp, with 
drainage. 

These patients travel well and can. be evacuated soon 
after recovering from the operation. Chemotherapy 
was maintained orally with sulphadiazine (when avail- 
able); sulphanilamide, and more particularly sulpha- 
thiazole, were not employed locally. 
` The mortality-rate was high (39%), for all the patients 
were very seriously wounded and almost moribund on 
arrival at the operating centre. sually they had other 
wounds in addition, which made operation lengthy. 


BURNS . 


Petrol burns are common in these days of mechanised 
warfare, and often they were very extensive, besides 
being complicated by wounds. In tank casnalties the 
mortality-rate was very high. — 

As is well-known, the treatment of shock is of para- 
mount importance in these burn cases, and it is fatal 
to attempt any local treatment before compleétion of 
resuscitation, which may réquire over 24 hours.: Local 
treatment consisted of gentle but thorough cleansing 
with soap and water and flavine, with removal of dead 
skin and dirt, and sulphanilamide and: paraffin-gauze 
dressing, care being taken that excess sulphanilamide is 
not absorbed from extensive raw surfaces. One patient 
was seen that had been covered from head to foot with ~ 
sulphadiazine ointment and died from renal destruction. 
With phosphorus burns greasy applications should be 
avoided. 

Pentothal was the anesthetic of choice. 


TABLE IV—DEATRHS, INCLUDING POSTOPERATIVE FOLLOW-UP 


' l T - 
mound reer” . 7 Africa | | anes (155 cases) Total 
Head ooa] 3 CT 
Thorax 1, | ay a 
Thoraco- abdominal 3 ! 1 4, 
Abdomen oo 8 <a 15 
Limbs and buttock | 4 | | #} 

Amputations | 1 | 1 2 
Burns l | 3 , ,_ 2 5 
Spine ee eee 1 1 2 
Face and neck... | Q | 4 3 
Gas gangrene | 6) | 3 9 
~ Total | 2 B8 11 55 

DEATHS 
The causes of death are shown in table Iv. . Except 


for one “acute abdomen ” all these deaths occurred 
among the more serious battle casualties, and in calculat- 
ing the true mortality-rate the non-battle casualties (128), 
and the minor cases (298) should be excluded. For the 
whole series the figure stands at 3-:9%, but with these 
exclusions the percentage rises to 5-5. The Italian 


: 
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figure is 8%, admittedly over a smaller numerical range ; 
on the whole the wounds were more serious, the majority 
_ being massive shell-wounds. l 


. SUMMARY AND CONCLUSIONS 


In a series of almost 1000 major battle casualties 
treated in a field surgical unit, flesh wounds of limbs 


(including. buttock) accounted for 40%, bone and joint 
injuries 30%, penetrating abdominal (including thoraco- ` 


abdominal) wounds 8%, penetrating chest wounds 4%, 
and penetrating head wounds 2%. 

The mortality-rate, based on a follow-up as far as was 
possible, was 5-5%. Figures for the various regions of 
the body are also given. 

Work in the forward area call for good judgment, 
quick decision, a certain degree of technical skill, powers 
of improvisation and stamina. In battle casualties as in 
other surgical cases a good initial operation prevents 
much suffering, may preserve limb or life, and hastens 
recovery. Hence this work should be approached with 
care and thought, and not regarded as simple and minor 
surgery. . l a wat ` l 

orough wound toilet, and immobilisation are the two 
main essentials: but each case has to be treated on its 
own merits, every effort being made to minimise infec- 
tion, relieve tension, and secure comfortable and safe 
- transportation. P 

I desire to thank Brigadier J. M. Weddell, ams, consulting 
surgeon, Allied Force Headquarters, and Colonel C. Donald, 
AMS, consulting surgeon, 8th Army, for their great help to me 


while working with the field surgical unit, and Lieut.-Colonel 


P. B. Ascroft, Ramo, for reading and criticising this article in 
draft. , 

No praise can be too high for the work of L/Cpl. G. Ritchie, 
RAMC, and the orderlies and drivers of the unit. , 
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VARIOUS drugs have been used in myasthenia gravis 
and there are numerous reports of benefit from such 
substances as glycine, guanidine and potassium chloride. 
In 1930 Edgeworth reported that when she took 
ephedrine by mouth she had relief of asthenia, dys- 
phagia, diplopia and disturbance of speech. Later she 
indicated continued improvement on a daily dose of 
grain } of ephedrine sulphate (Edgeworth 1933). Follow- 
ing these reports several accounts were given of the 
efficacy of glycine and guanidine in combination with 
ephedrine. — . 

In 1935 Walker first described the use of ‘ Prostigmin’ and 
shortly afterwards reports of successful treatment with this 
drug were published by Pritchard (1935), Pritchard and 
Walker (1935), Everts (1935) and Viets, Mitchell and Schwab 
(1937). The combination of prostigmin with ephedrine seems 


to have been suggested by various investigators (Boothby © 


.1936, Laurent and Walker 1936, and Macfarlane 1937) though 
few detailed case-reports were actually published. 

- Viets and Schwab, who in 1935 had reported the successful 
treatment of 3 out of 5 cases with ephedrine alone by mouth, 
later summarised results over several years and stated that 
ephedrine increased the effect of*prostigmin in 41 out of 43 
cases (Viets and Schwab 1939). In 1940 Thornton said that 
ephedrine alone by mouth had no obvious clinical effect on 
a girl of 13, yet when ephedrine gr. 1 with prostigmin 1 mg. 
was given parenterally the clinical improvement was much 
greater than with prostigmin alone. 

` More recently Schlezinger (1940) concluded that ephedrine 
alone is defmitely beneficial and that it enhances the value of 
prostigmin when the two are administered together. | , 


We have studied the clinical response to prostigmin, 
to ephedrine hydrochloride, and to prostigmin with 
ephedrine, and have determined the effect of such 
therapy on the cholinesterase activity of the patients’ 
serum, 

METHODS 


Observations were made on ten patients who were at 
rest and showed definite signs and symptoms of myas- 


combined injections 


signs until after 5 


= age inhibition of the 


thenia gravis. Blood was withdrawn from the ante- 
cubital vein before and at stated intervals after 
administration of the drugs. The cholinesterase activity 
of the serum was determined within 5 hours of with- 
drawal, by a manometric method previously described 
(Stoner and Wilson 1943).! The clinical effect of the 
drug was judged by subjective relief of symptoms and 
objective reduction: of ptosis, diplopia, dysphagia, 
dysarthria and asthenia. Prostigmin methyl sulphate 
(Roche) was used. 


PROSTIGMIN BY INJECTION : PROSTIGMIN WITH 
EPHEDRINE 


Prostigmin (1:5 mg.) subcutaneously.—In five out of 
six clinical improvement was evident within 15 min. and 
in the other after 30 min. The maximum was established 
in 60 min. when the patients felt much stronger and 
ptosis, dysphagia and dysarthria were almost absent. 

is effect was sustained during the next 30 min., but 
2 hours after the injection thete was definite ptosis and 
a return of dysphagia and nasal speech. - Diplopia was 
not relieved. l 
_ Prostigmin (1-5 mg.) with ephedrine hydrochloride gr. 1 (64 
mg.).—All.six patients showed a definite response within 
15 min. An hour later there appeared -to,.be very little 
difference from the effect produced by prostigmin alone 
on the extra-ocular and bulbar symptoms. The patients 
stated that they felt stronger than after prostigmin alone 
and this increase of strength was confirmed by com- 
parative ergograph studies. A significant feature of the 
was the relatively long relief of 
symptoms; in two | 
cases there was no i x 
return of physical dete mg. SUBCUTANEOUSLY 
y weer a 


hours. , + Pow 


PROSTIGMIN I Sm¢.+ 
EPHEDRINE gr. SUBCUTANEOUSLY 


A 


` The curves for aver- 


cholinesterase activity 
of the serum are com- 
In 
the series with prostig- 
min alone the average: 
maximum inhibition 
attained was 34% in 


! N 

pared in fig. 1. N 
$ 
S 

30 min. At the end of >, 
$ 
z 
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OSTIGMIN 2'5 mg- 


am a m m m 


” PROSTIGMIN 215mg. + 
2 hoyrs, when the in- EPHEDRINE gr. I. SUBCUTANEOUSLY, 
hibition was already 


18%, there was a defi- 


nite return of physical $ 10 
signs. This suggests Ñ 20 
ini =— PROSTIGMIN 15 mg. 
that the minimum Q xp a PROSTICAIN Ns mot kre 


EORINE gi 1:ORAREYF: - -- 
120 | 


inhibition necessary to 
prevent the onset of O 
signs is about 18%. 

On the other hand, - | pys 
after combined therapy the maximum inhibition was slightly. ` 


.30 60 - 90 
| MINUTES 


greater and depression of cholinesterase activity was.main- 


tained longer. After 180 min., when the inhibition was 20%, 
the patients were still free from signs. 


Prostigmin (2-5 mg.) subcutaneously.—The effects of 
a larger dose of prostigmin were observed’ in t 
patients. In all three clinical improvement followed 
within 15 min. of the injection and for an hour there 
were no clinical signs. In all cases ptosis, dysphagia 
and dysarthria were evident 90 min. after the injection. 

Prostigmin (2-5 mg.) and ephedrine hydrochloride gr. 1 
subcutaneously.—During the first hour after the combined 
injection there was very little difference from the response 
produced by prostigmin alone. The one outstanding 
feature was that the patients felt much stronger after 
2: hours than they did when prostigmin alone had been 
given. It is also noteworthy that there was no evidence 
of the return of signs till 3 hours after the injection. - 


The curves for the average inhibition of cholinesterase 
activity of the serum from the three cases is shown in fig. 2. 
Where prostigmin alone was used there was a rapid decrease 
in the esterase activity within 15 min. ; the averagemaximum 
inhibition produced was 49%; 90 min. after the injection 


1. The activity of the serum cholinesterase is expressed as QCOg, 
the amount of carbon dioxide (u1) evolved from acetylcholine by 
the serum (u1)in 1 hour. The inhibition of cholinesterase activity 
is expressed as the percentage decrease in QCO;: the level of the 


sorum withdrawn just before medication being taken as zero. 


whe 


™~ 


í 
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the inhibition was 24% and 3 hours after it was 16%. It is 
interesting to note that when there was a decrease in esterase 
activity of as much as 24%, the return of weakness in the 
éraniopharyngeal musculature was beginning to be evident. 
“When ephedrine was given in combination with prostigmin 
there was very little change in the maximum inhibition which 


was attained in about the same time. As with the smaller ` 


dose of prostigmin (1:5 mg.) the inhibition was sustained 
much longer. At 3 hours the average curve showed a decrease 
in esterase activity of 25°, and though at.this time the ptosis 
and dysphagia were beginning to be manifest the general 
muscle tone in the arms and legs was still well maintained. . 


- PROSTIGMIN BY MOUTH: PROSTIGMIN WITH EPHEDRINE 


Prostigmin (15 mg.) by mouth.—Relief of signs and 
symptoms began, in seven out of eight cases, 45-60 min. 
after the tablet had been taken ; there was considerable 
telief from dysphagia, ptosis and dysarthria, though 
diplopia was unaltered., The effect on asthenia was 
variable but most of the patients experienced some 
increase in muscle power. After 3}—4 hours there was a 
quick return to pre-treatment condition. In one case 
very little subjective or objective improvement was 
observed except for a short time 90 min. after the therapy. 
_ Prostigmin (15 mg.) and ephedrine (gr. 1) by mouth.— 
The effects of combined oral therapy were not quite so 
clear as the effects of combined . parenteral treatment. 
In , seven patients clinical improvement was usually 
manifest within an hour; compared with prostigmin alone, 
there seemed to be very little difference in its intensity. 
In all these patients, however, the period of clinical 
improvement was extended up to 5 hours. Compared 


_ with prostigmin alone, the effects of combined therapy 


on muscle power were variable. .In five cases there was 
æ much greater relief of asthenia; one patient stated that 
she felt much stronger in the legs, though the -effect 
on the extra-ocular and bulbar symptoms did not last 


any longer than with treatment by prostigmin alone; 


one showed no improvement. 


` The remarkable feature about the curve for the average 
inhibition of the cholinesterase activity of the serum (fig. 3) 
by prostigmin alone is that at the period of maximum clinical 
effect—that is, at 1 hour—the average inhibition was only 
13%. When the signs were beginning to reappear the inhi- 
bition level was the same as at 1 hour. The addition of 
ephedrine seemed to produce.a;slow steady: decrease in 
esterase activity so that the inhibition reached in 3 sours 
was approximately the same as the maximum inhibition for 
prostigmin alone. Thus, in contrast to the effect of combined 
parenteral treatment, the combined oral therapy increased 
neither the rate nor the amount of esterase inhibition. 


EPHEDRINE ORALLY AND SUBCUTANEOUSLY 


. Observations were made on five patients. One had 
some relief of asthenia in both legs and arms about 
1 hour after ephedrine hydrochloride (gr. 1) by mouth, 
which lasted for 6 hours; there was no change in the 
extra-ocular or bulbar signs and symptoms, but there 
was a definite increase in muscle power of her legs and 
arms. In the remaining patients there was no clinical 
response to ephedrine whether parenterally or by mouth. 


_ The observations on one patient had to be abandoned 


after 90 min. and on three patients after 3 hours because 


‘they became exhausted. No change in the cholines- 


` terase activity of the serum of the five patients occurred 


during the period of observation. 


DISCUSSION ; 
There is general agreement about the relief of symp- 


toms and signs of myasthenia gravis by prostigmin. 


Particularly is this so of those signs which signify a 
disturbance in the ‘muscles supplied by the somatic 
and branchial efferent cranial nerves. The action of 
prostigmin when given parenterally begins within 5-15 


min., reaching its maximum in 1 hour, and lasts 2-3 


hours. When the oral route is used, it begins in 45—60 


‘min. and lasts about 3 hours. 


Our results. provide little if any evidence of relation- 
ship between the inhibition of serum cholinesterase and 
the clinical effect of prostigmin. While prostigmin, 


either parenterally or by mouth, produces definite 


clinical improvement, its effect on the rate and also the 


-extent of the inhibition of serum cholinesterase depends. 


on the method of administration. Thus parenteral 


administration produces a 33-50% maximum inhibition 
which is transient ; and when it falls to 18-19%, clinical 
signs of myasthenia gravis begin to appear. .On the 
other hand oral administration of prostigmin produces 
a maximum inhibition of only 13% during which there 
is definite clinical improvement. ` E 

It may be argued that the inhibition of '!serum 
cholinesterase activity is not an index of the imhibition 
of muscle cholinesterase and that a return of ‘serum 
cholinesterase activity to pre-treatment level does not 
reflect the state of affairs in the muscle. Odom, Russell 
and McEarchern (1943) found the serum-cholinesterase 
activity after injection of prostigmin returned. to pre- 
injection level while the myogram of the patient was 
still normal. They attributed this persisting effect of 
prostigmin on the muscle to a. lowering of muscle 
cholinesterase. But Stadie and Jones (1938) found that, 
in vitro, prostigmin depressed cholinesterase activity of 
muscle from: normal and myasthenic persons only in 
doses well beyond the therapeutic range. ori , 

Recent work on the nature of myasthenia gravis 
indicates that the essential lesion is'a partial block in 
neuromuscular transmission. Harvey, Lilienthal and 
Talbot (1942) put this down: to a combination of 
(a) lowering of the excitation threshold of the muscle, 
and (b) inadequate release of the transmitter substance, 
acetylcholine. Wilson and Stoner (1943), on the other 
hand, provide evidence that the serum of patients with 
myasthenia gravis exerts a curariform action and suggest 
that the partial block is due to the action of a substance 
circulating in the blood. 

Prostigmin has been shown to have two types of 
action. It inhibits cholinesterase activity (Stedman 
1926, Schweitzer, Stedman and Wright 1939), and it is 
also capable of reversing the block in neuromuscular 
transmission produced by curare and some quaternary 
ammonium salts (Briscoe 1936, 1937, Cowan 1938). 
Such a dual action might explain our failure to correlate 
the: clinical effects with the inhibition of serum-- 
cholinesterase activity, for the anti-curariform action 
of prostigmin is possibly independent of the inhibition 
of cholinesterase activity. 

The results of combined therapy with prostigmin and 
ephedrine show certain well-defined features. Iv all 
cases combined parenteral administration increased the 
degree and duration of relief from symptoms. As far as 
the extra-ocular and bulbar signs are concerned, the out- 
standing effect of adding ephedrine was relief of diplopia. 
Where diplopia was not relieved by prostigmin alone, it 
was alleviated durirfg the combined therapy, There did 
not seem to be any similar increase of effect on any of 
the other signs and symptoms related to the muscles 
supplied by the somatic and branchial efferent cranial 
nerves. The effect on asthenia was definitely superior 
to that of prostigmin alone; the patients volunteered 
this without being questioned and in some cases. ergo- 
graphic records provided confirmation. The increase in 
strength of voluntary contraction of the skeletal muscles 
of the upper and lower limbs was outstanding, especiall 
as prostigmin alone did not in some cases afford muc 
relief of asthenia. As far as duration of effect was con- 
cerned, the increase was between 3 and 4 hours. One 
of the patients who required 2-5 mg. prostigmin every. 
hour was maintained on combjned therapy by injection 
every 4 hours. Indeed, overnight the effect was often 
sustained for 6 hours. i a 

How far these effects af prostigmin and ephedrine can ` 
be associated with increased inhibition of serum- 
cholinesterase activity is difficult to determine. Certainly 
a parallel exists in so far as the inhibition was maintained | 
at a lower level for a longer period, but the cholinesterase 
activity at the end of 3 hours was about the same level 
as for prostigmin alone, though there was no return of 
symptoms and certainly relief of asthenia was in some 
instances quite evident 10 hours after the injection. 
This suggests that while the addition of ephedrine may 
increase the prostigmin inhibition of serum, some 
mechanism besides depression of cholinesterase activity 
is involved in producing the peculiarly beneficial effects 
of prostigmin and ephedrine therapy. | 

That adrenaline potentiates the action of acetylcholine 
on skeletal muscle has been shown by Gruber (1914) and 
by Dale and Gaddum (1930). Some interesting observa- 


tions have recently been made by Biilbring and Burn 
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(1942) who studied the effect on the twitch tension of 
the cat gastrocnemius of adrenaline, ephedrine and 
prostigmin. They found that when ephedrine was 
injected in the presence of adrenaline and prostigmin it 
produced an increase in muscle tension, whereas when 
adrenaline was omitted ephedrine failed to augment the 
action of prostigmin. They suggest that these effects 
are produced by two mechanisnis. In the first place, 
adrenaline augments the action of prostigmin by 
potentiating the action of the acetylcholine which is 
protected from hydrolysis by prostigmin. In the second 
place, adrenaline increases the action of prostigmin by a 
mechanism as yet unknown because adrenaline augments 
to a much less extent the effects of eserine, and prostigmin 
augments the constrictor action of adrenaline. 

If these results have any relevance to the use of 


‘ephedrine in the treatment of myasthenia gravis, then the 


effect of ephedrine would largely be determined not only 
by the initial level of adrenaline and the ability of 
eph e to prolong the action of adrenaline, but also 
by the availability of acetylcholine. Our results seem to 
indicate that, whatever its mechanism of action, pros- 
tigmin is necessary in order to render available sufficient 
acetylcholine at the neuromuscular junction. It is quite 
probable that ephedrine acts by prolonging the action of 
adrenaline ; but whether the adrenaline then augments 
the action of acetylcholine protected by prostigmin, or 
whether adrenaline potentiates the anti-curare action of 
prostigmin is a question which can only be settled by 
further investigation. The indications are that since 
ephedrine produces a greater effect on the spinal muscles 
than on the craniopharyngeal muscles—an effect clearly 
not explicable in terms of any change in prostigmin 
inhibition of cholinesterase activity—the latter explana- 
tion is the more probable. 


SUMMARY AND CONCLUSIONS á 


. The clinical effects of administering ‘ Prostigmin,’ 
ephedrine, and prostigmin in combination with ephedrine, 
have been studied in ten cases of myasthenia gravis. 7 

No direct relationship ;was found between the clinical 
effects and esterasé inhibition of the serum. 

The clinical effects of prostigmin are attributed to & 
dual action—inhibition of cholinesterase activity and 


_ neutralisation of a substance, circulating in the blood, 
which produces a partial block in neuromuscular 


transmission. 

The action of prostigmin with ephedrine is much 
greater than that of prostigmin alone. The advantage 
cannot be entirely attributed to increased inhibition of 
serum cholinesterase. An explanation is advanced for the 
more prolonged effect. 

Administration of ephedrine by itself produced clinical 
improvement in only one case. In none did it alter the 
cholinesterase activity of the serum. 


We wish to express our thanks to Prof. Wilson Smith and 


- Prof. E. J. Wayne for helpful criticism and to Dr. H. Brody 


and Dr. J. Pemberton for their codperation. We are indebted 
to Dr. A. G. Yates and Professor Wayne, physicians to the 
Sheffield Royal Infirmary, for clinical facilities and for access 
to the cases under their care. It is a pleasure also to acknow- 
ledge the technical assistance of Mr. E. Salvin. The expenses 
of this work were partially defrayed by a grant from the 
Medical Research Council. 


REFERENCES 


Boothby, W. M. (1936) Trane Ass. Amer. ve 51, 188. 
Briscoe, G. (1936) Lancet, i Page ee Ibid, , 621. 
E. and Burn, J. H (194 ) J. usor 101, 224. 
Cowan, S. L. (1938) Ibid, Ta 
Dale, H. H. and Gaddum, J ea #1930) Ibid, 70, 109. 
deer orth, H: (1930) J. Amer. med. Ass. 94, 1136 ; (1933) Ibid; 


Everts, W. H. (1935) E Bull. neurol. Inst. NY; 4, 523. 
Gruber, O. M. (1914) Amer. J. Physiol. 33, 335. 
Harvey, A. M., S we J. L. and Talbot S. A. (1942) J. clin. 


Invest. 21, af 
B. pee, ae i, 1457. 


S. (1940) yen intern. So. 65 , 60. 
and Wright, 3.’ (1939) J. Physiol. 


! 


Rieti ; 

Sohweitzer, A., Stedman » E. 
98, 302. 

C. and Jones, e (1938) J. clin. Invest. 17, 636.. 

E. (1926 Biochem. J. 719. 

ilson, A ATRA Physiol. 102, 1. 

bo, Continued at foot of next column 


i 


OCULAR SIGNS OF RIBOFLAVIN DEFICIENCY 


one of 198 RCAF personnel examined. 
duties exposed them to glare over expanses of water, and 


e 
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OCULAR SIGNS OF RIBOFLAVIN 
` DEFICIENCY 


| E 
W. J. WELLWOOD FERGUSON, MB GLASG 
SENIOR OPHTHALMIC SURGEON, SHEFFIELD ROYAL INFIRMARY; 
LECTURER IN OPHTHALMOLOGY IN THE UNIVERSITY 


In 1940 Sydenstricker et al. described certain ocular 
signs and symptoms which responded to riboflavin 
therapy.. The symptoms were photophobia, sensations 
of burning or roughness of the .eyelids, . visual fatigue, 
and sometimes impairment of visual acuity in the 
absence of refractive errors or pathological changes in 
the media. The commonest sign was ‘“‘circumcorneal 
injection,” often with invasion of the cornea by capillaries 
from the limbic plexus.. 

They also observed superficial corneal nebulæ, and, 
more rarely, interstitial or deep opacities. In a number 
of cases they recorded abnormal congestion and pig- 
mentation of the iris, which frequently disap 
during administration of riboflavin. In addition they 
mentioned mydriasis and, in elderly persons, cataract, 

The ona vascularisation was described as arisi 
from the already engorged and proliferated vessels o 
the limbic plexus, in the form of great numbers of 
capillary loops, from the epics of which appeared small 
capillaries running centripetally, which later anastomosed 
to form. another series of loops. From these in turn 
further streamer-like capillaries appeared, from which . 
further loops and streamers were formed, gradually 
encroaching more and more on the cornea. In’ some 
cases corneal opacities developed. The whole vascular 
plexus thus formed was predominantly superficial, and 
the vessels were so fine as to be best observed by 
retro-illumination. 

These observations led many workers to examine the 
eye for signs of riboflavin deficiency, and their findings 
varied widely. Some, taking the so-called circumcorneal 
injection as the outstanding sign, have reported up to 
100% of positive results (Borsook et.al. 1943), while 
others have cast doubt on the existence of any corneal 
or ocular manifestation of this deficiency.. Tisdall and 
others (1943) report abnormal. vascularisation in all but 


Their flying 


Tisdall includes proliferation of the limbic plexus as a 
physical sign, even in the absence of abnormal vasculari- 
sation of the cornea itself. In 67% specific inq 


elicited visual symptoms including irritability of the 


eyes, and riboflavin given in large doses for two months 
decreased both the vascularity and the symptoms. 

Since 1940 I have been engaged in examining groups 
of people with the slit-lamp and I have had the advan- 
tage of discussing and“examining cases with Professor 
Sydenstricker on several occasions. I feel that misinter- 
pretation has arisen largely through lack of experience 
in the use of the slit-lamp, through imperfect under- 
standing of the normal variations of the appearance 
and vascularity of the limbus and through inclusion of © 
corneal vascularisation due to other causes than riboflavin 
deficiency... I am satisfied, however, that a group of 
cases does exist which exhibit corneal vascularisation, of 
a particular recognisable type, which rapidly diminanes 
when iboga vini is given in sufficient doses. 


DEFINING THE NORMAL 
_ The limbic plexus is the circle of capillaries which 


surrounds the corneoscleral junction and is formed by 


anastomosis of the terminal branches of the posterior 
conjunctival vessels with the anterior. conjunctival 
vessels, . 

The posterior conjunctival vessels are largely derived 


from the palpebral tarsal arcades and are more super- 


ficial than the anterior vessels ; they are freely mobile 


-with the conjunctiva. | The anterior conjunctival vessels, 


ne aA a S: 
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which are derived from the anterior ciliary branches 
of the ophthalmic artery, lie deeper and are not freely 
movable with the conjunctiva. Both groups run for- 
wards towards the comeoscleral junction, at or near 
which they anastomose to form a circle of capillary loops 
or arcades surrounding the cornea. 


The limbus corneæ is a narrow band, surrounding 


the true cornea, combining elements of both cornea ’ 


and sclera. It is more or less transparent, and by 
reflected light its transparency may appear to verge 
on that of the cornea proper; but when viewed’ with 
the slit-lamp by direct illumination it has a milky or 
ground-glass appearance. This is important, because 
vessels which by reflected light appear to be on the 
, true cornea may be shown by direct light to be on the 
- limbus. The limbus cornee shares ‘in the vascularisation 
of the corneoscleral junction, and ‘not infrequently one 
or more loops of the limbic plexus lie within it. The 
width of the limbus varies fairly widely in different 
individuals and often in different sectors ; it is commonly 
_wider, and the plexus upon it more pronounced, at 3 and 
- 9 o'clock. 
. Further, the method of anastomosis of the anterior 
and poe conjunctival vessels around the limbus 
varies. 1 illustrates four typical varieties, from 
which it will be seen that formation of capillary loops 
at the corneoscleral junction, and on the limbus itself, 
can be regarded as normal, It is only the extension of 
loops and streamers to the true cornea that is outside 
the limits of normality (fig. 2). 

The limbic plexus becomes congested and engorged 
on. the slightest provocation, and engorgement is seen 
with all varieties of conjunctivitis, however slight, and 
also with deeper-seated inflammation, such as iritis 
or keratitis. It is also common in those whose eyes 
are much exposed to heat, wind or dust. Hence I 
doubt whether it is of any value in the diagnosis of 
vitamin deficiency, especially as many cases with definite 
corneal vascularisation of the type attributed to lack of 
riboflavin show no congestion of conjunctival or limbic 
. vessels. It is unfortunate that the term “ circum- 
corneal injection ” has been used at all in this connexion, 
for it may suggest the deep ciliary injection—sometimes 
called circumcorneal—which accompanies iritis, irido- 
cyclitis, keratitisand glaucoma. To.avoid this confusion, 

congestion of the limbic 
plexus should be referred 
to as such. 

It will be evident that 
close study of the vas- 
cular system of the 
limbus corneæ is neces- 
sary before an observer 
is competent to decide 
What comes within the 
range of nor mality and 
in doubtful cases to deter- 
mine whether vascular- 
isation is in the limbus 
cornes or on the cornea 
proper. When he also 
has to say whether ab- 
normal corneal vascu- 
larity is due to causes other than vitamin deficiency, 
considerable experience is needed to avoid mistakes. 


Fig. 2-——Corneal invasion, 


SIGNS OF RIBOFLAVIN DEFICIENCY 


The vascularisation attributed to lack of riboflavin is 
an extension of the normal limbic vascular system to the 
true cornea. From the apices of the existing limbic 
loops appear fine vessels running more or less towards 
the true cornea ; these ‘‘ streamers ” in turn anastomose 
with one another to form further loops, from which 
further streamers and, in turn, loops may be formed. 
The true cornea may thus become further and further 
-vascularised. These vessels run superficially, immedi- 
ately under the epithelium, and are of such small calibre 
that they are mostly invisible even with an ordinary 
binocular loupe. With the corneal microscope and slit- 
lamp they show best when observed by light reflected 
‘from the iris, and they may readily be missed by direct 
corneal illumination. By reflected light they appear as 
very fine cobweb-like lines and, by careful observation and 
focusing, the blood corpuscles may be seen in silhouette 
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Fig. 1—Normal variations of limbal plexus. 


Posterior superficial conjunctival vessel. 
wcecee Anterior deep conjunctival vessel. 
A-——A = Corneoscleral junction. 

B---B = Margin of limbus cornez. 


flowing along them, the circulation being tsually irregular 
and spasmodic. Vascularisation of this type should be 
visible all_around the corneal circumference and not in 
isolated patches, though it need not be present to the 
same depth in both corneæ simultaneously. Localised 
«patches of fine vascularity can usually be traced to some 
antecedent corneal inflammation. 

Gregory (1943) emphasises the significance of corneal 
vascularisation, as opposed to limbic congestion, ‘as the 
diagnostic feature. There is good evidence that it can 
be produced in animals by keeping them on a riboflavin- 


` deficient diet (see Pirie 1943). 


I have so far failed to find any signs of the deeper 
corneal vascularisation described by Sydenstricker, or 
any evidence of the development of corneal inflammation 
or opacities as a result thereof ; a a many of the 
cases observed in the USA, especi among the coloured 
population, may exhibit a more pavanced picture than 
in those in Britain. J have also seen no cases of associated 
iritis or cataract in any stage. . 

This type of corneal vascularisation is often associated 
with visual fatigue, but I have never found any fall in 


visual acuity which could not be corrected by suitable 


glasses or was otherwise accounted for by some pre- 
existing ocular defect. A large proportion show signs, 


other than ocular, suggesting riboflavin deficiency, such 


as fissures at the angles of the mouth, dryness and 
scaliness of the skin (often on the face), a “history of dry 
lips inclined to crack, and redness at the apex of the 
tongue. Administration of riboflavin in sufficient doses 
is rapidly followed by an improvement in the subjective 
symptoms and by decrease in the circulation in the 
abnormal corneal vessels, which altogether ceases in 2-3 


weeks, the vessels remaining as extremely fine empty . 


threads in which no active circulation can be seen. 

I shall not here discuss in detail the differential 
diagnosis between this type of corneal vascularisation 
and the many other forms; but it may be said that 
vascularity resulting from deep-seated corneal inflamma- 
tion, such as interstitial keratitis, is deeper, the vessels 
being larger, and the distribution of the broom-head 
type. Vascularity following superficial corneal inflamma- 
tion or ulceration is much grosser, being easily visible 
with a binocular loupe, and is localised to the corneal 
areas affected by the inflammatory process—e.g., in acne 
rosacea keratitis, in which incidentally, like Fish (1943), 
I have seen no improvement from administration of 
riboflavin. The pannus of trachoma, or that arising 
from other local irritation, is characteristic and should 


cause no difficulty. 
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INCIDENCE AND EFFECTS OF TREATMENT 


OF 250 peuvent © examined in the ophthalmic department 
of the Royal Infirmary, Sheffield, most of whom attended 
for the correction of errors of refraction or with symptoms 
of ocular fatigue, 76 were found to have abnormal corneal 
vascularisation; but of these only 17 were classified as 
probably due to riboflavin deficiency, final diagnosis 
being left until the response to treatment with this 
vitamin (only) was ascertained. Unfortunately 7 did not 
remain under observation long enough for conclusions, 
but the remainder all improved under the treatment. 
The outstanding symptom was mild photophobia with 
a, heavy or burning sensation in the eyes (14 out of 20 
cases); in 3 there was some lacrimation, and in 7 visual 
fatigue was easily induced. Small doses of riboflavin 
(3 mg. daily), while reducing these symptoms, caused 
only slow improvement as regards the corneal circulation ; 
but 10 mg. daily led to much more rapid diminution. in 
the circulation, usually complete in 3-4 weeks. In ene 
case treated in 1942 the abnormal circulation remains 
absent though no riboflavin has been taken for a year, 
and in all the other patients, who have been under 
observation for less than 18 months, the improvement 
following treatment has so far been maintained. . Syden- 
stricker reports a case in which abnormal vascularisation 
of the cornea developed while the patient was taking 
5 mg. riboflavin daily, but immediately began to regress 
when.the dose was increased to 15 mg. 

The table shows the findings in four different groups 
examined at various places because of ocular symptoms 
or disabilities.. Those in groups 1 and 2 were at the 


INCIDENCE OF SIGNS ATTRIBUTABLE TO RIBOFLAVIN DEFICIENCY 
IN PERSONS COMPLAINING OF OCULAR SYMPTOMS 


Group o! Total Corneal | © l oe 
: agar Hanae | dermatosis 
1. Industrial workers 5 | Wi | 7 20 D | 
2. Students...) 23 | 1 ei 
3. Institutional inmates : 48 | 5 | 2 | — 
4. Outpatients | 250 | 20 | 12 


Those included in columns B and C are also included in 
column A. 


same time examined by Professor Sydenstricker, who 
confirmed the results. Few figures of the incidence of 
the corneal condition in Great Britain have previously 
been published (see Kodicek and Yudkin 1942, Scar- 
borough 1942). 

SUMMARY 


Variations in the normal limbic capillary distribution 
are discussed. 

Abnormal corneal vascularisation of a clinically 
recognisable type and with very mild symptoms was 
found in 7:8% of 422 persons attending at hospital or 
elsewhere for treatment. In 13.cases in which the effect 
of riboflavin treatment was studied over an adequate 


period it resulted in cessation of the abnormal corneal 


circulation. 


No claim is made that riboflavin deficiency is the only 
cause of the corneal condition described. 
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Line PaysroaL Epucation Assooration.—The Easter holiday 
course will be held at St. Paul’s Girls School, Hammersmith, 
from April 12 to 18. Lecturers will include Mr. R. Watson. 
Jones and Lieut.-Colonel J. W. T. Patterson. Further infor- 
mation from the secretary of the association, Hamilton House, 
Bidborough Street, W.C.1. 
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TROPICAL EOSINOPHILIA | 


B. G. PARSONS- SMITH, MA CAMB, MRCP 
SQUADRON-LEADER RAFVR 


A NEW disease entity, seeming to be peculiar to certain 
parts of India, was described by Weingarten + last year. 
Its main features are severe spasmodic bronchitis, leuço- 
cytosis, and high eosinophilia. Its causation is not 
understood ; it is not considered to be an allergic state. 
The following case, which resembled those described 
by Weingarten, and_showed the same response to 
arsenic, developed in Egypt. 


An English airman, aged 28, with no previous history of ill 
health, and no significant family history, had been in Egypt 
for 10 months, stationed hear Cairo. 
stages was not observed, but consisted in gradually increasing 
malaise and nocturnal cough associated with orthopnea. 
These symptoms gradually increased, and he was admitted 
to hospital after about 70 days. 

A stocky mouth- breather, he complained of severo lassitude. 
He was afebrile, and had a hyperresonant barrel-shaped chest. 
There were widespread expiratory rhonchi and basal råâles. 
The tip of the spleen was easily palpable. In the daytime 
he suffered from frequent violent attacks of coughing. The 
scanty sputum was viscid and bloodstained. At night he 
had mild but typical. asthma, but the constitutional upset 
was regarded as too great to be attributable to uncomplicated - 
bronchial asthma. 

` Investigations.—The red cells were within normal limits 
throughout the illness. At first examination the white cells 
were 20,000 (polymorphs 45%, eosinophils 34%).° No im- 
mature forms seen. Blood-sedimentation rate, 5 mm. first 
hour (Westergren). Kahn negative. The sputum was 
bloodstained and had a mixed flora; no other abnormalities 
were noted. Examination of urine and stools was negative. 
The Casoni reaction and the ascaris patch test were also 
negative. Duodenal drainage yielded: no abnormal findings, 
Radiography ‘showed severe bronchitic changes. 
` Course. of- illness.—Routine treatment including anti- 
spasmodics, gave no relief. His température did not rise above 
normal]. After 3 weeks in hospital, on the 93rd day. of illness, 
he was transferred to convalescent depot in the hope that 
change of surroundings might alleviate his symptoms. He 
was readmitted after about 3 weeks, in no way improved. He 
still had bronchial spasm and: malaise ; ; the spleen was 
palpable. White cells 9300 (polymorphs 54%, eosinophils 
19%,). 

Arsenical treatment was instituted on the 117th day, 


| 0-3 g. of neoarsphenamine being given intravenously. | 


was followed 7 days later by 0:45 g. On the 127th day, 


. white cells 12,600 (polymorphs 45%, eosinophils 27%); 


the spasm in the chest was worse, and he had severe laryn- 
gitis. Neoarsphenamine, 0-45 g., was repeated on the 130th 
and 135th days ; 3 days later his chest condition had improved 
considerably ; white’ cells 12,900 (polymorphs 52%, eosino- 
phils 21%). Necarsphenamine was again given on ‘the 
143rd and 150th days. He was returned to duty on the latter 
day absolutely symptom-free with white cells 13,000 (poly- 
morphs 53%, eo 14%). A week later white cells 
10,000 (eosinophils 8%). He was then perfectly fit; hib 
spleen was no longer palpable and no other abnormal physical 
signs could be detected. Final blood-count on the 173rd bad 
white cells 10,600 (eosinophils 2%). 


The illness falls into three periods : 70 days in which 
it became chronic ; 55 days in which hospital and con- 
valescent care produced no clinical improvement (at 
this stage Weingarten’s article arrived:in the Middle East); 
and a treatment period lasting 32 days, after which he © 
returned to work. 

Of Weingarten’s 81 ‘patients only 4 were Europeans. 
In many the illness had lasted for years, most of them 
having been diagnosed and treated as pulmonary 
tuberculosis or chronic bronchial asthma. Hosinophilia 


was present in all, the highest percentage recorded being 


88. In 1936 one patient already under observation 
contracted syphilis, and. neoarsphenamine was pre- 
scribed. Weingarten noted that the eosinophilia de- 
creased and the symptoms vanished, but it was not until 
1938 that he realised that arsenic was a quickly-acting | 
specific for the condition. ` N eoarsphenamine and ‘Acety- 


~ l Weng Weingarten, arten, R. J. Lancet, 1943, i, 103. 
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His illness in its early .— 
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larsan ’ have given equally good results. One case was of sufficient practical interest to justify a preliminary 
-treated with ‘ Stovarsol.’ . | account of this part of the work. 

In Weingarten’s cases, radiography of the chest in the The pellets, which weighed approximately 100 mg. 
early stages showed a distinctive disseminate mottling each, were cylindrical, of mean radius 2:5 mm. and mean 
of both lungs. The average single focus was about the height 4:65 mm. They were accurately weighed and 
size of a split pea; it was found in the hilar and basal measured and implanted for varying periods into male 
regions and represented, he considers, a bronchopneu- 


$ subjects. After removal each pellet was re-weighed and 
monic infiltration. This distinctive picture rarely lasted quantitatively extracted with ether (Folley 1944). In 
more than 4 weeks, and patients in whom the symptom agreement with Deanesly and Parkes (1943) there was 
become persistent showed only chronic bronchitic changes. no evidence of ghost formation in the interior of 
The case described above was seen when the chronic pellets, though in most cases ether extraction revealed 
eee had aoe reached, so the early picture could not a surface membrane. The weight of the ether extracts 
e expected. 


were thus very close to the final weights of the pellets. 
After the first two or three injections of arsenic, a 


The figure shows for comparison (1) the percentage 
slight increase in the total leucocyte count, as well as in 


losses in weight of the pellets, plotted as discrete points, 
the percentage of eosinophils, has been described. . This 


. increase was observed in my patient. It occurred after 
the second injection and was accompanied by severe 
malaise and a transient deterioration of the chest con- 
dition. Subsequent injections produced a dramatic, 
rapid, and permanent cure. or. 


` I wish to thank Squadron-Leader G., J. Aitken for the 
bacteriological investigations, and Air Vice-Marshal A. E. 
Panter, KHs, for permission to publish this case. _ 


IMPLANTATION OF TESTOSTERONE 
| IN CAST PELLETS 


P. M. F. BISHOP S. J. FOLLEY 
-a DM OXFD D SC, PH D MANO 


Endocrine. Clinic, Guy's Hospital, and National Institute for 
Research in Dairying, University of Reading 


Deanesly and Parkes (1937) showed that slow absorp- 
tion and prolonged effect could be obtained by su 
cutaneous implantation of compressed pellets of steroid 
hormones in animals, The effectiveness of this method 
of administration was first demonstrated in the human 
subject by one of us (Bishop 1938). Since that time 
compressed En R of steroid hormones have been used 
constantly, both clinically and experimentally. . 

- The phenomenon of ghost formation was reported by 
Folley (1942, 1944) in connexion with compressed pellets, 
Soon after implantation, compressed tablets of steroid 
hormones or synthetic oestrogens become infiltrated 
with highly insoluble protein; on ether extraction, 
fragile bodies (ghosts) of approximately the same shape 
and size as the original tablet remain. The occlusion 


of the tablet pores in this way may be expected to retard 


absorption, and it seemed likely that this would introduce 


an unpredictable factor which would prevent accurate . 


calculation of the rate of absorption of a compressed 
pellet of known dimensions. : 

Pellets prepared by the solidification of a melt con- 
taining the active substance dissolved in cholesterol 
(cast pellets) have been used for the administration to 
rodents of carcinogenic substances (Shear 1936), steroid 
hormones and diethylstilbcestrol (Shimkin and White 
1941), ‘Subsequently, the absorption in rats of cast 
pellets.of four pure steroid hormones was described by 
Deanesly and Parkes (1943). 

An investigation of the absorption in animals of cast 
pellets of pure hexcestrol was started by one of us 
(S. J. F.) at the beginning of 1943 in connexion with 
studies on ghost formation. It was considered unlikely 
that ghost formation could occur in cast pellets since 
they would presumably contain no pores. Hexeestrol 

roved unsatisfactory for such a study owing to the 
act that, in contrast to compressed pellets, cast pellets 
of this substance were either reduced to a ‘‘ mush ” or 
broken into discrete pieces within a short time of their 
in vivo implantation. On the other hand, the work of 
Deanesly and Parkes (1943) and our own study, described 
briefly below, show that cast pellets of pure steroid 
hormones do not suffer from this drawback. | 


` ABSORPTION OF CAST AND COMPRESSED PELLETS 


For over a year we have been studying, with par- 
ticular reference to ghost formation, the absorption of 
cast and compressed pellets of steroid hormones im- 
planted for clinical purposes in human subjects. Already 
the results. with cast pellets of testosterone show features 


and (2) an unbroken line drawn from the equation s 


— kt)? (h— 

A= 100{ 1 (See) 
. rah 
representing the percentage decrease in weight A, at 
time t, of a cylinder of radius r and height hk, which is 
undergoing solution at a rate proportional at any 
instant to the surface area. For the curve shown in 
the figure, k=0:009. — . 

The satisfactory agreement between the experimental 


_ determinations and the theoretical curve indicates that 


the in vivo absorption rate of a cast pellet at any instant 
is proportional to its surface area, allowing of the con- 
clusion that encapsulation, which was observed in most 
cases, has no progressive retarding effect as has been 
claimed for compressed tablets (Geist, Walter and 
Salmon 1940; Walter, Geist and Salmon 1940). The 
observed slowing up of absorption can be completely 
accounted for by the reduction in the area of the pellet 
consequent on absorption. The results given in the 
figure enable the effective life of cast pellets of testos- 
terone, of the dimensions used, to be estimated provided 
the threshold for the required biological response is known. 
Thus the ‘initial absorption rate of our pellets was 
approximate- 7 fe es 

ly 1-1 mg. per !00;— 
day, but by 
50 days this 
had been re- 
duced by a 
third. 


In many 
cases it has 
been possible 
directly to 
compare in 
the same sub- 
ject the ab- 
sorption of a 
cast pellet 
with that of 
a compressed 
pellet of simi- 
lar weight 
implanted at 
the same 
time. The 
cast pellets were usually absorbed faster, but, perhaps 
because of the relatively rapid absorption of testosterone 
pellets, it has not been possible from the present data to 
decide with certainty whether the difference in favour of 
the cast pellets is greater than could be accounted for by 
their greater surface area (12% greater than that of the 
compressed pellets). Studies, as yet incomplete, with cast 
and compressed pellets of cestradiol, which are absorbed 
much slower with the result that the initial period is better 
defined, indicate however that cast pellets are initially 
absorbed almost twice as fast as compressed pellets of 
12% smaller area, | po 4 

: CONCLUSION ` `- 
These experiments, which are continuing, indicate 
that cast pellets of steroid hormones are suitable for 
clinical purposes in humans since they do not disintegrate 
in situ and are uniformly absorbed at a predictable, if 
changing rate. 

We are indebted to Dr. A. C. Bottomley who derived the 
mathematical equation and to Messrs. Organon Laboratories 
Ltd. for the supply of pellets. a 

References at foot of next page 
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Rate of absorption in the human of cast pellets of 
f testosterone, 
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' be sensitive to androgens and oestrogens. 
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© ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of Urology on March 23, 
‘with Mr. E. W. RIcHEs.in the chair, a discussion on the 


| ' Tréatment of Carcinoma of the Prostate 


was opened by Mr. CLirrorD Morson. He confined 
himself to surgical measures by request. This type of 
cancer, he finds, resembles breast cancer in its tendency 
to. form fibroblasts and to metastasis in bones. Spread 
from the prostate is by way of the lymphatics to the 
glands of the groin, the lymphatics of the pelvic cellular 
tissue to the iliac bones, and the hkymphatics round the 
rectum to the posterior abdominal wall and thence to the 
vertebrx and thorax. The triangular ligament, the 
seminal vesicles, and the rectal mucous membranes are 
never involved, though the triangular ligament may be 
pierced and the membranous urethra invaded. So-called 
radical operations, he said, can never be radical because 
it is impossible to take all the growth once it has spread 
outside the gland. In diagnosis, the palpation of a stony 
mass with no clear boundaries means advanced disease. 
A small nodule may be an adenoma. X. rays will demon- 
strate calculi in the gland, and will show some metastases 
in bone, though not those in the vertebree. ‘Cystoscopy 
may reveal nodules and inflammation round the trigone, 
but in chronic inflammation of the gland and early 
malignant disease no signs are visible. Biopsy—on 


material obtained by the suprapubic or transurethral | 
routes—may establish the diagnosis. A feeling of gritti- 


ness on passing a catheter is a sign of malignancy when 
X rays have excluded calculus. Pain in the inner side 
of the thigh, and back and girdle pains are suggestive, 
especially when coupled with progressive loss of weight. 
Operations aim at eradicating the growth or relieving 
obstruction. In attempts at radical surgery the ureters 
must be transplanted and the bladder and prostate 
removed—a formidable-proceeding. Having found that 


patients so treated do not survive longer than 5 years he - 


has. given it up; he finds the results of inserting radium 
needles no better. He has nothing but condemnation 
for castration, holding that there js no evidence that a 
single cancer cell is destroyed as a result of it. 
quoted a Lancet annotation (Jan. 29, p. 156) in which it 
was stated that 5 or more years must be allowed to go by 
before, the value of the measure can be assessed ; but 
White, of Philadelphia, he said, had been castrating for 
carcinoma of the prostate in 1893; how much longer 
must we wait to assess its value? If it had been really 
successful it would have been done as a routine ever 
since. Operations for the relief of. obstruction include 
suprapubic cystotomy, endothermy and transplantation 
of ureters. The danger of sepsis, which stimulates 
growth of malignant tissué, makes endothermy undesir- 
able, but the other two methods can be useful. 
Prof. E. C. Dopps discussed the pioneer work by 
Huggins, of Chicago, on hormone therapy.' Men, dogs and 
lions, Huggins found, are particularly liable to carcinoma 
of the prostate. For various reasons he has confined his 
observations to the first two. The prostate is known to 
In monkeys 
its growth : before puberty can be encouraged with 
testosterone and androsterone. , (Estrogens enlarge the 
normal adult prostate to the point of causing obstruction ; 
and if androgens are then given as well, the gland shrinks 
again and the obstruction is relieved. The prostatic 
fluid of the dog contains two enzymes, fibrolysin and 
phosphatase. The adult prostate contains considerable 
amounts of acid phosphatase, acting at a pH of about 
4:8. The amount increases at puberty and remains high 
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till senescence. Cstrogens decrease the quantity and 
androgens increase it. The enzyme is normally present - 
in the blood-stream, and in carcinoma of the prostate it 
increases ; on castration of the patient it decreases again. 
If an excess of cestrogen is given to. an animal, he said, © 
the secretion of the anterior pituitary lobe is inhibited. 
Huggins tried injections of oestradiol benzoate for car- | 
cinoma of the prostate and found that symptoms of 
obstruction improved.. Later he tried stilbcestrol, which 
is active by mouth, and hexesstrol. He has not only had 
astonishing improvement in his cases, but has shown that 
if enough is given the acid serum phosphatase always 
inishes. Huggins regards 3-2 units per 100 c.cm. as 
the upper normal limit of acid serum phosphatase, 5-10 
units as suspicions of prostatic cancer, and over 10 units - 
as- indicating cancer and metastases. He has never 
claimed that stilboestrol does more than control the dis- 
ease, and as yet it is too early to say how long the 
improvement it induces will last.. - | 
Dr. W. M. LEVITT pointed out that if cestradiol proved 
to be a cure for prostatic cancer radiotherapy will become 
superfluous. English physicists, he said, have been 
largely responsible for improving the accuracy of dosage — 


- with deep X rays and making. it. possible to give a 


higher dose to a smaller volume of tissue. In prostatic 
cancer, however, an adequate volume of tissue must be 
irradiated, even if this means making dosage less. He- 
quoted the work of Batson showing that spread fol- 
lows the pattern of the-pelvic veins ; hence he holds it 
necessary to irradiate tlie whole pelvis. He finds that 
40-50% of patients without known metastases improve 
as a result of radiotherapy ; the duration of improve- 
ment, however, is variable. Sooner or later the growth 
metastasises or recurs locally. Infection is a trouble- 


some complication, which has been reduced by sulphon- 


amides. Hesuggested that combined hormone and radio- 
therapy might cure in some cases. Since X rays seem 
not to be tolerated well by patients taking cestrogens 
a course of cestrogens should be interrupted by a period 
of radiotherapy, and he called for a codperative test by 
several observers to assess the worth of this suggestion. .. 

Dr. W: L. HARNETT described the plan on which. the 
British Empire Cancer Campaign assess results of any 
type of treatment. Survival-rates are checked against 
average expectation of life of people in the same age- 
group. Judged in this way the results of treatment. of 
carcinoma of the prostate, a disease of old age, are better 
than they appear at first sight. ` es 

Mr. KENNETH WALKER disagreed with Mr. Morson 
about castration, believing that it relieves the symptoms 
of some patients. Hormone treatment is better, how- 
ever, in his view, since the idea of even evisceration of 
the testes is distressing to patients.—Mr. TERENCE MILLIN 
had also had good results from castration; of 42 cases, 
90% had improved at first after. testicular: evisceration. 
It has been suggested, -he said, that adenocarcinoma 
responds, but that carcinoma of the undifferentiated 
type is less affected. In using stilboestrol he gives 5 mg: 
ett injection for 2—3. weeks and then 3 mg. daily by 
mouth. ay, i 
- The CHAIRMAN had been impressed by the dramatic | 
results of stilbcestrol. He gives 1 mg. t.d.s. to begin with, - 
and works up to as much as 20 mg. t.d.s. The largest 
dosage he has given was 3000 mg. in 11 months.: About 
half ‘developed mastitis after 500-600 mg., which is 
alleviated by cutting down the dose : the hormone should 
not be stopped on this account.—Dr. G. E. VILVANDRh, 
cautioning against enthusiasm, mentioned a man ‘with 
secondaries in the sacrum and spine who was given little 
treatment, and who was alive and working—secondaries 
and all—four years later.—Mr. A. E. ROCHE agreed that ° 
some patients might survive unexpectedly in this way. 


` He finds that stilboestrol makes the patient look and feel 


better ; and added that the expectation of life in this 
age-group is so poor-in any case that it may almost turn 
out to be better to have the disease.. . 

`’ A` plea was made for a proper assessment of the effects 
of the hormone on the carcinoma cells by thd cytologists. 


-Mr. Hues DONOVAN reminded the meeting that improve- 


ment in symptoms as.a result of stilbestrol might be 
delayed for 2-3 weeks. He gives 1 mg. t.d.s. as a mains 
tenance dose.—Mr. KENNETH HERITAGE remarked on 
the difficulties of early diagnosis, and asked if anyone had 
experience of the use of Silverman’s needle for biopsy. 


a 
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He gives 5 mg. of stilboestrol for 14—21 days, and if there 
is no improvement then does subcapsular orchidectomy. 
—Dr. L. R. W. Price said that if a sufficient number of 
‘biopsy specimens are provided it is always possible to 
- determine malignancy.—Mr. JOEL GABE wished general 
practitioners to be urged to send cases earlier, and would 
have them do a ‘rectal examination in every case of 
persistent pain in thigh or back. :He gives 5 mg. of 
stilbcestrol t.d.s. and gets improvement in about half 
his cases. | 

Professor Dopps in replying said that there was no 
point in giving stilbcestrol by injection: weight for 
weight it is more active by mouth.—Mr. Morson, 
released from obligation to speak on-the surgical aspect, 
said that in cases of prostatic carcinoma his advice is to 
go straight ahead with stilbcoestrol, though the duration 
of improvement is still in doubt. l 


NUTRITION SOCIETY 


A MEETING of the Scottish group was held in the West 
of Scotland College of Domestic Science, Glasgow, on 
- March 11 to discuss 
Science and Postwar Relief 

` Dr. H. E. MAGEE of the Ministry of Health read a paper 
en Some Effects of Inanition and their Treatment. He 
poe out that relief parties going to Europe will not 
be faced with a host of well-defined deficiency conditions 
to be corrected by appropriate nutrient concentrates and 
vitamins. There will be many people whose condition 
is such that the giving of food will require considerable 
care and discretion, and without a knowledge of the 
paie oiogical effects of severe malnutrition fewer lives 

ill be saved. Professional fasters have survived for as 
long as 50 days on water only. They show changes in 
body-weight, basal metabolic rate, temperature and 
blood-volume. Animal experiments have shown that 
the alimentary. canal itself is profoundly affected. The 
mucous membrane -atrophies, its: protective function 
decreases, and toxins are absorbed more readily. Ulcers 
are apt to form in the large intestine. The peoples of 


a Reviews of Books 


Elementary Morphology and Physiology 


For Medical Students. . (3rd ed.) J. H. WOODGER, D sc. 
(Oxford University Press. Pp. 522. 15s.) 


: ONLY one thing is necessary for the successful adjust- 
ment of the medical curriculum to modern. needs—that 
everyone responsible for part of it should take a genuine 
interest in the whole. He should teach, not as though 
his life depended. on inculcating his own subject, but as 
though the student’s life:depended on his keeping a 
powerful sense of perspective. Dr. Woodger realises 
this. His introduction, designed to convey a little of his 
own PED ete to. the reader, is excellent, his matter 
sound, and his method worthy of imitation. Where 
explanation and correlation are possible, they are fo be 
found, and although there is a great deal more morpho- 
‘logy than physiology in’ the book, function is never 
altogether lost sight of; while the development of the 
chapters ensures that the meaning of ree ee 
changes is made evident. The penultimate chapter, 
on comparative physiology, is a ‘‘ stepping stone to the 
second year’’; and the last, on theoretical biology 
(which includes a short account of genetics), is a 
stimulus to individual thought. The illustrations are 
good, and the straightforward index is also a glossary. 


Year Book of Radiology 


' Editors: C. A. WATERS, MD, W. B. Frror, mp, I. A.. 


KAPLAN, MD. (Year Book Publishers;, H. K. Lewis. 
Pp. 456. 3ls. 6d.) 


THE 1943 volume, unfortunately already out of print, 
begins to show another effect of war. Apart from a 
few articles from South America, the material is 
exclusively American or British. The diagnostic sec- 
tion is devoted largely to the bones and the chest; 
the bone articles are mainly on isolated cases of rare 
diseases, with rather a generous allowance of space and 
pictures to Haynes’s work on the skeletal fixation of 
fractures. > There are good articles on the respiratory 
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Europe will be suffering from various: degrees of partial 
deprivation, anemia, hunger oedema, neurological and 
gastro-intestinal symptoms. The intestinal symptoms 
are the most serious of ali and in bad- cases recovery 
is relatively infrequent. The gums ate swollen and 


inflamed as in scurvy, the tongue red and denuded of 


epithelium, and the teeth decayed. The stomach is 
dilated and there is a profuse watery diarrhoea with as. 
many as 30 stools a day. Blood-proteins fall to a very 
low level. Death occurs from severe diarrhcea coupled 
with cardiac failure. Mild cases respond rapidly to easily 
digested food. Intermediate cases require hospital 
attention with careful feeding and symptomatic treat- 
ment. At present there is very little hope for the severe 
cases. Opium and potassium permanganate are useful 
for the diarrhcea. The diet should consist of small quan- - 
tities of food six times daily—milk, gruels, lean meat, very 
little fat, with pepsin and hydrochloric acid. Frequent 
intravenous injections of glucose are useful. For the 
most severe, the intravenous administration of protein 
hydrolysates seems to offer,some hope. ‘The solution 
consists of an acid hydrolysate of casein, tryptophane, 
cystine or methionine, and glucose in Ringer’s solution. 
Up to 4000 c.cm. of this is given during 8 hours out of 24. 
This yields 80 g. of protein and 1600 calories. 

results have been obtained in many serious cases, and the 
method is at present under further clinical trial. 

Miss HARRIETTE CHICK, DSC (Lister Institute for 
Preventive Medicine), described the famine conditions 
encountered in Vienna after the last war. She thought 
that the problems would be rather different this time. 
since the need for vitamins is now fully appreciated. 
There will be fewer cases of simple vitamin deficiency, 
but a great deal of general malnutrition. . 

Prof. T. M. OLBRYCHT (Polish Committee of Veterinary 
Study) gave an account of the agricultural needs of 
Poland after the destruction wrought by the war. 

Sir JOHN RUSSELL, FRS (late of Rothamsted), who read 
a paper on the effect of the Hot Springs resolutions on 
agriculture, also dealt with problems in the rehabilitation 
of devastated Europe. = 


and cardiovascular system, full weight being given to 
new approaches to. such common conditions as tuber- 


- culosis, collapse, and carcinoma of the lung.. Harvey 


writes notably on mediastinal pleurisy in infants, Kent 
on bronchial obstruction and atelectasis in childhood 
tuberculosis; and Thornton and Adams present a remark- 
able series of 70 cases of pneumonectomy or lobectomy 
for tuberculosis. There are three good papers on angio- 
cardiography, a method which is making strides in 
America. Considerable attention is given by Kaplan 
to the egg-white (avidin) treatment of cancer; this rests 
on the belief that biotin, a vitamin of the B complex, is 
essential to cancer growth, and that excess biotin is 
inactivated by avidin, a protein found in’ egg-white. 
The editorial introduction is, as usual, an able survey of 
the year’s work. 


Pathology and. Therapy of Rheumatic Fever 
LEoPoLD LicutTwitz, MD,‘ lately chief of the medical 
division of the Montefiore Hospital, New York City. 
(Grune and Stratton; to be published in this country 
by Heinemann. Pp. 211. $4.75.) aay 
Professor Lichtwitz died before this book was pub- 
lished, and it has been edited by Major William Chester, 
with a foreword by Dr. William J. Maloney.. The views 
of the author are well known by those concerned with 
the problems of rheumatic fever in the young. He 
believed that this disease was essentially non‘infectious, 
being due rather to a sensitisation to antigens, protein 
in nature, in most cases the products of micro-organisms. 
But in this book no clear distinction is made between 
the manifestations of rheumatic fever. and its cardiac 
complications on the one hand and the joint changes of 
rheumatoid arthritis on the other; and a chapter on 
therapy which gives more or less equal consideration 
to salicylates, bee venom, and gold salts leaves the 
reader with a confused picture of what disorder the book 
is all about. This is unfortunate because the author has 
obviously read widely and the whole :volime is well 
documented. The fundamental fault is that the title is mis- 
leading : as a monograph on the allergic theory of various 
aspects of rheumatism it deserves careful consideration. 
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LONDON: SATURDAY, APRIL 1, 1944 


HOME COMING 


On the eve of the Second Front, with its grim deter- 
mination to establish the right to live our own lives, 
thoughts have naturally been turning to where and 
how we shall live those lives. At present most of us 
live where we have been put, and we are not complain- 
ing; but when liberty of action returns shall we be 
content to make our homes just as and where the 
jerry-builder chooses to build them, in ribbons 
on noisy thoroughfares, miles away from our work, 
on bits savaged from good cornland, or as extension 
of the interminable monotony of suburbia, with no 
thought but of rent or of increased land value. We 


- smile a little wryly at the obligation to be healthy, 


laid on us by the mobilisation to that noble purpose 
of medicine and all its accessories, in homes whose 
happiness has been left to chance, self-interest or 
caprice. Sir Montague Barlow with full knowledge 
and responsibility spoke on Thursday of last week. of 


the bitter harvest of confusion and chaos we shall reap » 


unless a housing policy is well defined now, before that 
last shot is fired. People talked glibly of “ Barlow ” 
and “ Uthwatt, ” but who had read them ? ` At the 
same time in another place Lord Astor was asking the 
Government to reveal the basis on which “ compensa- 
tion, betterment and- redevelopment ” (the Cerberus 
of the housing Styx) were to be worked out in the 
promised white-paper. Lord Beaverbrook gave him 
the Prime Minister’s assurance that the necessary 
homes for the people would be provided, and Mr. 


Churchill confirmed this in his Sunday evening broad- 


cast. 

Let- us while we wait make quite sure what it is 
we want and what are the difficulties in the way of 
getting it. We know from Lord Portal that when the 
whistle blows there is to be a transitional period during 
which “ prefabricated ” temporary houses are to be 
run up, publicly owned and licensed, for the purpose 
of tiding over the return, of the fighting men, “I 
have every hope and a firm resolve,” said Mr., 
Churchill, ‘“ that several hundred thousand of our 
young men will be able to marry several hundred 
thousand of our young women and make their own 
And this is to be done without 
diverting labour from the ordered “long-term ” 
programme on which all our hopes are based. But 
how is this to be begun without some agreed plan 
on the location of postwar industry, on the lay-out 
6f° the new townships, on the safeguarding of 
agriculture, and indeed on the question of owner- 
Here we have two aids to hand. 
One is an admirable summary?! of the Scott and 
Uthwatt reports by Mr. G. M. Young, who has 
found, on reading them through again, that “ the 
two grand principles underlying ” them “ give us a 
better chance of getting somewhere than we have ever 
had before—provided we take it.” The other is an 
unofficial white-paper, issued? it is true by a sub- 
committee of a committee of a saa organisation, 

» Country and Town. Penguin Special. 

. Looking Ahead : Foundation for Housing. 


' Conservative Sub- somone on Housing, 24, 
Street, London, 8.W.1. 3d. 


d interim re) or of the 
Queen 


of the primary needs of the home-maker and in its 


attempt to frame a housing policy that will conduce 
- to healthy parenthood, united family life and the up- 


bringing of children (“‘ . for families with children 
we are convinced that the flat must always prove a 
poor substitute for a house and garden ”). This report 
accepts wholeheartedly the three main objectives of 
the Barlow Committee : 
(1) continued and further development of congested urban 
areas, where necessary , 
_ (2) decentralisation or dispersal, both of industries and 
industrial population, from such areas 
(3) encouragement of a reasonable balance of industrial 
development, so far as possible, throughout the various 
divisions or regions of Great Britain, coupled with 
appropriate diversification of industry in each division 
or region throughout the country 
and draws its own reasonable deductions from them. 
For instance, while the fixed basic industries, depend- 
ent for their location upon natural resources, must 
stay put, there are many light industries whose expan- 
sion has added to the overgrowth of London and Mid- 
land towns which could flourish just as well in new 
self-contained towns or in older districts which would 
gain by diversification—witness Letchworth and 
Welwyn, Speke and Wythenshawe. The report 
concludes by asking for an immediate survey, at least, 
of all war-time factories throughout the country, their 
facilities for transport, and the accommodation avail- 
able for their workpeople. Failing a policy on the 
location of industry and the protection of agricultural 
land ‘‘ we see no alternative,” says the report, ‘‘ to the 
continued promiscuous growth. of our cities and the 
drift of our people from the countryside.” Perhaps 
the greatest service any of us at home can render > 
to our comrades in arms is to prepare both for their 
home-coming and after. 


CROSS INFECTION 

THERE are two schools of thought about hospital 
cross-infection. One, represented mostly by bacterio- 
logists, holds it to be an ever-present danger when 
susceptible patients or patients with susceptible tissues 
are housed together; for example, in children’s and 
infectious diseases hospitals, in ear, nose and throat 
or burns wards, in surgical and maternity units. 
Others, mostly clinicians, believe that the dangers are 
exaggerated, and point to the infrequent occurrence 
nowadays of obvious secondary infection among the 
patients. under their particular care. The point of 
view depends on what is understood by “ cross-infec- 
tion.” In the latest MRC War Memo,! prepared by a 
subcommittee of the Preventive Medicine Committee, 
under the chairmanship of Dr. E. H. R. Harries, it 
is defined clinically as manifest respiratory, gastro- 
intestinal, wound, skin or mucous membrane infection 
arising during the course of another disease; and 
bacteriologically, as the acquisition by a patient of 
pathogenic micro-organisms not present on admission. 
The bacteriologist, armed with new detective devices, 
has lately been showing that the transfer of patho- 
genic bacteria from one hospital patient to another is 
a commonplace, although perhaps only one in five 
of these bacteriologically infected patients develops 
obvious stigmata of infection. Thus, cross-infection 
has been likened to an iceberg with but a fifth of its 


1..MRC Memo, No. 11. Oontrol of Cross-infection in. Hospitals. 
Stationary’ Office. 6d. . 
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bulk above the-surface for all to see; it is the sub- 
merged four-fifths that spells danger. Even if we take 
account only of clinical infection, septic complications 
in hospital-nursed scarlet fever and measles patients 
still occur and are mostly attributable to secondary 
infection, which may mean permanent disability to 
the patient and the additional risk from prolongation 
of stay in hospital. Non-specific enteritis is still too 
common and disastrous a complication among infants 
nursed in open wards, while dysentery and enteric are 
not infrequent hospital visitors. Pyogenic infection 


in ENT and burns wards is so common as to be 


regarded as inevitable, and when wards are being 
filled with battle-casualties the surgeon is made to 


realise by septic complications, discharging sinuses, 


delayed healing and failed skin-grafts that the appar- 
ently satisfactory aseptic ritual of peace-time needs 
modification when faced with the wounds of war. In 
these varying circumstances, the function of the bac- 
teriologist is to unmask the silent infection in throat, 
gut or wound, for it is the unknown, not the known, 
carrier of pathogenic bacteria who is most likely to be 
a danger to his fellows. 

The memo discusses first the sources and modes of 
spread of cross-infection. The sources are the secre- 
tions, excretions and discharges of clinically infected 
patients, “ missed °” cases, and carriers among both 
staff and patients. The channels of spread are by 
direct contact (the nurse is predisposed to minor skin 
sepsis) ;. mediate infection by various vectors such as 
clothes, most ward articles, food and insects ; infected 
dust, particularly when raised into the air during bed- 
making and sweeping ;' and respiratory droplets, some 
with a limited range of a few feet, others so small that 
they remain suspended in the air and carry infection 
a considerable distance. The control of these various 
reservoirs and modes of spread, as Sir WILSON JAME- 
SON points out in his foreword, depends largely, given 
proper ventilation and bed spacing, on three essentials 
—adequate isolation accommodation, adequate steri- 
lisation and disinfection equipment, and sufficient 
trained staff to maintain a scrupulous technique. 
Among general administrative recommendations are 
the inadvisability of admitting children with minor 
ailments to hospital, so that more space and attention 
can be given to ill patients; the use of small ward 
units which minimises bed-wastage, and in children’s 
and infectious diseases hospitals, greatly increased 
isolation accommodation, allocation to which should 
be in the care of a senior medical officer; closer 
coöperation with the MOH, who should be imme- 
diately informed of any notifiable infection; and a 
short course in practical bacteriology as applied to 
hospital hygiene for nurses as part of their preliminary 
training. Among more specific measures is the careful 
clinical, and when indicated bacteriological, examina- 
tion of new patients. The memo reminds us that 
“ isolation ”? nursing has its limitations—-it will not 
protect against air-borne infection. It advises 
immunisation of long-stay patients against diphtheria 
and pertussis, and discourages visiting in children’s 
and maternity wards. In this connexion, the sugges- 
tion is made that relatives should be allowed to make 
personal or telephone inquiry about the patient’s 
condition directly from ward sister or doctor. This 
practice, if adopted instead of the usual stereotyped 
and non-committal hospital message, would help te 
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allay parents’ anxieties and lessen the desire for ward 


visits. The health and sickness records of nursing 
staff needs more attention and investigation ; minor 
ailments such as colds, sore throat, diarrhoea, whitlow 
and skin sepsis should be immediately reported and 
the nurse excluded from duty (without penalty), or 
when this is impracticable, she must not be allowed 
to attend to infant, maternity or surgical patients. 
Many labour-saving devices, some of. which are 
enumerated in the memo, could be introduced into 
hospital work to make the best use of skilled staff, 
particularly during the present acute shortageof nurses. 

The memo gives detailed advice about how best to 
block the channels of spread of the infecting agent. 
Handwashing after handling any infective material is 
obviously desirable, but many hospitals are too inade- 
quately supplied with ward wash-hand basins to allow 
this to be done conscientiously. It discusses the dis- 
posal of soiled laundry ; cleanliness in the preparation 
of babies’ feeds, and the pros and cons for a central 
milk kitchen ; masks and when to use them; oiling 
of floors and bed-linen for controlling dust-borne 
infection ; and, in appendices, the technique for the 
prevention of wound-infection in surgical and mater- 
nity units. This very practical pamphlet should be 
read not only by matrons and medical superintendents 
but by all nurses, medical students and resident 
medical officers; for only by intelligent and whole- 
hearted coöperation by everybody, from physician 
and surgeon to porter and domestic, can hospitals be 
made safer for those who require their ‘healing aid. 
Every hospital should have a cross-infection. com- 
mittee, representing clinicians, : nurses, ‘laboratory 
workers and administrators, to arrange for the instruc- 
tion of all hospital staff in methods of control and to 
decide what is to be done when cross-infection arises. 
Lay governing bodies should realise that cross-infec- 
tion is a steady drain on the hospital purse and 
efficiency, when they will give a sympathetic ear to 
requests for improvements and equipment calculated 
to lessen the risk. . | 


_ COUNCIL AND BOARD 


Tur Government issued their white-paper after 
consultation with many interests, and their object is 
to satisfy all these interests, without irretrievabl 
alienating any. Lord NATHAN emphasised this when 
he said in the House of Lords that the proposals “ are 
not an ideal solution, they do not give even a wholly 
logical solution; they are clearly a compromise— 
political, professional and practical—but they are a 
good compromise.” We should not forget this back- 
ground when, as doctors, we put forward the “ con- 
structive criticism ” for which the white-paper asks, 
We must try ‘to make our suggested modifications 
such that they will not be impossible of acceptance by 
the other interested groups—the voluntary ‘hospitals, 
the local authorities, and not least the public in their 
dual rôle of patient and citizen. Nowhere is this more 
important than in considering the details of admin- 
istration. And this problem cannot be evaded, for 
many of us view the administrative provisions of the 
scheme with serious misgivings. 

_ These misgivings arise in the first place because no 
executive power has been offered to the doctors, 
except to the few who may be appointed to the 
Central Medical Board, .In the discussions before the 
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white-paper appeared, our representatives advocated 
much wider medical executive functions, includ- 
ing central administration by a mainly professional 
corporate body and local inclusion of medical repre- 
sentatives as actual members (with voting power) of 
any area joint authority. The white-paper shows 
that these suggestions have been seriously considered 
by the Government, but that both have been rejected 
because they would be unacceptable to Parliament or 
` to the local-government authorities. Speaking of the 
suggested corporate body it says :— 
“If... certain' décisions were removed from the 
jurisdiction of the Minister (and consequently from 
direct Parliamentary control) there would be need to 
define With the utmost precision what those decisions 
were, Clearly they could not include major questions 
of finance. 
ties responsible for local planning or administration 
reasonably be asked to submit to being overruled by a 
body not ahswerable to Parliament.” 
The same decision was reaffi 
last week when he said that the Government 
e e o are most anxious to coöperate in every sort 
of way with the medical profession, to consult them 
and do everything with them—except one thing. The 
Ministers are determined that they will take the 
responsibility for their actions, and they are not going 
to put that responsibility on to a medical board. 
Surely they are right in taking that view; they are 
responsible to Parliament for what they do.’ 
On the question of including representatives of the 
profession, with. executive power, on local admin- 
istrative authorities, the white-paper says :-— 
“ The Government feel that the risk of impairing the 
principle of public responsibility—that effective deci- 
` on ‘on pona ar lie entirely with elected representa- 
' tives answerable to the people for the decisions that 
' they take—outweighs any advantages likely to 
` accrue.” 
Hence it seems likely that on these points involving 
principles conclusions have been reached which will 
not be appreciably modified. Arguments in favour of 
their reversal would probably be fruitless. On the 
other hand the Government approve of the provision, 
centrally and locally, of “ special devices to secure 
that the guidance of the expert is available and does 
not go unheeded.” For this purpose both central and 
local health services councils will be set up, with a 
personnel “ primarily medical in its makeup.” If 
these councils are given real scope to guide the working 
of central and: local government the medical profession 
(despite its exclusion from the executive bodies) will, 
we believe, be able to play a proper part in the shaping 
and development of the new health service. 
In his speech in the House of Lords last June Lord 
MORAN said : 
“It is essential that in the Ministry of Health civil 
servants who are not doctors, and doctors who have 
long been divorced from the work of medicine by 
administrative duties, should keep in close touch with 
those actively engaged in the practice of vee profes- 
sion. How can that be done? ... I have in 
mind is a medical council which should help. to frame 
the policy of the Minister. It should meet regularly 
and not deal with a fragment of policy every six months. 
It should deal with all questions of general policy that 
come up. It should be free to publish from time to 
time uncensored reports of its activities. Such a 
countil might be composed, say, of twenty medical 
members, fifteen perhaps elected by the profession and 
five appointed by the Minister, including the Ministry’s 
_ chief medical officer. The council would elect its own 
chairman. I hope the Minister will give this council 
real power. At first sight it might appear to him that 


COUNCIL AND BOARD 


Nor could any local government authori- 


ed by Lord Wootton — 
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this body would have too much liberty to publish 
criticisms of draft regylations, but it would pay him in 
the help it would give him and the confidence it might 
inspire in the medical profession. If the power given 
to it was real power the whole relationship between 
the medical profession in Whitehall and the profession 
throughout the land would be improved.” 


‘Many who followed this debate at the time and knew 


the speaker’s position in the counsels of the profession 
and of the nation thought it probable that these 
suggestions would later appear in the white-paper, 
and it is obvious from Lord Moran’s speech of - 
March 16 that he shares our surprise and disappoint- ` 

ment at finding how much less is offered. For the | 
Central Health Service Council that now emerges is a 
body very different from the one forecast last year. 
The most obvious change is that it has grown much 
larger and includes “ other experts than the physician 
or surgeon,” so that the best advice may be available 
on nursing, midwifery, dentistry, and other auxiliary. 
services. This is a useful change: nothing but good 
can come from including in our counsels colleagues from 
other branches of the health services. We welcome 
too the statutory provision promised of regular and 
frequent meetings. What is less satisfactory is the 
suggestion that all the members of the Council shall 
be appointed by the Minister—though this will be 
done “‘ in consultation with the professional and other 
organisations concerned.” If the Central Health 
Services Council is regarded as an expert rather than 
a representative body, if its members are intended to 
express their individual expert opinions rather than- 


to represent the interests of professional groups, it 


would perhaps be inappropriate to insist on their direct 
election by the votes of the profession. Nevertheless 
it is important that the doctors shall feel that the — 
Council really represents them—that the members are 
selected because they enjoy the confidence of their 
colleagues and not because they are tractable. Very 
good appointments would doubtless be made by a good 


‘Minister “ in consultation with professional organisa- 
tions,” but the scheme should also provide against 


the mischance of a Minister whose outlook on medicine 
is not objective. We suggest therefore that the 
scheme should provide that at least half of the Council 
shall be the nominees of specified professional organi- 
sations. If they are to take an enthusiastic part in 
the new service, doctors must know that they have 
effective means of presenting medical views and must 
feel that their mouthpiece is their own. 

Should they not also be able to hear their own voice ? 
And should not the public hear it too? Have not 
the profession and the public a right to know what 
expert advice is given and whether it is taken ? Lord 
Moran recommended that the Council should publish 

“ uncensored reports of its activities,” but the white- 
paper merely provides for an annual report made by 


-the Minister himself. Good arguments can be adduced 


on both sides. On the one hand it is urged that unless 
the Council has the right to publish a report of its own 
we cannot ensure that “ the guidance of the expert 
. . . does not go unheeded.” A precedent of sorts is 
found in the provision that if the Minister of Labour 
should choose tovary the draft regulations prepared by 
the Unemployment Insurance Statutory Committee 
for administration of the Unemployment Assistance 
Act 1934, he must submit. to-Parliament the comments 


of the committee on alterations he suggests, On the 
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other hand if the Council could publish at any moment 
its differences of opinion with-the Minister, he might 
regard its members not as counsellors but as potential 
opponents to whom he must give nothing away: 

there would be no chance of that confidential relation- 


ship which permits the most useful collaboration., 


Those who oppose the right of publication suggest 
that members of the Council whose advice on major 
issues was rejected could in the last resort indicate 
their disagreement by resigning, and could certainly 


`` find means of bringing their views before Parliament. 
Admittedly this is so; but to the profession the right 


of resignation will hardly seem as valuable as the right 
to record its advice publicly. Perhaps it would be 


_ best to compromise by enabling the Council to publish 


its own report annually, with any necessary safeguards 
against disclosure of official information or opinion. 
There is no doubt that if the Council had the confid- 
ence of the profession, and was in a position to declare 
its views periodically, doctors in general would be 
more disposed to take part in the service and would be 
more interested in-its development. We are glad to 
note that last week Lord Woouron left the door well 
ajar: ! 
“ When we say, therefore, that we are going to have 
a Medical Council, it is not something which is merely 
` put up as a screen ; it is a deliberate effort to get the 
best of medical opinion to advise His Majesty’s 


= Ministers. I think that I am at liberty to say that 
- we discussed for some time whether that Council 


`- should report direct to Parliament, and the only reason 


for deciding against it was “because a constitutional 
issue was raised, as to whether such a body of people 
' should report direct to Parliament and therefore, 
possibly, against the Minister’s decision. I -can 
assure you, however, that the attitude of mind of the 
Government on this matter is an open one, and on this 
as on other matters they are prepared for the fullest 
-= possible consultation before legislation.is brought in.”’ 


Turning to the Central Medical Board, which is 


executive rather than advisory, we must again admit 


that direct election by the profession might be an 
unsuitable means of. choosing the personnel, who 
should mostly be practitioners of wide experience but 


-would not, necessarily be good election candidates, 


But if the Board is appointed by the Minister after 
consultation with a Central Health Services Council 
in which the profession has full faith it should be 
possible to make it acceptable. The white-paper says 
that it “will be a small body, under a regular chairman 
—a few of its members being full-time and the rest 
part-time.” With this proposal we cordially agree. 
Experience of the Unemployment Assistance Board, 
which is similarly constituted, has shown that such a 
body is saved from becoming just another Civil 
Service department by the inclusion of part-time 
members, who, in their ordinary professional work, 
keep in active touch with the world outside Whitehall. 


Aft the invitation of the American Public Health 
Association Dr. ARTHUR MaAssry, MOH for Coventry, is 
to make a lecture tour of some fifteen American states. 
He will attend meetings of the association in the different 
centres and will speak on various aspects of British 
public health practice. 

Sir DAVID PRAIN, FRS, who died on March 16 in his 
87th year, was director of the Royal Botanic Gardens 
1905-22. His interest in botany began when at the 
end of two years’ service in the Indian Medical Service 
he was appointed curator of the Calcutta Herbarium. 
Thereafter his name was known wherever healing trees 
grow or useful plants blossom. 
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PENICILLIN IN WAR WOUNDS 


THE penicillin clinical trials committee of the Medical 


Research Council has drawn up instructions for the use 


of penicillin in the treatment of war wounds.! So far 
penicillin has been available only for research, though 
the field trials have extended to North Africa and the 
Italian Front. Now, says the MRC committee, there is a 
prospect that larger quantities may shortly be available, 
so that the knowledge gained may be turned to practical 
account. It is good to read that it may be possible to 
treat a “ considerable number ”’ of the casualties expected 
in forthcoming military operations. Surgeons who have 
not hitherto had a chance of trying penicillin will find in 
the committee’s memo what they need know of the 
indications for penicillin treatment, the technique of 
dispensing and administration, and likely reasons for 
failure, largely based on the report to the War Office by 
It is usually unjustifiable to begin 
treatment of a wound with penicillin before making æ 
bacteriological diagnosis, since there is a fairly sharp line 
between susceptible and insusceptible organisms. : The 
memo therefore includes a section on the agar cup method 
of determining sensitivity to penicillin and baċterio- 
logical methods of following the course of treatment. 


MEDICAL PLANS IN FRENCH AFRICA | 


' Tus Brazzaville conference on French African Colonies, 
arranged by the National Committee of Liberation, held 
a special session on medical organisation and administra- 
tion. The measures proposed, as set out in a recent 
broadcast, will entail a good deal of collaboration with 
the British Colonial health services. General Vaussel, 
president of the commission for social medicine, ublic 
health and medical services in French North ica, 

urged, that the: need is now for social medicine rather’ 
than the treatment of individuals. In descending order 
of importance the social scourges in North Africa which 
must be attacked are malaria, venereal diseases, sleeping 
sickness, tuberculosis, intestinal parasites and cerebro- 
spinal fever. In many areas the threat of these 
diseases is increased by an insufficient and ill-balanced 
diet. He proposed the establishment of large mobile 
teams, well equipped and provided with adequate trans- 
port, to investigate these diseases and codperate with 
the existing medical serviées. The mobile units would 
not only track down and treat cases of sickness, but would 
make suggestions for improving housing and sanitation. 
in the villages. These suggestions would be considered 
by a central institute of social hygiene and research. 


_ Hospital services will also have to be considerably 


extended, and some 700 more European doctors and 1800 
African assistants will be needed. At the end of the war 
it is hoped to establish a large medical school where 
African students from all French territories can be 
trained. Meanwhile the conference agreed that the 
French government should invite the British, Belgian, 
Spanish and Portuguese governments to join in setting 
up a bureau of public health to exchange epidemiological 
information and unify preventive methods throughout 
the continent. Colonel David’s experience in the 
Cameroons has been instructive. He described’ one 
region, covered with forests and marshes, as the cradle 
of sleeping sickness. Malaria, syphilis and leprosy were 
also exacting a heavy toll of life there when, in 1939, 
the governor-general placed the health administration 
of the region in the hands of a staff of doctors. Under 
their supervision a keen maternity and child-Wwelfare 
service has been established, nine large maternity 
hospitals have been built, and hostels have been provided 


1. Use of Penicillin in Treating War Wounds. MRC War Memo 
No HMSO, 3d. 


o. 12, pp. 16, 
2. Florey, H. W. and Cairns, H. See Lancet, 1943, ii, 742. 
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where pregnant women stay for a month before the 
birth. of their children, receiving special rations and 
enjoying a complete rest. Since 1940 there have been 
6800 deliveries in the hospitals, and infants have been 


visited every month in their villages by a doctor.. These 


measures have reduced infantile mortality from 18% 
in 1940 to 4-7% in 1943. Syphilis and sleeping sickness 
have been attacked ‘by the systematic tracking down of 
early cases. Patients are sent to hospital as soon as the 
diagnosis is made.: Since 1940 some 1600 syphilitics have 
been given regular treatment. Lepers number about 
2000 and for these a large agricultural colony is being 
established. In order to improve the standard of living 
throughout the region efforts have been made toencourage 
remunerative stock-breeding and agriculture, and to lay 
the foundation of small-holdings. In four years 6 million 
coconut palms have been planted, sheep have been 
increased from 3000 to 12,000 and 10 model villages 
where every er will have his holding are being 
constructed. Rubber. production has doubled since 
1939. The conference agreed that the principles worked 
out in this district should be applied elsewhere in French 
_ Africa as personnel and material becomes available. 


NEW DATA ON SUTURE MATERIALS 


SUTURES may be divided into two classes—the absorb- 
able, of which catgut is the only important representative, 
and the non-absorbable, a miscellaneous category includ- 
ing silk, cellulose fibres (cotton and linen), metal wires 
and the plastics. Although Halsted is the father of silk 
` suture, it is to Whipple that we owe the steady trend 
towards the use of non-absorbable sutures in the last ten 
years. Quantitative research on, the properties of suture 
materials has hitherto been scrappy ; 
Casale and Hinton 1 have collated the available evidence 
and added so much of their own that an objective and . 
perhaps final statement on some of the problems involved 
in the choice of sutures is now possible. 

The overall efficiency of a suture material depends, 
first, on its power to secure and maintain the apposition 
of wound edges—on its tensile strength, therefore, and - 
the stability of its knots. Secondly, it depends on the 
degree to which it interferes with natural healing. After 
preliminary preparation (which in the case of catgut must 
include rigorous sterilisation, and may include hardening 
by chromic acid or similar reagents) the tensile strength 

of catgut is always less than that of the non-absorbable 
’ materials as a class. Apart from metals, silk leads the 
non-absorbables in tensile strength, but in practice 
cotton is its equal, since unlike silk its tensile strength 
increases somewhat under the wet conditions that prevail 
in wounds. Linen, cotton and untreated silk form 
reliable reef knots; but Taylor’s analysis ? shows that 
waxed silk and catgut require triple throws for perfect 
safety. Metals are in this respect difficult to handle, 
an important disadvantage in practice; and of the 
plastics, synthofil slips unduly easily and nylon needs to 
_ be tied in a quadruple reef knot. 
___ Localio and his colleagues studied the efficiency of the 
“different sutures in closing standard sterile abdominal 
wounds in the rat. Every wound undergoes a lag period. 
in which its tensile strength—here measured in. terms 
of the uniform pressure needed to disrupt the abdqminal 
cavity after inflation with air—depends solely on the 
sutures, followed by a period in which its strength 
steadily increases while the new collagenous bridgework 
is laid down by fibroblasts. The length of the lag period 
and the time taken to regain the normal “ bursting 
resistance’? of the abdomen are the two important 
variables. As was to be expected, they do not vary 
independently. Both were significantly longer in catgut- 
sutured wounds than in those sutured with the’ non- 
1. Localio, S. A., Casale, W. and Hinton, J. W. Surg. ot fie Obstet. 


1943, 77 ` 243, 376, 481. Int. Abstr. Surg. 369, 457 
l 2. Taylor, F. W. ‘Surgery, 1989, 5, 498. 


_forced the results of the mechanical tests. - 


but Logalio, | 


absorbable materials, which showed no important differ- 
ences among themselves. Histological analysis rein- 
Around 
catgut sutures there is characteristically a long-lasting 
inflammation with abscess forthation and a relatively 
widespread death of tissue. @Œdema and the fibroblast 
proliferation consequent upon it persist, and the forma- 
tion and maturation of collagen fibres are correspond- 
ingly slower than when non-absorbable sutures are used. 
There can be no doubt, thén, that the trend away from 
absorbable sutures is based on sound surgical principles, 
and is not to be dismissed as a fashion. 


HAMATURIA AFTER . BURNS. 

Amone the many theories put forward to-explain the 
systemic reactions after severe burns, there was one 
popular among continental surgeons during last century 
according to which the composition of the blood was 
altered during its passage through the tissues at the 
time they were being burnt. The most striking change, 
which could be demonstrated in vitro, was an increasing 
fragility leading finally to fragmentation of the red blood 
corpuscles at temperatures below that necessary for the 
coagulation of proteins.’ This theory did not gain wide 
support presumably because it was not always possible 
to demonstrate these changes in the red cells even after 
severe burns. Shen, Ham and Fleming! describe 
14 cases of severe burns in 10 of which hemoglobinuria 
was observed. They were able to demonstrate changes 
in some of the red cells in specimens of blood removed 
very soon after the injury. There was a spherocytosis 
and in some cases actual fragmentation of the cells 
visible in stained smears. Experiments in vitro showed 


that at temperatures of 50°C. and over the red cells 


became increasingly fragile and tended to become 
spherical before they began to disintegrate. There was 
no evidence of the release of agglutinins or autolysins 
intothe surrounding plasma, so that these effects are 
undoubtedly due to the direct action of the heat on the 
cells. Shen and his colleagues believe that the hemo- 
globinuria which follows certain burns can be explained © 
on the assumption that the blood circulating in the 
burnt tissues is affected by the heat. The hemoglo- 
binuria, even in the presence of an oliguria, is of short 
duration and resembles the reaction of the body in 
eliminating damaged red blood-cells that have been 
injected into. the circulation. Oliguria and hematuria 
are almost constant features of severe burns, whereas 
hemoglobinuria is comparatively rare; it may only 
follow a special type of injury, as when the. exposure to 
a high temperature has lasted longer than usual. All but 
one of the cases here described had severe acute pul- 
monary symptoms, showing that the victims were unable 
to escape quickly enough from the fire to avoid inhaling 
hot fumes. There is no evidence that this hemoglo- 
binuria is of any particular significance except in so far 
as it may indicate a severe burn. Histological examina- 
tion of the kidneys revealed hemoglobin casts in the 
tubules, but no evidence that they had suffered any 
damage. Complete anuria is rare, and death from a late 
anuria such as occurs after crush injuries is not described 
in cases of burns. The excretion of hemoglobin, there- 
fore, is not apparently fraught with the same dangers 
as the excretion of myoglobin. There is no evidence 
that the impairment of kidney function that may follow 
a severe burn isin any way related to the attempts of 
the kidney to excrete hemoglobin. Nevertheless it would 
be a wise precaution to give such cases alkaline fluids 
though it is improbable that much could ‘be retained 
if given by mouth. 

There is some experimental evidence that a hemolytic 
agent may be released from burnt tissues. Such a 
substance has: been detected by Glenn, Peterson and 


1. Shen, S. O., Ham, T. H. and 1 Flommg, E. M. New Engl. J. Med. 
1943, 229, 701. 
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Drinker? in the lymph flowing from burnt -areas in 
animals. Little has been heard of this ‘‘ toxin ” since 


the original description, and the infrequency of hæmo- 


globinuria in burns suggest that it does not play an 


important part, at any rate by virtue of its hemolytic 


properties. The explanation given by Shen and his 
. colleagues of the origin of the hemoglobinuria after 
burns seems to be convincing. It would be interesting 
to know more about the changes in temperature in 
tissues immediately beneath a-burn. In many cases 
the majority of the injured red cells presumably never 
reach the general circulation but remain fixed in the 
blood-vessels by thrombosis and heat coagulation of the 
plasma. — | l 


TUBERCULOSIS IN THE YOUNG CHILD 

THE increase in incidence of tuberculosis in children, 
which caused alarm 2 years ago, aroused fresh interest 
in the exact significance of the initial infection occurring 
at this age, the methods at our disposal for recognising 
it, and the course of action which such recognition 
prompted. A joint meeting of the British Pediatric and 
Tuberculosis Associations, held on March 17, covered 
some of this ground. Dr. W. Gaisford spoke about diag- 
nosis and the part which the clinical history, serial X-ray 
films, blood-sedimentation rate, gastric lavage and the 
Mantoux reaction played in reaching this.. He warned 
his audience that the Mantoux test was not infallible, for 
in 16 out of 63 children whom he had personally studied 
it was negative despite convincing X-ray evidence of 
tuberculous infection. This misleading result could be 
attributed to one of thrée causes: (1) performance of 
the test during the incubation period of about 6 weeks 
which must elapse between.the onset of infection and the 


E development of tissue sensitivity ; (2) during the course 


of an independent infection such as measles or pneu- 
monia ; and (3) the result of an overwhelming infection. 
The clinical aspect of the disease and the complications 
to which it may give rise were presented by Dr. W. F. 


Richards in a review of 445 children admitted to High- . 


„wood LCC Hospital. The lower age-groups of this series 
comprised : 12 infants under | year, all of whom died of 
miliary spread ; 57 between the ages of 1 and 2 with 7 
deaths, -all admitted with caseous pneumonia; and 155 
children between 2 and 5 with 3 deaths from miliary 
infection, caseous pneumonia and meningitis respectively. 
Of the complications the most frequent was lobar or 
‘* sector ” atelectasis (developing in 14:4% of all admis- 
sions), caseous pneumonia (2-5%), and lung spread 


(6-25%). Epituberculosis and interlobar effusion entered 
into the differential . diagnosis.. Pleural effusion 
accounted for 15% of all admissions. From this material 


Richards drew two important conclusions: (1) that the 
child under 6 requires a longer period of treatment in 
order to attain arrest than an older child ; and (2) that 
the disease below the age of 6 was more often accom- 
panied by pulmonary complications than it was over that 
age. The Mantoux reaction has shown that this initial 
infection usually passes unrecognised and is successfully 
surmounted by many people before adult age is reached. 
-What to do, therefore, when the active process is demon- 
strated becomes an important point. There were not 
lacking those who urged that the problem must be sur- 
veyed in perspective, that the almost universal occur- 
rence of this phase must be set against the few who suffer 
from it and the still fewer who succumb to it. Viewed 
thus, the argument ran, it ceases to be a public health 
problem, and a great deal of effort is expended for a small 
return. Dr. Margaret Macpherson advanced the oppo- 
site view. She believed that the favourable outcome 
may be adversely influenced by the size of the infecting 
dose (dependent, perhaps, upon the length of exposure 
to the source) and by the age of the patient. 


2. Glenn, W. W. R., Peterson, D. K. and Drinker, C. K, Surgery, 
= 1942, 12, 6857 3° —_ en 


nurse in attendance. 


She empha- 


sised that an.active focus was a potential source of spread 


and that a “late primary ” may produce an adult type 
of lesion. She was averse to sanatorium for the simple 


class of case, preferring to watch progress as an out- 
‘patient, provided home conditions were good, the parents 


sensible, and contact could be broken.: . If, however, the 
lesion showed signs of spreading or breaking down, or if 


_bronchopneumonia supervened, then sanatorium treat- 


ment became necessary. 


CARE OF THE PREMATURE 


CONCERTED action to offset the results of prematurity 
is the first and most promising step in reducing neonatal 
mortality. Something like half the babies who die in 
their first month are premature, and death-rates such 
as the Birmingham figure of 38% can be taken as usual. 
But that a large reduction in death-rate is possible is 
clear enough from the rate of 8:1% reported by Field 1 
in a small series under war-time conditions at Univer- 
sity College Hospital. What is needed is not so much 


new methods of treatment but organisation to ensure: 


that the present methods are widely available. The 
severely premature infant wants just as skilled and 
careful attention as a mother who is in difficulties with 
her confinement ; there is the same need for specialised 
nursing and medical care and for special equipment. 


In a circular to local authorities, based on a report of. 


his advisory committee on the welfare of mothers and 
young children, the Minister of Health outlines measures 
that could be taken either now or as soon as personnel 
are available. A necessary preliminary to action is 
accurate ascertainment, and the minister suggests that 
notification cards of births should include a space ‘for 
birth-weight where this is below 5} lb. For. infants 
kept at home he advises a separate bedroom for mother 
and infant ; arrangements for lending equipment, such 
as draught-proof cot, electric pad, thermometer and so 
on; supplies of expressed breast-milk where required ; 
services of a pediatrician and of a home-help; and 
special attention by midwives or health-visitors, ‘‘ pre- 
ferably with special training and experience with 
premature infants.” These recommendations, admirable 
as far as they go, seem to lay too little emphasis on 
the fundamental need for skilled nursing. In hospitals 
the circular proposes a ratio of 1 nurse to 1} premature 
babies; at home the premature baby similarly needs 


above all a nurse to itself. There might have been 


mention, too, of the “ flying squads ” previously advo- 
cated in these columns. The circular suggests the 
provision of: 10 beds for premature infants for every 
100 maternity ‘beds in an area, and for a premature 
unit of 20 beds would have 6 permanent state-registered 
nurses with special training included in the staff to 
ensure continuity of care, and an advisory pediatrician. 
For transport to hospital the circular advises an ambu- 
lance or car with oxygen supply, heated basket, and 
Finally, it urges close liaison 
between hospital and welfare authority to prevent any 
gap in attention when 
hospital. 


Dr. CARL KOLLER, who died on March 21 in his 87th 


year, gtarted his career in medicine at Vienna in 1882.: 


Sigmund Freud, his senior by a year, was then engaged 
in physiological research, and while they were working 
together ‘Koller exploited the anesthetic effect on the 
cornea of the ‘‘ new organic base ” extracted from coca 
leaves by A. Niemann in 1860 and observed two years 
later to dull sensation on the tongue. A preliminary 
report appeared in Klin. Mbl. Augenheilk. (1884, 22, 
60) and the date of Koller’s first ophthalmic operation 
unde cocaine anesthesia is given as Sept. 16, 1884: 
In 1888 Koller migrated to New York where he spent 
the remainder of his long life as an ophthalmologist. 


1. Field, ©. È. Lancet, 1943, ii, 82. 2. Ibid, p. 81. 
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THE WHITE PAPER REVIEWED | 
vi. By AN URBAN PRACTITIONER 


THE phrase “ urban practitioner ” has a wide connota- 


tion and I think I must define myself a little. I am 
assuredly a doctor in practice in a town. I think I may 


` be that “ doctor armed only with his stethoscope and his 


drugs ” of the Medical Planning Commission, whose 
‘* day is gone ” (p. 28), and I suppose I must be one 
“ the basis of whose practice is free buying and selling ”’ 
(p. 53); but it is hard to see myself quite like that. 

I am not, of course, armed only with my stethoscope. 
No-one is. I am armed with precisely the same diag- 
nostic apparatus as a general consulting physician, and 
with a few surgical instruments as well. Of course I 
cannot be all-sufficient. Ifany doctor ever could, it was a 
very long time ago., But I can make a well-founded 
diagnosis and give rational and effective advice and 
treatment in a'‘large proportion of the cases that come 
my way, without going outside a consulting-room planned 
and equipped to suit the kind 9f man who works in it 
and the kind of patients who come to it. 

For many of my patients I could before the war obtain 
the accesso services they: needed, promptly and 
efficiently, with the very great advantage of being able 
to choose the consultant who seemed best suited to their 
needs and of consulting and codperating actively and 
genuinely with him. But, like all my neighbours, I 
should like very much to be able to obtain these and 
other services for my poorer patients in the same 
fashion. They are obtainable, but only at the cost of 
parting, at least for a time, with the patient and handing 
him over to others, a proceeding which is good neither 


for the patient nor for his doctor. | = 


I recognise quite clearly that whether anyone “ can get 
. service he requires ”? does 


to be possible to have a confinement, an operation, rest in 
bed with nursing, some weeks in a convalescent home, or 
domestic help in times of illness or while nursing a baby, 
without having to choose between paying nothing at all 
or a very great deal, or perhaps having to go without. 
In fact I want more services for my patients and more 
power to procure them, but that does not mean that I 
feel myself to be isolated, antiquated or ineffectual; on 
the contrary, I believe that within my proper sphere I, 
and very many like me, do good clinical work and serve 


our patients well, and that we do it all the better for - 


working each in his own place as responsible medical 
units, each in his own fashion, with his own equipment 
and above all at his own pace. 

To dispose of some prevalent misconceptions about 
general practitioners perhaps I should add that I do not 
believe I was a better doctor 25 or 30 years ago than I am 
now, that disinterested work did not cease for me when 


I entered practice, and that though to regain ‘the. 


spirit of my student days ’’ might be fun for me I am sure 
it would not be good for my patients. I do not regard 
my medical neighbours as ‘‘ opponents’’; they are 
proved friends in need by whose help it has been possible 
to get through illness without serious loss and to take 
holidays with my family without anxiety for my practice. 
I am conscious of no ‘‘ vested interest in disease ’’; there 
is much more of it about than I like, and I earnestly desire 
the better health of the community, my patients included. 
~ As to “free buying and selling ’”’ as ‘“‘ the traditional 
basis of private practice,” I suppose, in a sense, they are. 
We do sell investigation; advice and treatment as the 
solicitor sells legal advice and the barrister advocacy ; 
but it is at least as traditional to suit our fee to our 
patient’s pocket, to give our services free to many who 
need them, to regard a measure of gratuitous work as a 
natural part of professional life. We do not, in general, 
chaffer with our patients or drive hard bargains with 
them ; but with the state it is otherwise, and if the state 
“ takes over ” it will be clean contrary to ministerial 
tradition if we escape hard and embittered collective 
bargaining, ' 2 2 7 

_ For the rest let me admit to a profound belief in in- 
dividual liberty or freedom from control, in variety rather 


_ than uniformity, and in personal rather than collective 


. ‘THE WHITH: PAPER REVIEWED 


~ 


. and should be called, a ‘‘ medical centre.” 


 polyċlinic. 


\ 


o 1 


` [APRIL l, 1944 443 


achievement as the most precious possessions and chief 


glories of this country, and let me confess that in working 
for ministries and local authorities I have never: person- 
ally experienced either the freedom or the opportunities 
and incentives to do my utmost which private practice 
has provided. a a 
er THE NEW SERVICE | a 
With these beliefs and this background it will surprise ` 
no-one that I find the white-paper a perplexing and 
discouraging document. a cs 
First, and not least, I find it wrongly named. It is 
called “‘ A National Health Service.” In fact it is a plan 
for a State Medical Service; and the suggestion that, - 
given “‘ a new attitude in patient and doctor,” the latter 
will be able to “ increase good health and the sense of 
well-being ” does not make it anything else. C 
_A real Health Service must surely concern itself first 
with the way the people live; with town and country 
planning, houses and open spaces; with diet; with 
playgrounds, gymnasia, baths and halls for active 
recreation; with workshops, kitchens, gardens and 


- camps ; with the education of every child in the care and 


right use of his body ; with the reform of employment and 
the restoration to the people of the right and opportunity. 
to do satisfying creative work. The true “health 
centre ’’ can. only be a place where the art pf healthy. 
living is taught and practised ; it is a most ominous and - 
lamentable misuse of words to apply the name to what is, 
: A recruit- - 
training centre of the Royal Air Force is very much nearer 
the mark. ote 

To coédrdinate and supplement existing medical ser- 
vices is necessary enough, and if the good will of all 
concerned is enlisted can reduce the incidence of disease, 
relieve discomfort and pain and prolong life; but it can 
do almost nothing to give to people badly housed, un- 
satisfyingly occupied, uninspired and lacking purpose 
in their daily life, the ‘“‘ positive. health ’? of which so - 
much is talked. It is no substitute for the true Health 
Service which, if we sincerely desire health, ought te come 
first in time and have first claim on our resources. In 
the present white-paper there is no hint that, at least in 
its fulness, it is ever to come atall. The citizen is invited 
to believe that health is to be sought not in the fields, 
the workshop and the home, but on-the benches of the 


WILL IT WORK ? 


But, laying health aside and judging it merely as a 
medical service, I find it very hard to picture what is 
planned as a successful going concern and to imagine how . 
its essentially dissonant aims can ever be harmonised. 

It proposes .(p. 47) ‘‘ to ensure that everybody in the 
country . . . shall have equal opportunity to benefit 
from the best . . . medical and allied services available ” 
(‘‘ available ” meaning, I suppose, not “ available within 
the service ’’ but absolutely), ‘‘ to provide the service free 
of charge . . . and to encourage .. . the easier obtain- 
ing of advice early, the promotion of good health rather ` 
than only the treatment of bad.” Yet there is to be “no 
compulsion into the service ” for doctors (pp. 9 and: 47) or 
for the voluntary hospitals (p. 22), and within the service 
‘‘ the doctors taking part must remain free to direct their 
clinical knowledge and personal skill for the benefit of 
their patients in the way which they feel to be best” 
(italics mine). | i an 
. On p. 9 there is a saving clause—‘‘ This cannot all be 
perfected at a stroke of the pen, on an appointed day.” 
But there is little to suggest that the task is really formid- 
able, long or subject to hazards. | 

Unless the populace is to be admitted by age-groups 
or is to be given its presents a few at a time, like children 
at a too-abundant Christmas, a day must come when 
every man, woman and child will wake to find that he is 
officially entitled, ‘‘ free,” to ‘everything that medicine 
has to give. Diathermy, radiography, psychotherapy, 
a health-talk, a tonic or a linctus—all are to be in the 
gift of his doctor, whose duty it is to see that he gets 
them ; and he is urged not to wait until he is ill but to go 
to his doctor early in the interests of his health. Nor is 
this day to break after five or ten years of building, 
organising, recruiting and training, but soon—for this is 


_Assumption B—perhaps almost on the morrow of the 


armistice when, as we know too well, the reaction from the 


~ 
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hard work, self-denials, disciplines and restrictions of war 
reaches its height. About the same time, if the Beve- 
ridge proposals go through, it is to become far less 
unprofitable to be unfit for work. l 
Surely one need not be a cynic but only the mildest 
kind of realist to foresee a quite unparallelled inundation 
of the medical services of this country. No-one with 
experience of practice, whether among the medicine- 
loving hospital casualty or ‘“‘ panel” patients, the 
anxious and apprehensive intelligentsia or the frightened 
and fussy rich, could possibly expect anything else. But 
for an inundation the medical services will be ill-pre- 
pared. Our young men have been rushed through their 
training and on the battlefield will have forgotten or 
never learnt the arts of civilian practice ; some, perhaps 
many, will not return, some will have had enough of 
discipline. Of their seniors it may be that many of the 
best—those who have made good in:and enjoyed their 
practice and have best reason to trust the loyalty of their 
patients, who love liberty and do not fear responsibility, 
may elect to stay outside. 
What then will happen to the service ? It might break 


down completely ; but more probably it Will settle into a — 


routine of chronic hurry and overwork of which the brunt 
will be borne by the unhappy general practitioner. The 
gap between him and the consultant must, I think, 
inevitably widen and be harder to cross, and the first 
full paragraph on p. 29, though rather obscure, seems to 
suggest that neither academic distinction nor ability 
can be allowed to raise one general practitioner’s head 
above another’s. It looks as if such small advancement 
as is possible for general practitioners within the service 
will be solely by seniority. | | 

It cannot be said too often that the first requisite for 
good clinical work is not equipment, the presence of 
colleagues for consultation, or even accessory services in 
the background, but time. Whether ‘‘ health centre ”’ 
practice will be better or worse than casualty department 
practice—which in any case I think it must closely 
resemble—is bound to depend most of all on this factor. 
Time ‘and money are linked, and a low capitation fee 
means hurried work ; but a salary is no protection if some 
official or committee in control insists on ‘‘ keeping the 
numbers up ’’—a curse of clinic practice, as everyone 
knows; and if, while the doctor gets shorter hours, 
refresher courses, holidays and retirement at 65, the 
populace responds to ceaseless propaganda by coming 
early, often and in health, I cannot see where the time is 
to come from. If it does not come, the general practi- 
tioner will quickly decline to a sorting-officer, medicine- 
giver and certificate-signer, and if that happens no man 
of enterprise and ability will ever again choose general 
practice in preference to consulting work. 

Perhaps this is intended, for although on p..25 we read 
that ‘‘ one of the aims will be to encourage more doctors 
of the right type to enter this’’—the consulting— 
branch of the profession, there is, I think, no similar 
statement about general practitioners. Yet if general 
practitioners of distinction cease to exist, the loss to the 
public, to the profession as an organism, and to the art of 
medi¢ine will be great. a a 


SURVIVAL OF PRIVATE PRACTICE oo 


This brings me to private practice. We are told 
several times, almost with unction, that it is not to be 
forbidden—as though in a country reattaining any 
semblance. of individual liberty it could be forbidden by 
law—but the light in which it is regarded is shown on 
p. 47: ‘... no interference with the making of private 
arrangements at private cost, if anyone still prefers to do 
80.” : 

Clearly its survival or disappearance is regarded as a 
matter of indifference to the community and to the state 
service on which it is supposed it can have no influence. 
Yet on p. 6 we read: ‘ The record of this country in its 
health and medical services is a good one. . . . Reform 
in this field is not a matter of making good what is bad, 
but of making better what is good already.” Would it 
not have been wiser and more consistent to have regarded 
private practice as one of the things that is good and to 
have made it better ? 

No doubt it is, in a vague way, expected to survive. 
It is quite incredible to me that cabinet ministers or the 
bulk of MPs really expect to go or to send their wives 
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and children to the health centre when they want to 
consult their doctor, or even to take their turn among his 
other insured patients. They would as soon, I fancy, 
look forward to. taking all future meals in a British 
Restaurant. They and some millions of middle-class 
citizens are assuming, in that strange British fashion 
which first brought us to Dunkirk and then saved us 
through our anesthesia to defeat, that ‘* there’ll always 
be an England ” (with the doctor in the doctor’s house) 
and that ‘‘ it can’t happen here.” Butcan’t it? With 
‘* the best free for all ” the function of private practice is 
highly anomalous, and. the relation of any practitioner 
not clean outside the service to the necessarily insured 
patient will be like that of Pooh-Bah to Koko—‘‘ come 
over here where the Lord Chancellor can’t hear us.’” 
Even if this queer relationship be somehow regularised, 
it is still true that nothing in the plan is designed to help 
the private doctor, and almost everything in it will make 
his path more difficult. No-one would suppose that 
either he or the self-reliant citizens who prefer him as 
he is, deserve well of their country and are worth f 
encouraging. 

If private practice does survive, it will be in spite of and 
not because of this scheme. 

I am reminded of a promise made when London buses 
first had lids. There was no intention, it was said, of 
shutting in all the buses ; those who liked their ride in 
the open would always be able to get it. Much good 
would it do them now to appeal to the LPTB! Uni- 
formity and the convenience of the greatest number has 
prevailed and a good experience, prized by quite a large 
minority, has become a memory. ' 

But will it, even legally, be possible for very long to 
stay outside the service ? Suppose the service fails, 
even partially, to “ deliver the goods ”?” while outside it 
private practitioners are delivering them, how long before 
these anti-social reactionaries are ‘“‘ directed ’’—fatal 
word—to join the majority ?. So far as I can see one of 
three things must happen. . (1) Private practice will, 


- before lońg, completely cease, its place being taken, on 


black-market principles, by large-scale unqualified 
practice at which-the state. will cheerfully wink. (2) A 
few practitioners will maintain a meretricious and 
expensive service for foolish rich people, but ordinary 
decent folk will have no choice., (3) Enough doctors and 
enough citizens will feel strongly enough about the virtues 
of private practice to make a service for themselves, like 


that of the private and ‘‘ public ” schools. 


The first two of these would seem to me national cala- 
mities ; the third I should regard as a healthy reaction 
against ‘‘ the new despotism ” and it would do something 
to keep the public service ‘‘ on its toes” ; but it would 
probably conflict with the promise of ‘‘ the best avail- 
able ” and would not make for national unity. Unless, 
which may yet happen, our love of liberty returns in full 
force, I doubt, as I have said, if it would long be suffered 
to continue. ° 

; FREEDOM ? 


_ What of the most precious freedom of all—the freedom 
to direct our clinical knowledge in the way which we 
“ feel to be best.” Can it really continue when the 
responsibility for satisfying the patient rests not on the 
doctor but on the Ministry or local authority who em- 
ploys him ? Isimply cannot believe it. A few mistakes, 
a few angry complaints and questions in Parliament and 
the borough-council chamber, and not only the defaulter 
but his innocent colleagues will find themselves disciplined 
and restrained, the range of their responsibility curtailed, 
their procedure dictated. It cannot be otherwise. A 
fatal accident on one occasion at one tube station has 
caused restraints and structural alterations in every tube 
station in London. ‘ Safety first ” is the cardinal maxim 
of bureaucracy and that the plan is bureaucratic no-one 
reading Section III can possibly dispute or doubt. 


So I am sorry but I do not like the white-paper. The 
plan would equalise the distribution and the quality of 
medical service to the community and it would fill some 
of the gaps, but (as I think) at a cost in freedom, in 
personal responsibility and initiative, in that variety | 
which is the spice of life, and in the attainment of the 
best possible in medical practice, which is far too great. 
Its promises seem to be incompatible with each other 
and I do‘not believe they can be fulfilled. 


v 
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- A passage in Arthur Bryant’s The Years of Endurance 
seems to me dreadfully relevant. | | 


THE WHITE PAPER REVIEWED 


“ When the Parliamentary Commissioners offered a poor 


-commoner a few years’ purchase for his hereditary rights of 
grazing and turfing, they were depriving unborn generations 
of their economic liberty. This was forgotten by a vigorous 
gentry .. . possessed by an enlightened ... desire... 
to improve on the wasteful and obstructionist farming 

- methods of the past. In their impatience they overlooked 
the fact that freedom—their own most prized privilege— 
generally appears inefficient in the short run.” 


VIL—By.A WEST COUNTRY PRACTITIONER 


It is perhaps difficult for one who believes that a 
sound doctor-patient relationship is a rock proof against 
anything short of the death of one or other party to share 
- the widespread apprehensions about what may be in store 

for us general practitioners. This is not to imply smug 
" complacence, still less an attitude of ‘‘ Why-worry-it-will- 
last-my-time,’’ but rather one of reasonable philosophic 
detachment, and (it is to be hoped) of unbiased judgment: 


As students we were sometimes reminded by our more | 


enlightened surgical teachers that the most important 
person in the operating theatre was the patient. It 
would be salutary when we begin to think and talk and 
. argue about changes in the medical services td keep that 
simple fact always in mind, and not allow ourselves to 
substitute for the good of the patient? something that 
aims merely or primarily at the good of the politician 
(central or peripheral), the bureaucrat or the doctor. ` 

About the procreation of the white-paper two things 
strike me as odd. . First, it would be interesting to know 
who .decided, and why, that changes in the medical 
services, long and vainly advocated by the profession 
itself, had suddenly, in. the stress of war, with many 


doctors away on service and the rest largely overworked, 


become a matter of almost frantic urgency. Secondly, it 
would be interesting to know how members of the 
Medical Planning Commission were chosen. (Person- 
ally, I was pleased and flattered when invited to join the 
local committee ; I enjoyed the work, attended all its 
meetings and did my best to contribute; but nobody 
has yet told me how or why I orany other member of that 
committee was selected. Certainly none of us was 
chosen by ballot. Not much evidence of democracy 
here, it seems ; . but let that pass.) Suffice that, as a 
result of some union, licit or illicit, the white-paper was 
born, and all that can be said with certainty about its 
origin is that the patient was neither its father nor its 
mother. l oo 
_ Perhaps the only point on which the supporters and 
opponents of the white-paper proposals are agreed is that 
the family-doctor idea is worth preserving. Even so 
they agree only about the idea, not about the doctor. 
-Some say that much of the general-practitioner service 
at present provided is indifferent or even bad ; it may be 
so, though judging by the general practitioners I come 
across it is hard to believe. Still harder is it to believe 
that X, Y and Z who were fellow-students of yours and 
mine, who took higher qualifications, who held all the 
. house-appointments in turn, who deliberately—not 
faute de mieux—chose general practice as a life’s work, 
and whose zeal and ability were beyond question, can 
even have become indifferent doctors. But they, of 
course, are all ‘‘ therapeutic ’’ doctors, rejoicing in 
responsibility and delighted to tackle the graver kinds 
of illness; they are not ‘‘ prophylactic ’’ doctors, nor 
administrative officials, nor what have been vulgarly 
called consultants’ touts. ei 
Now, your white-paper general practitioner will not be 
like X, Y or Z. I do-not say that he will be better or 
worse, but he will certainly be quite different. No longer 
his own master, not even directed 
disinterested and efficient corporate body, but ground 
between the upper and nether millstones of ministerial 
and local authority, backed by a formidable array of 
consultants whose services he will not only be encouraged 
but virtually compelled to invoke whether he wants them 
or not, he must necessarily cease to be a responsible 
“therapeutic ”? doctor. He will, of course, be differently 
educated for the quite different functions he will have to 
perform. He will visit his patients, like the curate, 
when they are all feeling quite well, for a cup of tea and a. 
little chat. A sort of one-man brains trust, he will be 


by a more or less. 
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expected to answer innocent questions as to the relative 
merits of various nostrums for’ “‘ constipation ” and © 
“ catarrh.” The family-doctor idea will be preserved ; 
but what sort of a doctor-patient relationship will this 
be, I wonder ?- 
The new general-practitioner service will not attract 
men of the type of X, Y and Z. The bad or indifferent , 
family doctor of today may disappear, it is true—but 
with him will go the good family doctor of today. Will 
this, on balance, be a good thing for the patient? If 
the answer is “ Yes; he will get better service from an 
array of consultants,” then. there is nothing more to be 
said; X, Y and Z will soon have served their turn and 
that type of general practitioner must disappear. i 
But is it the answer? Aren’t we throwing the baby 
away with the bath-water? A pity if we are; because | 
he is rather a large and versatile baby who is surprisingly | 
often a good physician, a sound surgeon or safe anæs- - 
thetist, a first-rate obstetrician, a bit of a pathologist 
and no mean psychiatrist all rolled into one. 


voL—By A Country DOCTOR 


In the development of our medical services, the 
Country Doctor can claim to have been influenced the 
least by modern trends. I am willing to admit that 
there is much about him that needs bringing up to date, 
but it is wise to pause on the brink of the frying-pan ` 
to see what sort of fire is being heated up for us. pe 

First impressions of the white-paper remove any doubts 
that the nation requires our services as a professional 
body, rather than as individuals; and that we must 
therefore follow the trend of the times by voluntarily 
giving up some of our freedom in the cause of efficiency. 
I think we all accept that; we agree also that the 
grouping together of all services into some form of 
‘* health centre ” is logical, and we modestly acknow- 
ledge the bouquet thrown.to the family doctor, as the 
“ first line in the care of health,” or (as it has been put 
before), the PBI of medicine. But after that, one has 
to think clearly. 

. A standard universal service is suggested; what 
standard ? The white-paper suggests that it shall be 
our old friends the local authorities who are to pay the 
piper. What sort of tune will they call? The present 
condition of competition between doctors has at any rate 
the virtue that the devil takes the hindmost, and a high 
standard in one man in a neighbourhood inevitably 
raises all. Unfortunately what is best is so often the 
most expensive. What sort of a standard are we to 
expect from a county or rural district council, who have 
to foot the bill, and: who have eliminated competition ? 
The tradition of the voluntary hospital goes on in the 
general practitioner, so that we get the apparatus and. 
do the job first, and hope that somebody will pay for it. 
later. On the other hand the words ‘“‘ local authority ” 
suggest “ bureaucracy,” ‘‘ treasury ” and even “ utility.” 

Let us leave the white-paper for a moment to go over 
the defects in the present position, then ask how can 
they be put right ? and finally see what does the white- 
paper promise ? (As much of this applies to general 
practice elsewhere than in the country, it is of double 
importance.), a | | 


FAULTS IN PRESENT-DAY COUNTRY PRACTICE | 


' Professional.—Doctor and patient can get on very well 
together so long as the problem is straightforward, and 
can be dealt with in the consulting-room or at the 
patient’s home; but if hospital or consultant services 
are needed, there can be great difficulties, due to distance. 
The hospitals have been built to serve the needs of the 
towns, and their outpatient hours rarely agree with the 
local bus or train time-table ; in fact one sometimes 
has to say to a patient, ‘‘ the journey to and from the 
hospital will undo all the good you can get there.” For 
inpatients there can be infernal difficulty in obtaining 
admission, involving the selection of the type of hospital 
(cottage, general, infectious, maternity, tuberculosis, 
or poor-law); the facilities for relatives’: visits weig 
heavily with the patient’s family ; and county boundaries 
may have a say, as also the financial standard of the 
patient. = 

Posigraduate study.—When I left hospital, one of my 
chiefs said: ‘‘ So you are going into the country to grow 
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roses; I had expected better things of you.” Resent- 
ment does not alter the partial truth of this attitude. 
Lack of time and opportunity prevent most country 
doctors from keeping anything like up to date. Post-. 
graduate weekend courses only rub in the magnitude of 
the gulf between teaching hospitals and country practice ; 
the journals help, but sometimes they intimidate one 
with.their high scientific tone. 

Most.of the professional shortcomings of the country 
doctor come back to the question of time. Travelling 
eats up so much of the day that the actual work has to, 
bé hurried, and with an eye on the clock. Telephones 
and cars are. by no means an unmixed blessing, for if 
they have made journeys quicker they have also doubled 
or trebled the number of calls. A visiting list of 20 in 
the country may involve as long a time as 70 in the town, 
with an equal standard of service. - , 

The patient’s point of view.—His main difficulty is 
multiplicity. He and his family between them may need 
_to be attending several clinics besides his family doctor. 
Antenatal, children’s welfare, orthopedic, dental. eye, 
and tuberculosis clinics, and their correlated food office 
` and public-assistance officer, may be in different villages 
or towns, and certainly on different days; and how is it 
possible to do one’s job, and run the home and yet be 
constantly off on these errands ? | 

Certification.—This affects patient and doctor almost 
equally. Modern civilisation has imposed this burden 
onus. The patient has needs, and for each separate need 
a separate and different form of certificate must be filled 
in by the doctor. | 

-Domestic.—It is not fair to judge the domestic short- 
comings of country practice in war-time ;’we must look 
back at prewar days, and: see what there was then to 
grumble at. Nothing, by present-day standards. And 
yet the menace of the 24-hour telephone service was 
beginning to make itself felt.: As an elderly colleague 
put it: ‘“ They think I’m an asterisked jack-in-the-box ; 
twopence in the callbox, and up I pop.’’. Time was 
when calling the doctor meant coming in for him, and. 

I can think of no better protection from frivolous ‘cails. 

Now every village green has its telephone booth to tempt 
the anxious relative. So better communications and: 
transport deprive the country doctor of any private 
life ; the doctor’s Wife bears the brunt, and Dr. John 
Ryle has not overestimated the desire of this power 
behind the throne for emancipation from a 24-hour 
“shop.’’? From the patient’s point of view, he is being 
‘taught to consult his doctor oftener, modern communica- 
tions give him better access, and it is natural for him to 
take advantage of them. 

_Finance.—Spare time and money rarely go together 
in a doctor’s life. A sufficiency of one seems automatic- 
ally to cause a lack of the other. This is especially the 
case where the young man buys his practice pr his house 
on a mortgage. If he is keen, and successful, he cannot 
afford not to take on all the work offered, so as to free 
himself from the early burden as quickly as possible ; 
if he is less successful, his leisure is soured by money 
cares. In either case he is bound to the feet of the rich 
old ladies—of both sexes—for his punctilious attention 
to them not only provides the “jam ”’ in his family 
budget, but balances the deficit on cases of real medical 
need and slender means. As his finances become more 
solid, there is a satisfaction in attaining a corresponding 
. professional independence, 

This buying and selling of practices can be strongly 
condemned on idealistic grounds, and reformers ask 
‘* How can you be interested in positive health when you 
buy a slice of the ill health of the community as an 
investment, and the worse the health the better your 
dividend ?”’ Yet it can be retorted that in a world 
where human nature is still far from ideal, the personal 
stake is a powerful incentive to do good work. I suppose 
that we go into medicine for one or more of three reasons 
—medicine, a way of life, or money. We want to keep 
the primary attraction to the first two. 

Financially, the patient is in a very variable position, 
and he must rely on his own providence for everything, 
except what the National Health Insurance makes com- 
pulsory—namely, a family doctor for himself. Illness 


in his family, with hospital, consultant and nursing 


services, may involve him in great difficulty. . 
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- public is the solution. 
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. SUGGESTED REMEDIES 


Professional.—The logical answer to this multiplicity 
of treatment centres is to group them all together into 
one convenient spot. A health centre for each village 
would be a farce, and its single-handed doctor may have 
to continue as such; but in every small town where 
there are two or three doctors, and which serves as a 
centre for the surrounding villages, let us have the centre 
by all means, and let it be much more than just a com- 
munal surgery. All medical and allied work should be. 
included (the . question of inpatients would depend on 
the nearness of the parent general hospital). General 
practice, clinics, visiting consultants, minor surgery, 
dentistry, eyes, should all be grouped close at hand, 
but not necessarily under the same roof, and the Minis- 
tries of Labour and Food should carry out their true 
functions of serving the public by being at hand and 
(Zi open.’’ i . 
- The visiting consultant is important. Instead of the 
little band setting forth each day to the hospital armed 
with the doctor’s notes, let the consultants visit the 
centres at stated times. If the consultant will only see a 
patient with his doctor present, or introduced by him, 
country doctors will not deteriorate into signposts to the 
different outpatients, and regular contact with con- 
sultants would partly solve the-problem of the refresher 
course. rA 

Inpatients.—Thħese should be admitted through the 
local equivalent of the London central sorting office. 
By day and night the clerk in charge would have details 
of beds available throughout the hospitals of all kinds 
in his area, and would arrange: for the transport and 
admission of the patient to the nearest suitable ‘bed. 
Need we in fact wait for a white-paper to institute such 
a sensible arrangement ? } 

. Postgraduate study.—The establishment of an EMS 
hospital in the neighbourhood has shown me the solution 
of this problem very clearly. | . 

`- The superintendent was a man of great parts, and he 
instituted a ‘‘ staff round ”’ on one afternoon a week to 
which: he invited all neighboring’ doctors. For four 
years those rounds have been the most complete post- 
graduate course that a general practitioner could wish, 
with the advantage that one can bring up any problem 
of the moment and get expert advice, as well as combine 
it with seeing how one’s patients are going on.: Such 
rounds should be made available as soon as the new 
regionalisation of the hospitals is introduced, and there 
should be some pressure put on to the men in practice 
towards’ regular attendance. As seasonal epidemics 
crop up they could be used as texts (epidemic hepatitis, 
anterior poliomyelitis and so on) to guarantee'that all 
doctors were fairly up to date. The use of new drugs 
could be better disseminated than by the present hap- 
hazard breakfast-table advertisements, and above all 
the local doctors would meet constantly and talk ‘‘ shop,’ 
and would feel themselves an integral part of the hospital. 

Certificates.—This drudgery could be largely done away 
with at once, if a small committee of doctors designed one 
“ omnibus ” certificate, of which only one copy: was 
issued by the doctor. Ifthe golden postwar age requires . 
further copies, then they should be available from a 
lay clerk. | 

Domestic.—Grouping together of doctors does away 
with the 24-hour bells. But this is harder in the country, 
where there may be only one doctor. Education of the 
One might even have to safeguard 
the doctor by a fee for any service at unreasonable times, 
even if it were a telephone call. - The introduction of the 
apprentice system again would give some better guarantee 
of uninterrupted time off. 
`- Finance.—Whatever the financial basis of the new 
system, it must fulfil certain conditions. For the doctor 
it must provide for a decent professional standard of life 
without money worries ; it must be sufficiently attractive 
to a good number of young men and women, yet not 
sufficiently opulent to compete with business for those 
after ‘‘ big money.’’ And the choice between general 
practice, consultant work, preventive services and — 
administration should be freed from financial considera- — 
tions. AS a man grows older and has more responsi- 
bilities, he needs a larger income and medicine should 
offer him the hope of this if he works well. There 
should be some provision for retirement or illness. - 
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For the patient, immediate inclusion of dependants 
in the present NHI scheme would be universally accept- 
able, at any rate in this neighbourhood, but he must 
feel that he is getting the best value for his compulsory 
. contribution. | nj i . 
. THE WHITE PAPER | 

` How far does the white-paper go to carry out these 
_ Suggested improvements ? It promises a comprehensive 
service, of well-distributed doctors, working mainly at 
health centres, and organisation to provide reasonable 
holidays and ‘‘ refresher courses.’ It offers compensa- 
tion and superannuation, at least as subjects for dis- 
cussion ; and it provides that young doctors can enter 
their profession without financial burdens. Ali this is 
unexceptionable, and it only remains to see how the 
Government proposes to carry it out. This will depend 
on two things, what money is forthcoming and who is to 
spend it—in other words administration. 

Administration.—Here we must be very clear, and I re- 
‘peat the warning given in the first paragraph ; ‘‘ utility ”’ 
health centres, or even the best the local authority can 
provide under the circumstances (i.e., without raising the 
local rates too much) have our united and unqualified 
abhorrence, and would be doomed to failure from the 
start. Any skimping in a national scheme would at 
once drive all who could afford it to the blacklegs and 
lathes And because ‘local authority ’’ has to be so 
careful of the public funds which it administers, I give 
my opinion that it is by its nature unsuitable for the 
administration at any point in a comprehensive health 
service. e * * * 

Association with the country creates a conservative 
outlook. et we are all willing to fall into line with 
whatever is obviously for the good of the community. 
We have, however, a proud tradition, and we are willing 
to hand over our affairs only to men whom we can trust 
to maintain that tradition. , 

Both the. Medical Planning Commission and Medical 
Planning Research recommended suitable ad-hoc bodies 
of. doctors and laymen; so that the white-paper’s 
preference for political bodies invites grave suspicion. 


MAKING A DEATH-MASK 
Mr. C. J. Ross writes: Death-masks were employed by 
the ancient Egyptians and Greeks in connexion with their 
' funerary practices, as a necessary preliminary to the creation 
of an effigy or portrait statue of the deceased person. They 
were made of various substances—plaster, wood, stucco, silver, 
gold and so on. The death-mask has remained in vogue ever 
since as a convenient means of preserving some record of the 
. lineaments of the distinguished dead. The material commonly 
used for making a death-mask is plaster-of-paris, as employed 
by dentists, and the following procedure is adopted. | 
When the face of the’ subject is set in death, olive oil is 


massaged into the entire skin surface of the face, neck and | 


ears, in order to ease the removal of the plaster mask when 
taken. The nostrils and ear.passages are plugged with oiled 
cotton-wool to within about a quarter of an inch from their 
surface apertures; the eyebrows and eyelashes are care- 
fully brushed into position. A greased cloth is disposed 
around the face to prevent the hair from being entangled in 
the plaster. | 

To about.a quart of cold water a little laundry blue is added 
to give a close surface to the flesh contact of the cast, and the 
plaster is added. The mixture is sieved until it attains the 
consistency of thick cream. It is now applied to the face in 
layers until the whole facial area is entirely covered, and is 
allowed to set. A thicker layer of plaster is subsequently 
added to prevent cracking of the mask during removal. 
The whole mass of plaster may take an hour or move to set. 
The mask is duly removed by lifting gently with the fingers 
placed under it on each side in the region of the ear lobes ; 
if the preliminary oiling has been properly done, the mask 
will lift away without difficulty. The completed mask or 
mould is now allowed to remain in a well-heated room for at 
‘least 60 hours and is then well oiled before being used for 
casting. When a cast is prepared from this mould, it should 
be stored ins dry, airy place for about a month. Thereafter, 
, any surface roughness may be removed by sandpaper. Three 
coats of shellac are then applied and afterwards any tinting 
deemed necessary is carried out. | l 

I have seen this method adopted, with excellent results, 
- on three occasions. . 


j g 


IN ENGLAND NOW 


-very much. 
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: In England Now 


A Running Commentary by Peripatetic Correspondents 


I AM appalled by the various systems of payment that 
seem to be advocated by various supporters of a full-time 
medical service. Like our bad habits they have tradition 
behind them, but doctors surely know better than anyone 
else the dysgenic effects of late marriage and late 
children which the present system of civil service salaries 
promotes gnd which Beveridge will not cure. Therefore 
if any of us are to get salaries from the state let us at 
least insist that these obvious faults should be avoided. 
As a rough’ guide I would suggest a commencing salary 
of £400 yearly increasing rapidly by £30 increments for 
25 years, giving a man in his late forties, when he is near 
his prime as a doctor, a basic salary of about £1150. It 
should then increase by £10 or £15 yearly for a few years 
longer. On top of this basic salary there should be a 
marriage allowance of £150 yearly, together with a 
similar allowance for each dependant ‘child. This would 
enable doctors early to enjoy the blessings, trials and 
responsibilities of family life which are almost essential 
to make a really wise and understanding personal medical 
attendant. The net sum would of course be consider- 
ably reduced by income-tax, but such a scheme would be 
some approach to a socially just scale of salaries, and 
if it led to other branches of the civil services being paid 
in a similar way this immeasurable benefit would at least 
go some way towards compensating society for all it is 
likely to lose by the adoption of a state medical service. 
I might add that the allowances should continue unim- 
paired when the doctor retires on pension, and during the 
transition period there would have to be generous adjust- 
ments for heavy commitments and special cases, perhaps 
even special living allowances for expensive areas. 

xk * * 


When I feel peculiar I send for the doctor to’ come 
round and see me, preferably after dinner because I 


l 


know he’s more likely to be at leisure then and so will be. 
able to give me lots of time. 
- ends too, because I never seem to have time to feel 
peculiar properly during the week. Directly he arrives 


It’s usually at the week- 


I warn him—‘‘ I’m going to pay you full fees for this 
visit. None of your doctor-treating-doctor-free nonsense. 
I’m a rich man’’; and I wave a cheque-book at him. 
He tells me not to be a fool. ‘‘ No,” I reiterate firmly, 
“I’m not going to put myself under an obligation to 
you, and I’m not going to feel all apologetic for calling 
you in whenever I feel peculiar. Besides, I’m not going 
to be treated like a Panel Patient (that makes him 
wince) I’m going to pay, and. I’m jolly well going to get 
value for my money.’’- He tells me to shut up and asks 
me what’s the matter. I bid him sit down and make 
himself comfortable, and then I explain carefully and at 
length exactly how very peculiar I feel and illustrate 
my story with a wealth of expressive gesture. He 
examines me'and I -prompt him if he shows: signs of 


slipping up. Then we discuss the whole business in all - 


its ramifications from A to Z. As he rises I say, ‘‘ You 
don’t want to go yet. Sit down. Have a drink. 
want to know what you think of Lin Yutang. Ob yes, 


and while you’re here you might cast your eye over the ` 


wife. And I’m not sure she’s any too happy about 
Baby either. ...’’? As he eventually goes ask, 
“ What’s the damage? You’ve been called out after 
hours and seen three patients and spent two and a 
quarter hours away from home. What does that add 
up to?’’ Again he tells me not to be a fool. ‘* What 
would you charge one of your Big Houses? Three 
guineas ? ” He shrugs and is:half through the door as 
I bawl after him, ‘‘ O.K. Three guineas then. Thanks 
I’m satisfied.” The next week I look 
round for something that he would like—some books, 
gramophone records, or an etching, to the value of three 
guineas—and send it to him. I feel I have had my 
money’s worth. He is doubly pleased with his reward 
because (a) he didn’t really expect it, and (b) it is tax-free. 
Now what I want to know is this.. When we are all 
completely wrapped up in. white paper stamped ‘‘ Please 
Take One ” in National MI Rooms, shall I have to queue 
up in his waiting-room with all the actresses, bishops and 
Cabinet Ministers who have come for their FFI’s ? 


- ` 
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Last year I was told that if the base of a hyacinth 
bulb is scooped out and it is planted in sand, in dying it 
will throw a number of tiny bulbs. My first effort at this 
plant surgery was rather timorous and it produced only 
an unequal row of septlets. But when I almost com- 
pletely disembowelled a poor bulb—a pancolectomy— 
then indeed I had a family that a mid-Victorian manse 
might have envied. A dying apple-tree will often 
blossom again in autumn and the spermatozoon of the 
tuberculous, like some wing three-quarter afire to score 
before the whistle blows no-side, is said to be particularly 
successful. The ‘‘ why” of this is obvious—it is the 
second of Nature’s. Ten Commandments—but the 
“how,” how does dying tissue stimulate production, that 
is the biochemists’ job. In view of the threatening cloud 
of racial extinction already breaking the horizon, I 
suggest they get ón with it. Perhaps we can help them 
with a little phantasy—over-the counter: ‘‘ Only two, 
Mum! Well, that is sad. What about trying a spot of 
this tinct. hya. moribundi ? Pink for you and sky-blue 
for your husband, eh ? One and nine, please. And you, 
Miss—Mum. Never had triplets! Too bad. Now this 
grandiflora moritura mixture ... .? 

y how one’s phantasies-turn sourt Perhaps it 
wouldn’t be the gonads only that would be stimulated. 
Scene, a post-mortem: A primary growth, a carcinoma 
of pylorus, lies on a slab, and the sliced liver, kidneys 
and lungs, all showing metastases, are grouped round it. 


Primary Growth : 


_ got the message from a trusty source : 
. ~ Death creeps apace, strike out while time gives grace; 
If you would live, it must be to yourself, 
` Your primal right. Abjure Confederacy ! 


Chorus of Metastases : 
Urgent we bore the warning far and wide : 
~ If you, would live, live each unto your own 
As in the good old days of primal slime, 
And curse Confederacy ! 
: * * * - 

I noticed it this morning when I Was shaving, a little 
spot on my neck just where there used to be a small wart. 
I hadn’t my glasses on at the time but I looked closely at 
it in the mirror. It was a small brownish tumour on the 
skin and its edges faded indistinctly into the surrounding 
tissues. I began to wonder if all melanomata were fatal 
irrespective of treatment, or if one as small as this could 
be excised completely without recurrence. I doubted it. 
All my teaching seemed to suggest the contrary. I asked 
my reflection in the mirror if it was worth suffering all 
the attendant discomforts of an operation for a condition 
which was going to prove fatal anyway. On the other 
hand there was always a chance that it might not recur. 
I thought I had better have it done and weighed up the 
_ pros and cons of asking various surgeons of my acquaint- 
ance to do it but found I couldn’t make up my mind 
whom I wanted. As a prospective patient I found all 
surgeons equally undesirable. Of one thing I was quite 
certain—I did want to know the pathologist’s report on 
the tumour after it had been removed. I wasn’t going 
' to have any nonsense of suppression of a diagnosis of 
malignancy. If it did turn out to be a melanoma what 
~- was I going to do about it? I squared my shoulders, 
pulled myself together, and decided with true British 
fortitude that I would continue to work as if nothing 
were wrong until I could work no longer. In amore com- 
posed frame of mind I bent over the basin and washed 
myself. As I was leaving the bathroom I took one 
parting look at the little spot which was nothing less 
than sentence of death. It had washed off. — 


t 


SIXTH SUPPLEMENT TO THE BPC.—Most of the latest supple- 
ment to the British Pharmaceutical Codex is taken up with 
additions and amendments to bring it into line with the Sixth 
Addendum to the BP. The scarcity of rubber and silk has 
necessitated alternative specifications for battiste and jaconet 
and a monograph on oiled artificial silk. - The lack of uni- 
formity in the standard gauges of catgut adopted by manu- 
facturers should be corrected by the new monographs on 
sterilised and non-sterilo surgical catgut; which also include 
information on the methods of sterilisation and the physical 
properties of catgut which will be useful to surgeons. ' 


_ reception. 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


WE have had a debate on war decorations and medals, 
a secret session, and two days of further consideration 
of the Education Bill. The Government got off with - 
hondurable mention in the medals debate, but on 
education they had a setback. A large number of Con- 
servatives and others were anxious to get the Minister of © 
Education to agree to fix a date for the raising of the 
school age to sixteen and after a long debate, the Govern- 
ment still refusing to agree, took the question to a 
division, and 137 members voted for the date now and - 
172 for leaving the date blank. Many members felt that 
to leave the date blank was to invite the indefinite post- 
ponement which has overtaken some of the well-con- 
ceived measures of the Fisher Education Act of 1918. 
‘There was educational stimulation in 1918 as now. 
There was medical advance then as now. There was 
talk of homes for heroes and now there is talk of 300,000 
homes in the first two years after the war but without 
consideration of the necessary planning. 

The trinity of reports, Scott, Uthwatt and Barlow, 


-were the focus of an active debate in the Lords, when 


Lord Latham, leader of ‘the London County Council, 
asked for specific assurances about planning and Lord 
Beaverbrook, speaking for the Government, said that 
none of them would “ willingly vote in the Lobbies' of 
Parliament in condemnation or even criticism of the 
planning programme of the greatest of all planners ” 
—the Prime Minister. All must be for the Second Front. 
‘To which Lord Latham replied that the Government were 
putting up a hedghog defence, the first blockhouse by 
the Minister of Reconstruction, Lord Woolton, the second 
by Lord Beaverbrook, the ‘‘ locus classicus of the peri- 
patetic politician. ` You never know where he is.” The 
House of Lords is uneasy about the lack of planning, 
and the Minister of Health when he introduced his 300,000 
emergency homes proposal also had a lively and critical 
Both Houses want to-know the Govern- 
ment’s proposals about land, about compensation, about 
the reconstruction of cities. The Government. will 
undoubtedly have to make up its mind quickly. 

There is of course another fence .to jump—the 
Beveridge proposals. In the discussion on the provision 
of school meals in the Education Bill, Mr. Butler pleaded 
the necessity for leaving this vague as he is not yet 
authorised to speak on the policy with regard to chil- 
dren’s allowances, a Beveridge assumption. More 
progress has been made on the Education Bill because 
members are tired of the strain of the consideration of 
hundreds of amendments, and becaus¢ the by-issues are 
in a fair way to solution. But the medical aspect of the 
bill is not wholly satisfactory. Too much is left to the 
good intentions of future, and own, ministers of 
education. It is now probable that the Education Bill 
will go through its stages before Easter, and the decks 
be cleared for other reconstructive legislation. 


THE WHITE PAPER DEBATED 
In the House of Lords 
LORD HORDER’S FEARS 


Lord HORDER in opening the second day of this debate 
on March 21, said he would be the last to decry the value 
of good doctoring, but he hoped that Lord Woolton as ` 
Minister, of Reconstruction would see his own contribu- 
tion to preventive medicine continued after the war and 
stimulate his colleagues to get on with other basic factors 
of health—homes for family life, security from unemploy- 
ment, and the servicing of workers in industry. British 
health services singly were the best in the world, but they 
lacked coérdination and availability, and if availability 
was what the Government meant by comprehensiveness 
then he supported their proposals. 

But a perusal of the white-paper did not convince him 
that such knowledge and experience as we did possess. 
had been fully utilised in framing the Government . 
scheme. If the white-paper were only a tentative 
expression of the Government’s ideas of how national 
health services might be run, and if there were to be modi-. 
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fication after further discussion with those running the 
health services today, Lord Horder’s fears would be 
allayed. But if the white-paper as it stood was to 
be the basis of an Act of Parliament, discussion being 
subsequent and not prior to drafting, then institutions 
and principles which he believed to be of paramount 
importance were likely to be lost. He could not endorse 
the principles of the white-paper, when it was not clear 
what those principles were. 

- The main trend of the white-paper seemed to go off 
at a tangent from the evolution of our health services in 
practice. It posed an administrative structure which 
threatened two vital institutions of British medicine— 
the private practitioner and the voluntary hospital. 


True, the white-paper allowed them to remain, but their ` 


continued recognition would not be definitely encouraged. 
It referred to the private practitioner as a man carrying 
on a “‘ separate ”’ practice as though his function would 
in future be a deviation from the normal. He is to be 
penalised by not being allowed to use the equipment of . 
the health centre for his private patients. Frankly, Lord 
Horder thought the attitude of the white-paper to the 
man who wished to continue his private practice was too 
colourless, if not absolutely negative. 

It was much the same with the voluntary hospitals. 
The authors of the white-paper seemed to say: Well, 
they have certainly made good and the public has a fancy 
for them, so, provided they can find enough benefactors 
to keep them alive, then they may remain. It was ad- 
mitted that the codperation of the voluntary hospitals 
was needed to build up the new health service, and mere 
permission to exist showed a lack of appreciation of their 
value. They were the vanguard of the medical profes- 
sion and the centre from which radiated the best-trained 
personnel and a constant stream of new knowledge. Of 
the 58 pieces of research work farmed out by the Medical 
Research Council in 1938 and 1939, 51 were distributed 
among workers in the voluntary hospitals. They 
deserved not only permission to exist but positive 
encouragement and a guarantee of financial security. 
Most doctors believed that the voluntary hospitals must 
be maintained pending the proposed developments in our 
hospital services, and that it was not in the best interests 
of the nation’s health that the medical profession should 
be a branch of the Civil Service. But what- the public 
believed was more important. Lord Horder asked that 
the Government should enlighten the public as to the real 
implications of the white-paper, and he believed that 
public opinion would take much the same view as the 
doctors did. a 

The Oentral Health Services Council was not to be 
appointed by the profession, and he shared Lord Moran’s 
distrust of an advisory body without executive power or 
the ability to appeal to the public. The Central Medical 
Board had executive power, but here again nomination 
was by the Minister. Lord Horder also thought an 
ad-hoc Hospitals Board should be set up and an anal- 
ogous type of administration adopted locally. He urged 


. that the regions chosen for hospital and allied services 


should be large enough to embrace all types of hospitals 
and clinics working always upwards to a key hospital 
which should be, wherever possible, a teaching hospital 
of university status, and added that it was in the 
encouragement and support of health centres that the 
new scheme would probably achieve its greatest success. 
He was glad that the white-paper did not specify the 
type and size of the proposed centres. He visualised 
different types, ranging from the centre designed to make 
group practice more efficient, through more ambitious 
centres with laboratories and X-ray installations, up to 
the Peckham family type. Lord Dawson had advocated 
the provision. of beds where general practitioners could 
keep in touch with their patients. Lord Horder was 
more concerned to maintain and increase beds at cottage 
‘hospitals for this purpose. 

Given proper vocational representation on the 
controlling and administrative bodies, both central and 
local, he was convinced that the health centres would 
actually bring about the availability of the health ser- 
Vices which was the essence of the problem. ‘In these 
centres the Government could nourish the spirit of 
adventure and enterprise which lies at the heart of British 
medicine and which the shadow of some parts of the 
white-paper threatens the obscure. 


4 


‘FURTHER CRITICISMS 


Lord GEDDEs said that with any social security plan 
there must be a medical inspectorate, but he was per- 
turbed lest it degenerate into something like a medical 
Gestapo. The Earl of HUNTINGDON said that the pro- — 
posed health centres would give us an opportunity to 
plan, finance and combine medical research on.a national 
scale. Lord TEviotT asked for a national joint research 
council embracing the medical faculty, the dental faculty, 
the veterinary faculty, agriculturists and the Board of 
Education. The Earl of DONOUGHMORE would have liked 
& Hospital Board on the lines of the Electricity Com- 
missioners. Lord HORDER interjected: We might get it. 
But Lord DONOUGHMORE thought he was optimistic. ` 
Continuing, the noble earl pointed out that health centres 
were untried but not new, as they had been proposed 
by the Dawson committee in 1920. Bureaucracies were 
said to hate advisory councils, and in this respect the 
Ministry of Health had a bad record. He would like to 
see some members of the Central Health Service | 
Council appointed by professional bodies. He was also 
perturbed that membership of the joint authorities was 
to be solely municipal. 

Lord BALFOUR of BURLEIGH said that the work of the . 
MRC was not limited to the prevention of disease and 
cited researches on vitamins and food values. He said 
that more than a million people in the country who relied 
on homoopathy wished to know how they were to be 
fitted into the scheme. = 

\ ‘MINISTER’S REPLY 

Lord WOOLTON in his reply said the Government had 
not come with a cut-and-dried statement and said, 
“ These are the things we are going to do, and if you don’t 
agree with them there is the opposition lobby.” Instead 
they had said, ‘ Here are our general aims ; will you give 
us the benefit of your advice ??” The Government were 
most anxious to codperate with the medical profession, 
to consult them, and to do everything with them except 
one thing. The Ministers were determined that they 
would take responsibility for their actions. They were 
not going to put that responsibility on to a medical board. 
They must be responsible to Parliament for what they 
did. = 

When the Government said they were going to have a 
Medical Council that was not something put up as a screen, 
but was a deliberate effort to get the best medical opinion 
to advise the Minister. They had discussed for a long 
time whether that council should report direct to 
Parliament, and the only reason why that was not 


approved was that a constitutional issue was raised. 


But the mind of the Government on that and on other 
matters was an open one, and they were prepared for the 
fullest possible consultation before legislation was 
introduced. In the white-paper there was no proposal 


analogous to the powers of direction at-present exercised 


by the Government under ‘the National Service Acts. 
The Government must do what it could without regi- . 
mentation of the profession to see that every area had 
enough doctors to go round. The Government had 
deliberately stated, Lord Woolton continued, that the 
total cost of the National Health Service would not be 
met by taxation, rates or contributions under the 
insyrance scheme. All these put together would not be 
enough’ to maintain the hospital and other services . 
required. Therefore, it would be necessary for the 


‘voluntary hospitals to continue, and they had been told 


that they would be paid for services rendered and left 
with complete autonomy. The Government was most. 
anxious to develop a consultant service for the whole 
of the community, and before legislation was introduced - 
they would enter into fuller discussion of this position 
and training. | - Ms 
AMENDMENT WITHDRAWN | 

Lord MoRAN in withdrawing his amendment said - 
the voluntary hospitals feared that hospital building 
in the future would be largely municipal because it will. 
be directed by the municipal authorities. The super- 
intendent of the Leeds Infirmary had suggested to him 
as a way out of the impasse the establishment .of a 
sinking fund spread over 40 years at 24% on the 
capital of the buildings. This would mean an addition 
of £30 to the £100 per bed referred to in the white- 


paper. 
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, = EDUCATION BILL 
Medical Inspection and Treatment 


Qn March 23 Mr. H. LINSTEAD moved an amendment 
to clause 46 which deals with medical inspection and 
treatment, raising the question of dental and optical 
treatment. There was an extreme shortage of dentists 
and there were only some 650 medically qualified 
ophthalmic practitioners available for the inspection 
and treatment of well over 5 million school-children. 
He suggested that defects of vision were often over- 
looked, and wondered whether sight-testing opticians 
should not be used to supplement the services of the 
` ophthalmologists. Dr. HADEN GUEST supported Mr. 
Linstead, provided the arrangement was provisional, 
and hoped that school medical officers would be given 
the right to go to.the child’s home. The medical 
officer of health, health visitors, and school nurses 
already had this right. Mr. F. MESSER would prefer 
to see the school medical service embodied in the 
national or local medical service. While an optician 


might rectify defective sight by the application of - 


lenses, a doctor was needed to determine whether the 
eye required treatment. -Mr..R. A. BUTLER, President of 
the Board of Education, said that ‘‘ medical inspection ” 
covered “‘ dental” and the terms ‘“‘ medical ” and ‘‘ medi- 
cal officer ’? covered ophthalmologist. He acknowledged 
the valuable work which opticians were doing, but they 
were not doctors. Practically all children at birth 
were hypermetropic, and between 12 and 14 the eyes 
gradually became emmetropic, with the result that 
their eyes gradually adjusted themselves. with their 
growth and ~they therefore needed rather more visual 
tests to discover what was wrong with their eyes. It 
was necessary therefore in the general examination of 
children to examine not only for eyestrain but for the 
physical causes that might be at the back of the eye- 
strain. He must insist that the general examination 
of children for eye troubles should be done by ophthal- 
mologists. The amendment was withdrawn. 

Mr. BUTLER moved an amendment providing that if 
& parent gave notice to the authority of objection to a 
pupil availing himself of medical treatment the pupil 
should not be encouraged. or assisted so to do. In 
the case of an infectious disease the child would be 
rat from the school. The amendment was agreed 
oO. 
_ Mr. Butler said that as to the point whether the 
Inspection should be at appropriate intervals, the 
Government preferred to leave the bill'as drawn, 
because they did not want to lay down a statutory 
minimum number of inspections, which often led to a 
doctor spending a great deal of his time looking at 
healthy children. As to Dr. Guest’s point, the Govern- 
ment did not think it would be right to impose an extra 
duty on the school medical officer to go into people’s 
homes, but the Government thought that the school 
medical service should obtain its information from the 
oe own doctor, or from the public-health- authori- 
ties. f 
Special Schools 

In the House of Commons, during the committee stage 
of the Education Bill, Dr. A. B. HowIrTr moved an 
amendment to clause 31, which deals with the education 
of pupils requiring special educational treatment. He 
explained that the idea of the alteration was to change 
the expression ‘“‘ serious disability’ to ‘‘ disability.” 
There were cases of serious disability which did not 
require special education. As it stood, the clause would 
fail to include education in the specialist classes for chil- 
dren who required, for example, open-air treatment. 
Mr. KENNETH LINDSAY, in supporting the amendment, 
pointed out that the clause was meant to deal not only 
with the blind, the deaf and the crippled; but with the 
children who needed special educational treatment—in 
other words, the maladjusted. He was told that the 
word ‘serious ”?” could be dangerous. Epileptics were 
still regarded too easily in this country as people who had 
fits, when many of them were perfectly curable and educ- 
able. And the group who fared better in the United 
States than here were children suffering from cerebral 
palsy. Earl WINTERTON pointed out that in the next 
three or four years, probably before the bill came into 


operation, science would unquestionably find new 
methods for creating or restoring normality. From that 
point of view this clause alone, in his view, was not suffi- 
cient, for if there were only two or three children in an 
area who required special treatment they should have it. 
Sir G. SHAKESPEARE favoured some scheme whereby 
first-class residential schools should be set up for these 
children of all ages. He would like to see these schools 
put under a special council. Viscountess ASTOR hoped 
the Minister would consult nursery schools about taking 
on some of these children and mixing them with normal 
children. i ' 

_ Mr. CHUTER EDE, parliamentary secretary to the 
Board of Education, said that one of the difficulties in 


‘ dealing with many of these children was the uneven dis- 


tribution of accommodation. It was difficult to ensure 
that a child should get appropriate treatment unless they 
were prepared to face considerable hostility from the 
parents. The Government readily accepted the idea that 


~there should be a national survey and an attempt at 


national organisation, and the President was willing to 
establish an advisory committee inside the board. By 
this ‘clause the Board also hoped to secure that ‘as few 
children as were absolutely necessary should be described 
as special children.. They desired to avoid as much'as 
possible any certification which might cling to the chil- 
dren long after the necessity for it had been removed. 
They therefore wished to see an: extension of day-time 
facilities and arrangements inside the ordinary school to 
help these children, while not removing them from the 
normal run of school life. One way to achieve this 
would be the extension of nursery schools for children 
under five and decreasing the size of classes in the 
primary schools. They would be able for the first time 
under this clause to deal with the maladjusted child. 
He assured Dr. Howitt that the Board were fully with 
him and would give the words to which he objected 
careful examination before the report stage of the bill. | 

The amendment was withdrawn. 


QUESTION TIME 
Juvenile Delinquency 


Replying to Dr. Russrtt Tuomas, Mr. H. MORRISON, 
Home Secretary, stated that he had been considering juvenile 
delinquency as part of the general problem of penal reform. 
He had come to the conclusion that what was wanted was not 
another committee of inquiry, but a standing committee to 
advise and assist the Home Office in developing a comprehensive 
policy of reforms and to maintain constant touch with the 
implementation of that policy. He proposed therefore to 
set up an advisory council to assist the Home Secretary to 
draw up a programme of reforms in methods of dealing with 
offenders and to advise him how to implement this programme, 
He would ask the council to give special and early attention to 
the problems connected with juvenile delinquency. The 
Secretary of State for Scotland contemplated the possibility 
of action on similar lines.. | 


Penicillin Committee 


Replying to a question, Sir A. DUNCAN, Minister of Supply, 
stated that Sir Henry Dale, prs, has accepted the invitation 
of the Penicillin Committee to be their chairman. Mr. Arthur 
Mortimer, until recently the chairman, will continue to be a 
member of the committee and act as vice-chairman. 


National Health Service 


Mr. ALFRED EpwWARDs asked the Minister of Health whether, 
when proposals for a National Health Service were drawn up, 
consideration was given to the fact that a number of people 
were treated by unregistered practitioners ; and what was the 
outcome of such consideration.—Mr. H. WILLINK replied : 
There is nothing in the proposals advanced by the Government 
which would prevent those who prefer to do so from seeking 
treatment from unregistered practitioners. The service itself, 
however, must clearly be based on registered medical practice 
in the form in which that has so far been approved by 
Parliament. 


L 


Diphtheria Immunisation 


Replying to another question by Mr. Edwards, the Minister 
said : The number of cases in England and Wales in which it 
has come to my notice that death has taken place shortly 
after immunisation by toxoid against diphtheriais 2. Itshould 


_be illustrated by two examples. 
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' be borne in mind that it is estimated that about five million 


children have been given protection by this means in the last 
few years. The number of reported cases in which ‘‘ nervous 
trouble ” has been noted some time after immunisation is 16. 
The relationship between the nervous trouble and the process 
of immunisation has not been established. Whenever 
practicable inquiries are made by medical officers about such 


cases, —— , 
. Famine Deaths in Bengal 


The recorded deaths from all causes in Bengal in 1943 total 
1,873,749. This- exceeds the average recorded mortality 
during the previous five years by 688,846. This figure roughly 


represents the number of deaths due to starvation, malnutri-. 


tion impairing resistance to disease, as well as to abnormal 

epidemic diseases not associated with malnutrition. (Mr. 
L. C. Amery replying to Sir STANLEY REED.) 

Malaria in Upper Egypt , 

Mr. L. A. DE RoTuHscHILp asked the Secretary of State for 


War whether the epidemic of malarial fever in Upper Egypt 


had spread to any troops stationed there ; and what prophy- 
lactic measures it had been possible to take to deal with this. — 
Sir James Grice'replied :: The measures taken by the Army 
against malaria have on the whole proved successful and the 
recent epidemics have been confined to the civil population. 
The Ariny is helping the Egyptian government in a number of 
ways. be ag 


Lelli to the Editor 


THE QUESTIONARY 


. SIR, —In common with 67,000 colleagues I have been 
invited by the British Medical Association to forward 
to the British Institute of Public Opinion answers to 38 
questions.* The statistical analysis of our answers will, 
it is said, ‘‘ prove of great value in guiding those whose 
task it will be, on behalf of the profession, to formulate 
policy and subsequently to conduct negotiations.’’ The 
subject of this interrogation is Cmd. 6502. of 1944 (‘‘ the 
white-paper ’’) of which a copy. was enclosed, together 
witb an ‘“‘ analysis,” both of which I was asked to read. 
When I was 40, the obvious fact that nearly all effec- 
tive political power within and without the medical 
profession was (as it still is) in the hands of sexagenarians 
enraged me, and I thought Hamlet’s advice on the dis- 
position of Polonius eminently sound. Now that I am 
myself a sexagenarian, I still think so and do not beg a 


line of your (or any other editor’s) space to bless or ban | 


the white-paper. To discuss a statistical question may 
be playing the fool; but at least it is in a house of which 
I have been a co-tenant for many years. The question 
lis: Will the statistical analysis of the answers to these 
questions be of value, if the object proposed is to discover 
what doctors think about the generalplan sketched in the 
white-paper ? , 

I begin with the most favourable case—viz., that those 


who send answers have read the white-paper and can, 


therefore, assess. the value of the “ analysis ’’ and the 
accuracy: of factual statements in the questionary. All 
Statisticians would, I think, agree that a necessary (but 
not sufficient) condition that a questionary inquiry 
should be of value is that the questions shall be unam- 
biguous, not capable of being interpreted by persons of 


ordinary intelligence in different ways, and if—as in the - 


schedule before me-—the answer invited is a single word 
or figure, an intelligent answer can be given in a word or 
figure. How far this necessary condition is fulfilled can 
be I In question 19 one is 
invited to say how much a general practitioner or a 
consultant ‘‘ should get from all sources, at 1939 prices.” 
Should get! Icanstate accurately what I do ‘‘ get,” and 
SO can my 67,000 colleagues. My opinion as to what I 
ought to ‘ get ” depends partly upon my self-esteem and 
Partly upon my mood when expressing an opinion. 


What objective value can my opinidn of what my col- 


leagues should “ get >have ? 

. Question 28 is: ‘If a National Health Service as 
contemplated in the white-paper is introduced, would 
you regard medicine as an attractive profession for your 
child ?” Obviously only a colleague with a child of age 

O enter on professional training in or,after April, 1944, 
could honestly answer this question af all and he would 


i í 
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have to decide whether ‘‘ attractive °” means attractive 
to him or attractive to his son or daughter. F 

I must not ask for space to quote other illustrations of 
flagrant violation of one necessary condition, and pass to . 
another. The questioner must not suggest to the 
questioned the answer desired. Here is Question 1 :— 


“ The Representative Meeting, September, 1943, voted 

“by a majority that any National Health Service should be 

confined to 90% of the public—the remaining 10 per cent., 
the upper income group, being excluded. 

The white-paper proposes that the National Health 
Service (N.H.S.) should include everyone—the 100% 
proposal—but that no one should have to use it. Should 

_ or should not this basic proposal of the white-paper be 
adopted ?”’, 


On the assumption I have made—viz., that the answer 
is given after reading the white-paper, the second para- 
graph seems to me a fair question. But what is one to 
say of: the first paragraph? Its object is’ plainly to 
remind, or inform, the reader that one professional body 
has condemned a proposal upon which his own opinion 
is invited ;’ that is, it is inténded.to influence his opinion: 

T think Sir, it is not necessary to go further; on the 
assumption that an unbiased opinion given by persons 
who had read the white-paper was desired, the question- 
ary is bad.’ But, having taught medical students and 
young medical graduates since 1905, I am not naive 
enough to expect all doctors to read original papers even 
when advised to do so. The white-paper consists of 85 
closely printed pages, written in the flat style normal to 
official documents, with that plentiful: admixture of 
qualifying particles which a civil servant, vainly, hopes 
may protect him from criticism. There is nothing im- 
proper in summarising a document and inviting a student 
to answer questions on the summary. This is the normal | 
practice of teachers and examiners. The statistical 
analysis of answers to examination questions is not an 
irrational activity and if the teacher has fairly sum- 
marised the original papers and the examiner has set.fair 
questions, we should reach some knowledge of the state 
of mind of examinees with respect to the original work. 


.But here again the conditions are necessary. Do the 


“ analysis ” and ‘‘ questionary ” fulfil them ? 

On p. 30 of the white-paper we are told that the design 
of a health centre ‘‘ should provide for individual 
consulting-rooms, for reception and waiting-rooms, for 
simple laboratory work, for nursing and secretarial staff, 
telephone services and other accessories, as well as—in 
varying degree according to circumstances—recovery 
and rest rooms, dark rooms, facilities for minor surgery, 
and other ancillaries.” In the ‘ analysis” we read: 
“ What the Government proposes is merely communal 
consulting and waiting-rooms ” and Question 16(b) asks 
whether the examinee would prefer communal doctor's 
surgery, the type envisaged in the white-paper.”’ 3 

Has the white-paper been fairly summarised ? 

I must not ask space for further examples or for a 
peroration. The answer to the question concluding my 
second paragraph is, I think, No. 
' London School of Hygiene 

and Tropical Medicine. 


DIAGNOSIS OF SMALLPOX 


MAJOR GREENWOOD.: 


l | Sır, —Few doctors in England have ever had a chance 


of seeing smailpox, and now that a few cases are appear- 
ing I-am afraid some may be missed with tragic conse- 
quences to the community. I have worked in countries 
where smallpox was prevalent and should like to hand 
on the lessons I learnt about diagnosis. | 
Vaccination does not alter the disease, it modifies it. 
The type of rash usually missed consists of five or six 
papules, vesicles or pustules on each wrist and. hand, 
ankle and foot, and on the face, with two on the back, one | 
on the chest and none onthe abdomen. There may be no 
history of any prodromal illness, or perhaps its existence 
is denied to avoid being sent to hospital, or losing work. 
In most cases an accurate history cannot be obtained. 
The distribution of the papules, vesicles, pustules or 
scars, the nature of the rash, its rate of maturation, and 


‘its depth in the skin will give the clue. 


The question is, what to do when confronted with a 
case of ‘‘ pimples.” Wanklyn advised that one should 
always ask the question, ‘“ Can this be a case of small- 
pox?” Two main points should be settled. at once. 
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CONFUSIONAL PSYCHOSES FOLLOWING SULPHAGUANIDINE THERAPY 
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(1) Is the rash more profuse on the extremities (wrists 
and ankles, lower leg and fore-arm) and face, than on 
the body ? If so, smallpox is likely. (2) Did the tem- 
. perature drop and the prodromal symptoms go, and the 
_ patient feel much better, or even quite well again, when 
the rash appeared? If this sign and this symptom 
occur together smallpox is very likely. If these are 
supported by the details a, b, c and d smallpox is certain. 
(a) Distribution of rash.—The path of invasion of the rash is 
usually first the face, then the wrists and hands, and often 
lastly the feet. Distribution is the key to the puzzle. The 
rash attacks extremities rather than the centre of the body. 
Face, wrists and hands, forearms, ankles, feet and lower leg 
may be densely covered, while the rash is always scanty 
in comparison on the trunk. The rash is more abundant 
on the back than the chest, but never so dense as on 
the extremities, while the abdomen is often remarkably 
free. In mild cases the wrists, ankles and face may have 
_ & few spots, while the trunk, especially the abdomen, may 
have none. That is the main point. As one travels up 
the limbs towards the trunk, the rash gets less and less 
dense, while if there are only a few spots on the wrists and 
ankles the upper parts of the limbs may be clear. Chicken- 
pox is the reverse of this: the rash increases as one travels up 
the limbs, the wrists and hands, ankles and feet often being 
quite clear, while the rash on the body is dense. The pocks 
cluster like flies round any sore, or recent abrasion, and under 
any points of pressure, such as under garters, the tops of 
boots, waistbands, underneath the braces at the shoulders, or 
in parts of the skin recently exposed to frictién or weather, 
such assunburn. They collect on prominent parts and avoid 
flexures and depressions, such as the groin, and especially the 
axilla. The skin is usually free under.the toes. Tendons 
being prominent the rash is often more profuse over them. 
__ Papules can appear on the soles of the feet and buccal mucous 
membranes in both smallpox and chickenpox. 
(b) The vesieles.—Smallpox papules, vesicles, pustules and 
scars are circular, and the edges of the vesicles are even. 
The inflammatory areola around the pocks also tends to be 
circular and even. The vesicles are deeply embedded in the 
skin, in contrast to chickenpox. To gauge the depth in the 
skin pick up a vesicle between the finger and thumb and press 
the finger and thumb together underneath it. The chicken- 
pox vesicle can be felt to sit on the surface of the skin, while 
_ the smallpox one is embedded in the skin and ‘feels just as 
though the patient had been peppered with a shot-gun. 
Chickenpox vesicles may also feel shotty if palpated against 
a hard surface, such as the skull. The vesicle in both diseases 
may bend with the fold of skin, but the smallpox vesicle will 
not bend so easily, if at all. Smallpox vesicles are often 
multilocular, but may be unilocular, and chickenpox vesicles 
may also be uni- or multi-locular. A smallpox vesicle may 
have the appearance of being oval or elongated, and have a 
crenated edge if two vesicles happen to run together, but a 
single smallpox vesicle is circular. In chickenpox the vesicles 
are elongated or oval, and are often parallel to folds or creases 
of the skin in which they lie. The edge iscrenated. They lie 
on the skin, rather than in it. Their areolz tend to be more 
elongated and to spread along the fold of the skin in which 
they lie. Unmbilication is not trustworthy, for the chicken- 


pox vesicle may have the appearance of umbilication because 


when the vesicle bursts in the centre the dome falls in, and at 
the place of rupture a little scab forms, contracting as it dries. 

(c) Maturation of the rash.—Smallpox marches regularly. 
Papules exist on the first and second days, ‘vesicles on the 
third and fourth, and pustules on the fifth and sixth; after 
that there are scars. Pustulation as early as the third day is 
against smallpox, and in favour of chickenpox. A rash which 
is papular and stationary for more than three days is probably 
not smallpox. The desiccation of the papule in two or three 
days without suppuration indicates chickenpox. 


(d) The temperature.—In smallpox the temperature falls on 


the appearance of the rash. In ‘chickenpox it remains up, 
and tends to rise on the appearance of each crop. 


Rashes, backache, vomiting and pyrexia in the pro- 


dromal stage may all be absent in smallpox, or thejr 
previous existence may be denied. In chickenpox the 
prodromal! period, especially in adults, may resemble that 
of smallpox but the fever is usually not so high ; sacral 
pain and vomiting are uncommon. Two points in the 
prodromal period will arouse suspicions of smallpox ; 
their absence proves nothing. The first is a prodromal 
rash, which may be petechial, bilateral, symmetrical and 
‘confined to the groin, heralding a severe attack. Or it 


¢ 


_“ pustular eczema,” &c. 


may be erythematous, transitory, fugitive, and occurring 
over wide areas on any part of the body (trunk or limbs), 
heralding a benign attack. A third prodromal rash is 
that of hemorrhagic smallpox, which appears as petechise 
and hsemorrhages in the groin, and spreads all over the 
body. The patient may die in this stage before the 
ordinary papular rash appears. The second suggestive 
point is prostration. The patient is incapable of exertion 
of any sort, the muscles are slack, and the face shows 
exhaustion. . 
Chickenpox comes out in crops, and as each crop 
appears the temperature goes up. Crops may appear in 
any part of the body. It therefore follows that in any 


area of skin the rash may show a mixture of papules, 


vesicles and pustules, especially as the rash matures more 
quickly than smallpox. The smallpox rash tends to come 
out all at once, but the rash on the feet may come out 
twenty-four hours.or more later than that on the face, so 


that there may be vesicles on the face when there are 


papules on the feet. This is due to the way in which the ~ 
smallpox rash ‘‘ unfurls ” itself, so to speak, and is not - 
due to successive crops. The rash matures more slowly 
than that of chickenpox, and the mixture of papules, 
vesicles and pustules is not so likely to be seen in a- 
“ window area ” of the skin. 

` In general.—Look with suspicion on all such diagnoses 
as ‘‘ septic fly bites ” ‘‘ influenza with spots,” ‘‘ bulle,’’ | 
Smallpox is ‘not characterised 
by a profuse rash; it may consist of anything from 
a few spots on the extremities up to thousands. Vac- 
cination which will not take after the appearance of the 
rash is said to indicate smallpox. Unbroken pustules 
may be found on the feet when the face has only scars 
left. Those on the feet are usually the last to clear up. 
Lumbar pain is not pathognomonic. Smallpox patients 
usually have a peculiar smell. | 

_ Alastrim.—Some authorities deny the existence of a | 
separate disease of this nature and consider it modified 
smallpox. The main points of alastrim seem to be a low 
mortality of 1-2% ; prostration is not seen; prodromal 
rashes, hemorrhages, suppuration and fever are all 
absent ; pitting is rare ; prodromal symptoms are mild. 
The eruption may appear at once after the initial illness, 
or may be delayed with an interval of one or two. days of 
comparatively normal health intervening. The eruption 
itself is smaller, its maturation is more rapid, the pustu- 
lation is less, and it dries up more rapidly. 


Laverstock, Salisbury. HORACE Hur. 


CONFUSIONAL PSYCHOSES FOLLOWING 
SULPHAGUANIDINE THERAPY 


SIR, —No cases such as those described by Crofton and 
Diggle in their article of March 18 appear to have been 
reported in this country, but in an epidemic of Sonne 
dysentery among the nursing staff at the North Stafford- 
shire Royal Infirmary in 1943 some 10% suffered from 
sulphaguanidine encephalopathy. The full dosage had 
been employed at the onset and continued for eleven 
days. The patients made a good recovery in general 
from the dysentery, but 7 of the 70 cases developed head- 
ache, photophobia and signs of cerebral irritation with 
drowsiness. Some apparently became hysterical, and 
took several weeks to recover. There was no evidence 
of cranial-nerve palsies, and the blood and cerebrospinal 
fluid were normal. The headache was relieved by thecal 
puncture, though the manometric pressure was not 
above normal. - 

At one time it was thought that the dysentery was 
responsible for the cerebral symptoms, but the patients 
had made an apparently good recovery from the dysen- 


. tery and had been able to get up and about before the 


onset of the headaches, which arose in every case almost 
on the same day of the illness. Further, those nurses 


. who were not given sulphaguanidine remained free from 


confusional states., It has been recognised that sulphon- 
amides can give rise to a toxic psychosis with meningitic 
symptoms and signs, but sulphaguanidine has hitherto 
been regarded as almost innocuous on account of its law 
absorption from the gut. One therefore welcomes a 
warning, and since my unfortunate experience I have 
substituted sulphasuxidine in the treatment of intestinal 
‘infections. @ ee 
Newcastlo-under-Lymo, BRUCE MACLEAN. 
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Smr,—Crofton and Diggle consider the symptoms 
observed after sulphaguanidine therapy to be due either. 
to the direct toxicity of sulphaguanidine upon the organ- 
ism, or possibly to the original dysentery itself; and in 
your annotation you seem to take the same view. 
Recent work by Najjar and Holt (J. Amer. med. Ass. 
1943, 123, 683) suggests, however, another possibility 
with regard to the pathogenesis of such confusional 
states. These workers gave 9 subjects a synthetic diet 
entirely devoid of thiamine, and found that in the feces 
of 4 of the subjects thiamine was still excreted in amounts 
ranging from 37 to 52 ug. per day. These amounts were 
reduced to zero within a week by giving 1-5 g. of succinyl-- 


sulphathiazole four-hourly; but thiamine reappeared’ 


again within a few days of discontinuing the treatment. 
They interpret these results by assuming biosynthesis of 
vitamin B, by the intestinal organisms, and point to the 
important clinical implication of, their findings in 
sulphonamide therapy. 

It is therefore a possibility that the symptoms reported 
by Crofton and Diggle were due to an acute thiamine 
deficiency which was causing a syndrome of the Wernicke 
type. Itis perhaps pertinent to note that Daft, Endicott 


and others (Proc. Soc. exp. Biol., N.Y. 1943, 53, 130) have ` 


noted vitamin-E deficiency in rats, given succinylsulpha- 
thiazole in- purified diets. 5 
LCC Central Pathological 
Laboratory, Epsom. 


“|, SULPHONAMIDE-UREA MIXTURES 


R. BENESCH. — 


. Smr,—In your editorial of Jan. 8 you mention the 


divergent results obtained by various workers on the 


- . properties in vitro of urea-sulphonamide mixtures. We 


would like to add that the particular organism and set of 
experimental conditions chosen for the test entirely 
determine the nature of the results. Using Streptococcus 
pyogenes, no potentiation was found. In our work with 
Escherichia coli, the findings depended to a very large 


- extent on the size of the inoculum, the smaller inocula 


being much more susceptible to the toxic effect of urea 
or sulphathiazole alone, but all inocula showing a 
potentiating effect of these substances in combination 
(Proc, Soc. exp. Biol., N.Y. 1943, 54,107). The seeming 
discrepancy is resolved into a difference in experimental 
conditions, Kirby using small inocula and the remaining 
workers ‘large ones. For in-vitro work, small inocula 
often give misleading indications. The large inocula 
results with ŒE. coli are well in accord with the clinical 


seca S. W. Lee. | 
Wallace Laboratories, ` = JEANNE A. EPSTEIN. 
New Brunswick, N.J. HK. J. FOLEY. 


THE MEDICAL CURRICULUM 


SIR, —I should like as a South African now resident — 


in this country to express a point of view on the medical 
curriculum derived to some extent while at a London 
school of medicine. This is that medicine must be looked 
upon as a science, and the severest effort must be made 
to purify, extend and organise knowledge. If medicine 
is classified as an art, the practitioner is encouraged to 
proceed with a clear conscience on superficial or empirical 
lines ; if, on the other hand, he is acutely conscious of a 
responsibility to scientific spirit and method, he will al- 
most inevitably endeavour to proceed more systematically 
in the accumulation of data, the framing of hypotheses, 


' and the checking of results. Medical practice is essenti- 


ally a matter of observation, inference,” verification, 
generalisation. Though the experienced clinician may 
achieve a diagnosis so swiftly that he seems to be guided 
by something called ‘‘ clinical instinct,” we may be 
sure that the processes actually involved are observation, 
elimination of the irrelevant, inference—in other words, 
rapid induction. On the basis of a large experience, he 


‘simply selects more discriminatingly and decides more 


' quickly. . 


It would be a mistake to try to apply a rigid formula _ 


to the medical curriculum. Beyond obvious essentials, 
medicine can utilise various types of ability and training, 
and the medical faculties in British medical schools 
address their instruction to a miscellaneous student body. 
Schools, however, should aim to be sensible and com- 
radely in discipline, flexible in curriculum, informal in 
method, and democratic in spirit. — 


. throughout their professional life. 


Professional education is self-education. The medical 
school must train in method and technique, ‘and provide 
inspiration. The medical curriculum cannot be encyclo- 
peedic. The particular facts learned, the particular 
skills acquired, are of less importance than the habit of 


inquiry, the ability to use the senses, the capacity for 


well-directed effort. | eS 3 

It is futile and impossible for the medical curriculum 
to lay down sets of facts which all should know. Good 
students will learn important facts and principles 
because they continually recur. The medical curriculum 


cannot aim to produce physicians ready to practise ; it . 
- can at best so train students that practical experience 


in the first instance as house officers, will in time make an 
equip them. 
though medicine can be learned, it cannot be taught. 
The medical school can at most hope to launch students 
with a momentum that will make them active learners 
Methods of teaching 
and the medical curriculum must be designed to make 


this task easier. , 
_ ` Guy’s Hospital, London. GEORGE R- W, N. Luntz. 


PNEUMOCONIOSIS IN BOILER SCALERS 


Sir,—In their paper of March 4 Todd and Rice refer 
to a previous publication of mine and credit me with a 
statement I never made. I have not found that these 
‘“ patients look prematurely old and describe the cough 
as worse in the morning,’ and this statement is not 
contained in my paper. | 

In your annotation in the same issue (p. 317) you say, 
referring to my third radiological type, ‘‘ it is not clear 
whether the diagnosis of fibrosis was made on clinical or 
on radiological data.’ It was made, of course, on radio- 


‘logical evidence ; I woyld not venture to assert on clinical | 
grounds alone that pulmonary fibrosis was present. The. 


annotation continues, ‘‘ the relevant illustration shows 
a great increase in the normal linear markings possibly 
attributable to opaque dust in the bronchial tubes.” 
True, there is some increased striation to be seen on this 
film, but the chief feature is fibrosis ; examination of the 
original leaves no doubt on this point. Further, these 
words imply that the ‘‘ normal linear markings ’”’ are 
caused by the bronchial tubes. Surely it is generally: 
recognised that they are shadows of blood-vessels. How, 
therefore, can “ opaque dust in the bronchial tubes.” 
be responsible for an increase in ‘ the normal linear 
markings ? ” . Jn any event, it is out of keeping with our 
present knowledge of pathology to attribute the abnor- 
mal radiological appearances of a pneumoconiosis to the 
mere deposition of foreign matter in the bronchial tubes. 


Cottingham, Nr. Hull. LASAR DUNNER. 
INSURANCE BENEFITS IN WARTIME 


SIR, —This letter is prompted by a desire to. make 
known to medical and dental practitioners what attempts 


are being made to safeguard insurance benefits in the 


varying conditions of war at home and overseas. As 
directors of this society -we feel that it is of vital impor- 


- ance that members and non-members alike should know 


of the beneficial concessions which it grants to the 
professions which it serves. ; 


Sickness and accident policies have always excluded - 
` .claims caused or aggravated by war. 


This is a very wide 
clause and so unsatisfactory that this society now looks 
upon all claims not directly due to enemy action as 
covered by the ordinary conditions of the policy, while 
those directly due to enemy action are dealt with by an 
ex-gratia payment. l 
Ex-gratia payments are made for incapacity due to 
enemy action, full benefit being paid for 13 weeks, with 
reduced benefit for a further 13 weeks and reconsideration 
. thereafter. Ifthe incapacity arises in the United Kingdom 
benefit begins at once, while if it arises overseas it com- 
mences from the date of embarkation for the United King- 
— dom. Those who hold deferred benefit policies are eligible 
for the same benefits if incapacity persists at the end of the 
deferred period, which is deemed to start on embarkation 
for the United Kingdom if the incapacity arises overseas. 


Service members at home are paid benefit for all in- 
capacity not due to enemy action. 
although benefits in prewar times are restricted to the 
United Kingdom, except for small concessions on the 


= 


It is indeed no paradox to assert that, . 


In addition to this, | 
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Continent of Europe, claims not due to enemy action 
are now paid in any part of the world while under 
inpatient treatment in hospital, or- from the date of 
embarkation for the United Kingdom if invalided- home. 

Prisoners of war are exempted from payment of all 
sickness premiums until they are repatriated, when they 
can, on arrival home, again bring the policy into full 
operation without further medical examination. 

As regards life assurance all prewar whole-life and 
endowment assurances are issued without restriction, but 
since the war a standard exclusion has been adopted by 
all life offices. This limits the payment, in the event of 
death directly or indirectly due to war, to the return of 
premiums or payment of the surrender value, whichever 
is the greater. We have now resolved in-principle to 
limit this exclusion to death directly due to enemy action, 
‘and it is hoped to pay in full all other claims whether 
arising on service or not. 

R. J. MCNEILL Love, 
° Chairman. i 
L. BROMLEY, 
Director. > ` 


G. RocHE LYNCH, 
Director. 
CECIL P. G. WAKELEY, 
Director. 


A. H. DOUTHWAITE, BERTRAM SUTTON, 
i Director. Manager and Secretary. 
A. HOPE GOSSE, 
Director. 


Medical Sickness Annuity and Life 
Assurance Society Ltda Cirenecstes Glos. 


A DISCLAIMER 
SIR, —Our attention has been drawn to an organisa- 
tion, called “ The ‘ T.B.’ Association,” whose registered 
office is at 28 Lordship Lane, London, S.E.22. This 


association has no connexion whatever with the National 
Association for the Prevention of Tuberculosis, the 


Tuberculosis Association, or the Spero Fund for the 


Industrial Welfare of Tuberculous Persons. 
. J. V. HURFORD, 
Hon. Seco., Tuberculosis Association, 
E. V. BRADSHAW, 


Sec., Spero Fund for the Industrial 
Welfare of Tuberculous Persons. © 


HARLEY WILLIAMS, 
Secretary-General, National Association 
_ forthe Prevention of Tuberculosis. 


The British Institute of PublicOpinion write :-— 

“ Doctors wishing to express their views on the white- 
paper should do so first on the questionary. Any 
amplification of their views can then be made either on 
the form ‘itself or on an accompanying letter. Unless 
the questionary. itself i 1S completed—at least so far as is 
possible—the main purpose of the. inquiry tends to be 
defeated. In our report on the questionary. we intend to 
summarise the views of doctors by expressing the varia- 
tions of opinion in terms of percentages. This can be 
done only if the questionary itself is answered. Great 
care will be taken to qualify the statistics by the com- 
ments which are added.” . 


WE regret to record the death of Dr. ALFRED RUSSELL, 
consulting physician to St. Thomas’s Hospital, on 


March 26. 


CARE WITH VITAMIN Propucts.—The Therapeutic Require- 
ments Committee ask for strict economy in the use of ascorbic 
acid and vitaminised oil. Ascorbic acid should not be used 
as a supplement to a normal diet and should be prescribed 
only for definite medical reasons. Vitaminised oil is in short 
supply and should be ordered only when cod-liver oil is not 
tolerated. Cod-liver oil is now placed in category A (essent ial 
or readily available). 


BRITISH JOURNAL OF SURGERY.—The third decennial index 
(Bristol: John Wright & Sons, pp. 125, 21s.), essential to 
subscribers, is a sign-post to the progress of surgery in a 
transitional period, and as such should be widely available 
in libraries, clinics and medical messes. 
to the grit and initiative of a blitzed publisher. 


THIOUREA in gr. 5 tablets and thiouracil in gr. 1} tablets 
can now be obtained from Genatosan Ltd. Tablets contain: 
ing 200 mg. of thiouracil or several of its derivatives have 
been prepared by Messrs. Organon Laboratories Ltd., who 
will welcome inquiries from doctors interested in trying ‘them 
under controlled conditions. 


t 
` 
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It is also a testimony | 
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Obitu ary 


GEORGE LESLIE EASTES’ 
MB, BSC LOND k 


Dr. Leslie Eastes, who died'at Gerrards Cross on 
March 4 after a long illness, had spent his life in bringing 
to the medical profession a pathological service previ- 

. ously unobtainable. More than 
any other perhaps, he helped to 
make the profession ‘ patho- 
logy minded.” Born in London 
in 1870, the second sonof George 
Eastes, MB, FRCS, who for 
many years practised in Glou- 
cester Terrace, he was educated 
at Marlborough, and Guy’s 
Hospital. After taking honours 
in physiology at the BSc 
Lond. he qualified: MRCS in 
1894 and obtained honours in 
medicine and forensic medicine 
.at the MB examination in the 
following year. During a house 
surgeoncy at the Sheffield 
Royal Hospital he became 
interested in clinical pathology 
and was appointed director of 
the Olinical Research Association. He was also patho- 
logist to the Gt. Ormond Street children’s hospital. 
In 1901 he took a bold move and founded in Queen 
Anne Street (later 6 Harley Street) his own Laboratories 
of Pathology and Public Health, where his growing 


experience, coupled as it was with continuous attention 


to, detail, led to his opinion being widely sought. His 
juniors in the laboratory found him ready to. assist in 
their difficulties with advice which was always sound. 
In 1938 he converted this personal venture into a private 
company with the object of assisting medical charities, 
holding the position of chairman until failing health 
compelled him to abandon all professional: activities. 
His own interests tended more towards the public health 
than the clinical branches of pathology and he was the 
author of several publications on bacteriological subjects. 
During the last war he served in the RAMC in the Middle 
East with the rank of captain, being mentioned in 
despatches. His hobby was archeology. and he. wrote 
a monograph on Saxon remains in English churches. 
He leaves a brother and sister. 


ALBERT EIDINOW 
MB LOND, MRCS 


Dr.: Eidinow qualified from the London Hospital in 
the fourth year of the last war and after gaining experi- 
ence as house-surgeon there and at Windsor became 
surgical specialist at the Grantham military hospital 
with rank as captain RAMC. The war over, he entered 
the department of applied physiology at Mount Vernon 
as voluntary assistant and spent the rest of his life in 
exploring the action of radiation and applying it in 
many ways to the service of medicine. He first worked 
with Sir Leonard Hill on temperature in relation to the 
biological action of. light and then with Hill and Cole- 
brook on the effect of radiation on the bactericidal 
power of the blood. Exposure of the skin to ultraviolet, 
rays, he found, put up its resistance to staphylococcal 
infection. When the St. John Clinic in Pimlico was 
set up Eidinow took charge of the light department 
where his inventive mind was always trying new‘com- 
binations of wave-lengths. His ‘ day-light ” lamp with 
a mercury-vapour unit surrounded by incandescent 
buibs had a tonic effect comparable to that of the 
summer sun on the sea-shore and proved useful in 
lupus and psoriasis. For counter-irritation of painful. 
joints (of which there were many at.the clinic) he gave 
an erythema dose of UV rays, sealed with strapping 
through which infrared radiation was administered. 
In the pathological laboratory, of which also he had 
charge, he devised a method of sterilising autogenous 
vaccines by exposure to quartz lamps which has had 
some vogue in the USA. He devoted mich time to 
sensitising the skin to UV radiation by injecting eosin 
and other dyes. At the Radium Institute he worked 
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out with J. C. Mottram the principles of divided dosage. 
Lately he had turned his mind to the sterilisation of 
dust in public shelters. Much of his work will remain, 
for he was a diligent lecturer to postgraduates and 


students. He died on March 22 in his 49th year. 


JAMES ORR 
M B EDIN, MBCPE 


Dr. James Orr, director of the Mackenzie Institute for 
Clinica] Research, died on March 9, at St. Andrews, 
` where he had been in practice since the beginning of the 

century. Born at Hawick in 1876; the son ‘of Prof. 
James Orr, DD, he was educated at George Watson’s 
-College and Edinburgh. University, where he graduated 
in 1899. When Orr settled in St. Andrews his long 
association with Sir James Mackenzie began. He was 
an original member of the institute for clinical research 
which Mackenzie founded there, and he was responsible 
for the later editions of Mackenzie’s Principles of Diag- 
nosis and Treatment of Heart Affections. During the last 
war Orr served as a captain in the RAMC in Egypt and 
Palestine. A colleague writes: ‘‘ Orr’s pawky Scottish 
wit was a never ending source of entertainment to his 
. friends, and he was an excellent story-teller, but his 
kindliness and tact never allowed anyone to take offence. 
He was also a sound and far-seeing physician. | 


- NORMAN GRAY HILL 
BT., MC, MB LOND, DPH; LIEUT.-COLONEL RAMC 


Colonel Gray Hill, who was killed in an aeroplane 
accident in February at the age of 49, was the only son 
of Sir Arthur Norman Hill whom he succeeded as. 2nd 

‘ baronet and lord of the manor of Stockbridge at the 
beginning of this year. During the last war he served 
in France, winning the military 
. cross with bar. He returned to 
qualify from the London Hospital 
in 1923, and for many years as 
deputy medical superintendent of 
Queen Mary’s Hospital at Carshal- 
ton he was in charge of the London 
County Council’s largest unit for 
the treatment of juvenile rheuma- 
. tism. In his spare time he did a 
good deal of archeological work 
and had directed several excava- 
tions on Bronze Age sites near 
his home in Hampshire. An 
ardent Territorial he was called 
up on the day war was declared. 
Later he was posted abroad as 
assistant director of medical ser- 
vices in one of the divisions of 
the CMF and was mentioned in despatches for gallant 
service in Tunisia. . ; 

E. S. E. writes: ‘‘ Gray Hill was profoundly interested 
in actinotherapy and was one of the first to use Wood’s 
glass as a routine in the detection of ringworm. His 
chief clinical interest, however, was juvenile rheumatism 
and his acute and fertile mind made the fullest use of 
his unrivalled experience of its manifestations. 
knowledge of the literature was encyclopedic and he 
had himself written several thoughtful articles on the 
subject. He was an ideal person to ‘be in charge of a 
children’s unit, for he loved children and they loved 
him. He rightly conceived that a.doctor in dealing 
with children needed to be something more than a 
physician and that the happy personal relationship 
evaked by an interest in their hobbies and amusements 
was of tremendous importance in their rehabilitation. 
The shrill, delighted cries of ‘Dr. Gray Hill’ with 
weeh a ward greeted him, and his boisterous and 
stimulating response were a joy to hear.” 


THE LATE Dr. JOHN FAWCETT.—A near contemporary 
writes that Lauriston Skaw was one of the protagonists 
of the concentration of preclinical studies at Metropolitan 
medical schools, and Fawcett was his great supporter. 
In the early days Shaw carried Guy’s with him, but 
opposition increased and later the school voted against 
concentration. The defeat was a blow to them both, 
and Fawcett resigned his deanship. Incidentally, 
Fawcett was a governor of aus medical school and a 
councillor of St. Thomas’s medical school (in each case 
not, as stated in the memoir, of the hospital). 


Burrow, Lifracomb 
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WILLIAM HAY PURVES 
MBE, MB MANC; MAJOR RAMC . 


‘Major W. H. Purves, who died on active service with 
the MEF last November at the age of 32, was 
the son of Dr. W. J. Purves of : 
Burnley. He was educated at 
Brighton College and Manchester 
University, and in each he was a 
member of the first rugby XV. 
He qualified in 1937, and had . 
held house-appointments at the 
Manchester Royal Infirmary and 
the Crumpsall Hospital before 
he was mobilised on the outbreak 
of war. Under Colonel J. O’Grady 
he helped to organise the 19th 
General Hospital with the MEF. 
Later Purves was transferred to 
the headquarters staff and ap- 
pointed embarkation medical officer - 
at Suez. For his work there he 
was awarded the MBE and, in the 
words of one of his colleagues, ‘‘ he _ l 
ran a wonderfully good job.” He leaves a widow, Dr. 
Constance Lyth, who is also a graduate of Manchester 
University. 


Births, Marriages and Deaths 


= , BIRTHS 
Cosin.—On ‘March 21, the wife of Dr. C. Frank Cosin, of Langland 
Gardens, N.W.3—a daughter. | 
OHESHIRE.—On March 23, the wife of Surgeon Lieutenant A. H. 
Cheshire, RNVR, of Brewood, Staffs—a daughter. 
Davipson.—On March 24, at Fernbrae Nursing Home, Dundee, 
the wife of Dr. R. Beverley Davidson of Arbroath—a daughter. 
DOWLING.—-On March 17, the wife of Dr. G. B. Dowling, of Porchester 
Terrace, W.2—a son. . 
GEIDT.—On March 17, the wife of Surgeon Lieut.-Commander David 
Geidt, RNVR, of Exmouth—a son. 
McFARLANE.—On March 17, at Windsor, the wife of Surgeon 
Lieutenant Michael McFarlane, RNvR—a daughter. 


| Fovonde, Manchester 


' Mmpriss.—On March 23, at Woking, ‘the wife of Mr. Walter 


Mim priss, FRCS—a son. 


: POTTER.—On March 22, in London, the wife of Dr. John Potter— 


& son. 
RIDLEY THOMAS.—On March 21, at Norwich, the wife of Mr. 
J. M. Ridley Thomas, FRcs—a son. 
Snow.—On March 21, at Teignmouth, the wife of Lieut.-Colonel 
J. E. Snow, RAMC—a son. 
WHITMORE.—On March 21, at Cambridge, the wife of Surgeon 
Lieutenant H. B. Whitmore, RNVR—twin daughters. 
WILDE.—On March 8, at Belfast, the wife of Lieut.-Colonel 
| J. F. Wilde, Ramc—a sọn. | 


~ MARRIAGES 
GUNDERSON—LOGAN.—On March 17, at Salisbury, Ralph Waldo 
Gunderson, MRCS, captain RAMO, to Eileon Marguerite Logan 
MB, captain RAMC. . 
JOBSON—MALINS.—On March 18, at Compton, Berks, Patrick 
Hunter Jobsan, MB, major RaMc, to Gulielma Malins. , 
WILLIAMS—BARRETT.—On March 18, in London, Denys Owen 
Williams, MB, to Joyce Dorothy Barrett. 


DEATHS 

ACKLAND.—On March 16, at Exmouth, Jobn McKno Ackland 
MRCS, LDS, aged 83. 

BROWNE.—On March 21, Edward Wemyss Browne, MRCS, licut- 
colonel, IMS retd. i 

COorEN; On March 23, Ronald Walter Cooper, of Thames Ditton, 


CowBURN.—On March 27, Arthur Douglas Cowburn, MRCS, DPH, 
pee e Middle Temple, surgeon captain, RNVR Tretd., 
age ; i 


‘ErDINow.—On March 22, Albert Eidinow, MB LOND. 


ELLIOT.—On March 19, Alexander Macbeth Elliot, OBE, MD EDIN., 
Sloane Street, S.W.1. 

JacKson.—On March 18, at Chester, Arthur Randell Jackson, mc, 
MD, D 80 LPOOL. 

JAKINS.—On March 24, Percy ep lina Jakins, MD DURH., formerly 
of Harley Street, W.1, aged 88. l o 

MoINTosH.—On March 19, at Edinburgh, Alexander Morrison 

_ McIntosh, CMG, MB EDIN., FROSE, colonel RaMc retd. 

RENDALL.—On March 22, at Taunton, Stanley Morton Rendall, 
MD EDIN., chevalier Légion d’Honneur, late of Menton and 
Aix-les-Bains, aged 89. 

RUSSELL.—On 26, at Finchamstead, Alfred Ernest Russell, MD LOND., 
FRCP. 

STRACEY.—On Feb. 24, at Clarens, Switzerland, Bernard Stracoy, 

. MB EDIN., formerly of Leicester, 

TURNER.—On March 23, at Purley, Surrey, Sydney Duke Turner, 
MD DURH., DPH, aged 69. . , 


\ 
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Notes and News 


MANTOUX TESTING FOR NURSES : 


Circular 33/44, issued to tuberculosis authorities by 
the Ministry of Health, describes procedure for the 
submission, and if necessary direction, of nurses and 
domestics to work in tuberculosis institutions. In 
addition to excellent arrangements for the routine 
examination (including chest X ray) of candidates pro- 
posed’ for such work, it ts suggested that “a Mantoux 
test (or a similar tuberculin test) should be included.”’ 
Having made this suggestion the Ministry tactfully 
withdraws, mentioning tuberculin tests no more. 
Although, if the suggestion is followed, tuberculin- 
testing will be done on a much wider scale than before, 
‘and in some cases by persons who have never previously 
carried out such tests, no indications are given regarding 
the standards of testing to be adopted. The phrase 
“or a similar tuberculin test’’ is not explained. Fat 
more important, no guidance is given regarding pro- 
cedure on the results of the test. If it is proposed nor 
to exclude tuberculin-negative persons from such work 
—and in our present ignorance it is perhaps reasonable 
not to exclude them—what. action is to be taken on the 
results of the test? The Ministry lays down require- 
ments for the periodic examination of all members of 
the nursing and domestic staff of each tuberculosis 
institution, ,this examination including six-monthly 
X-ray and weight records. It is not suggested however 
that such examinations should include, for persons 
found to be tuberculin-negative, tuberculin tests repeated 
at regular intervals until a positive result—i.e., until 
infection has occurred. Yet only this procedure to 
detect tuberculous infection can justify the preliminary 
test, if tuberculin-negative persons are not to be excluded. 
Such a procedure would naturally be followed by special 
supervision of those known to have been infected. The 
Minister’s suggestion as it stands will serve to perplex 
rather than to guide. 


Royal College of Physicians of London 


On Tuesday and Thursday, April 18 and 20, at 4.30 Pm, 


Dr. Hugh Stannus will deliver the Lumleian lectures at the 
college, Pall Mall East, S.W.1. His subject is to be some 
problems in riboflavin and allied deficiencies. 


Postgraduate Lectures in Edinburgh 

A series of Honyman Gillespie lectures, open to graduates 
and senior students, is to be held at Edinburgh Royal Infirm- 
ary at 4.30 pm on Thursdays: Dr. J. J. R. Duthie will speak 
on rehabilitation in the army (April 13); Mr. E. Stedman, 
PHD, FRS, on the chemistry of the cell nucleus (May 4) ; 
Mr. I. Lawson Dick on the management of multiple injuries 
(May 18); Mr. W. A. D. Adamson on. cartilage injuries in 
miners (June 1); Prof. J. H. Gaddum on the administration 
of drugs (June 8) ; and Mr. R. Leslie Stewart on the manage- 
ment of the prostate case (June 15). 


Chadwick Trust 

Mr. W. H. Hobday, FRIBA, will deliver the Bossom lecture 
on Tuesday, April 4, at 2.30 pm, at 26, Portland Place, 
London, W.1. His subject is to be sanitary science and the 
replanning and rebuilding of large cities. 


The Northern Ireland government has decided to set up 
a ministry of health as recommended by a Select Committee, 
whose report was published some time ago. 


. Mr. W. McApam ECCLEs will take the chair at 4.30 pm, on 
Wednesday, April 5, at a meeting to which all the medical 
practitioners in St. Marylebone have been invited to discuss 
by question and answer the implications of the white-paper 
on a national health service. Flight-Lieutenant W. W. 
Wakefield, MP for Swindon, and prospective candidate for 
Marylebone, will be present. The meeting is to be held at 26, 
Portland Place, W.1. 


The DENTISTS REGISTER for 1944 contains 15,404 names, 
being 212 more than a twelvemonth earlier, but there were 
only 327 new names, 20% below the average increment for 
the previous five years. _Deaths numbered 193, almost 
balanced by 189 restorations after compliance with registra- 
tion rules. The foreign section of the list contains 176 names, 
only 6 of which have been added since 1939: (Corrected 
notice.) l 


é 


Royal Society of Medicine 


On Wednesday, April 5, at 2.30 pm at the section of history 
of medicine, Sir Walter Langdon-Brown and Prof. Sidney 
Chapman, FRS, will read papers on William Gilbert (1544- 
1603). The sections of surgery and anesthetics are holding a 
joint meeting at 4.30 pm on the same day to discuss anzesthesia 
and analgesia in abdominal operations. The opening speakers 
will be Surgeon Rear-Admiral G. Gordon-Taylor, Mr. Norman 
Lake, Dr. Francis Evans and Dr. A. H. L. Baker. On April 6. 
at 4.30 pM, at the section of neurology, Dr. J. St. C. Elkington 
will speak on the prognosis of peripheral nerve injury, Mr. 
J. Z. Young on the efiect of delay on the success of nerve 
suture, and Prof. J. R. Learmonth on the exploration and. 
re-exploration of injured nerves. 


Royal College of Surgeons of England 


The following lectures will be given at the college, Lincoln’s 
Inn Fields, W.C.2, at.4 pm during April: 


Thomas Vicary lecture—Mr. J. Johnston Abraham, the ear! 
history of syphilis (April 13). mie 


Hunterian lectures.—Mr. W. Stirk Adams, acute otitis media in 
children_and its response to sulphonamide therapy (April 12): 
Mr. St. J. D. Buxton, gunshot wounds of the knee-joint (April 14); 
Prof. A. B. Appleton, the bronchial tree and its variation (April 17) ; 
the pulmonary and bronchial vessels (April 19) ; Surgeon Comman- 
der J. B. Oldham, coccygeal (pilonidal) sinus (April 24); Dr. J.F. 
Brailsford, plasticity of bone (April 26) and Mr. T. Holmes Sellors. 


constrictive pericarditis (April 28). 
Medical Casualties 
The following medical casualties have been announced : 
Died.—Squadron-Leader Hugh Ferguson Davidson Whitelaw, 
LRCPR, RAFVR. = 
Missing, presumed killed.—Surgeon Lieutenant M. C. Cross, 
MB CAMB., RNVR, HMS Clacton. - 3 
Prisoners of War.—Captain M. H. Churchill, MRCS, RAMC $ Lieu- 
tenant A. L. Dunlop, RamMc; Captain J. Hendry, RAMC; Captain 
Patrick Macarthur, MB GLASG., RAMO; Captain G. K. Marshall, 
MRCS, RAMO; Captain M. F. Smith, LMssa, RAMC; Lieutenant 
R. L. G. Dawson, MRCS, RAMC. ` : 


Wounded.—Wing-Commander T. D. L. Bolan, LRCPE, RAF, and 
Wing-Commander C. R. Jenkins. ge 


Medical Honours | i 


The following awards have been made to“RAMC officers 
in recognition of gallant and distinguished seryicés : š es 
CBE.—Colonel A. A. Eagger, OBE, MB ABERD, ti. 

OBE.—Colonel Charles Donald, FRcs; Major E. A. Jack, Frcs; 
Lieut.-Colonel Pierce Lloyd-Williams, MRCS, Lbs; Lieut.-Colonel F. 
O’Driscoll, MB NUI; Lieut.-Colonel H. L. W. Sixsmith, MBE, 
LMSSA ; and Lieut.-Colonel W. L. Spencer Cox, MC, MRCS. -° 

MBE.—Major Reginald Bolton, MRCP; Major A. S. Goddard, 
MM; Captain H. K. Lucas, MB LPOOL ; and Major L. F. W. Salmon, 
MB LOND. 

MC.—Captain Andrew Noble, MB ABERD.; Captain D. G., 
Sheffield, MB LOND. ; Captain J. A. L. Naughton, MBEDIN.: and 
Captain E. T. McCartney, FRCSI. _ : 
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INFECTIOUS DISEASE IN ENGLAND AND WALES 
=f WEEK ENDED MARCH 18 


Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, 3 (2 in Finch-. 
ley, 1 in Ruislip Northwood); scarlet fever, 23965 ; 
whooping-cough, 2026 ; diphtheria, 685; paratyphoid, 
5; typhoid, 6; measles (excluding rubella), 2226; 


` Pneumonia (primary or influenzal), 1284; puerperal 


pyrexia, 166 ; cerebrospinal fever, 87 ; poliomyelitis, 6 ; 
polio-encephalitis, 0; encephalitis lethargica, 4; dysen- 
tery, 269; ophthalmia neonatorum, 85. No case of 
ee die plague or typhus fever was notified during the 
week. 7 . 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 15 was 1885. During the 
previous week the following cases were admitted: scarlet fever, 
136; diphtheria, 34; measles, 78 ; whooping-cough, 70. 

Deaths.— In 126 great towns there were 1 (0) death from 
an enteric fever, 2 (0) from scarlet fever, 3 (1) from measles, 
7 (1) from whooping-cough, 10 (1) from diphtheria, 
52 (14) from diarrhoea and-enteritis under two years, and 
51 (7) from influenza. The figures in parentheses are 
those for London itself. 


Bradford reported the fatal case of enteric fever. Birmingham 
had 5 deaths from diarrhoea and 5 from influenza. 


The number of stillbirths notified during the week was 
216 (corresponding to a rate of 29 per thousand total 
births). including 31 in London. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export, 
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Necrosis of the liver, by its association with many 
fatal illnesses, has long attracted the attention of clinicians 
and pathologists. Despite this, our knowledge of the 
subject is still very incomplete. Hepatic necroses have 


been. classified on the basis of morbid anatomy, an. 


association with poisoning has been established for some, 
an infective origin has been established for a few; but 


the majority of lesions are as yet unexplained. Recently, 


however, a new fact has been discovered which throws 
light on the whole problem. Cirrhosis of the liver has 
been experimentally produced by abnormal diets5 10 21 34 48 
and it was observed that a proportion of animals taking 
such diets develop, inconstantly and irregularly, hepatic 
necrosis. At the time it was generally assumed that this 
necrosis was but a transient stage in the sequence leading 


to cirrhosis, but lately we have been able to show that 


the two conditions are entirely distinct. 

- We find that rats given a low-protein diet develop 
massive hepatic necrosis.? Neither the carbohydrate, 
fat, vitamin, mineral nor choline content of the diet exert 
more than, at most, a modifying influence’; the deter- 


ing factor is the amount of protein eaten daily, and, 


to this the incidence, severity and speed of development 
of the lesion in any group of animals is related. This 


relationship is so definite that it is possible not only to 
construct diets which will cause necrosis in 100% of the - 


animals but also, by varying the protein content of the 
diets, to vary the speed of development and the severity 
of the lesion. But the quality, as well as the guantity, 
of protein is also of importance, casein even in small 
amounts protecting against the lesion while yeast protein 
even in liberal amounts fails to protect. This suggests 
that the protective factor is a component of protein 
rather than an intact protein molecule. Acting on this 
hypothesis we tested the protective power of various 
amino-acids and found that complete protection is given 
by methionine 7*—an amino-acid in which casein is 
particularly rich. Our conclusion from these results is 
that dietetic hepatic necrosis is a deficiency disease 


caused by deficiency of a component of protein and 


prevented by a istration of methionine. 

Massive hepatic necrosis is always followed by scarring 
and, in those animals which survive for any length of 
time, by nodular hyperplasia. This latter lesion may 
sometimes resemble portal cirrhosis and this resemblance 
has proved confusing. True portal cirrhosis’ can be 
pecruect in rats by other dietetic means, but its xtio- 

ogical, pathological and clinical features are quite 
distinct from those of nodular hyperplasia. Dietetic 
portal cirrhosis is. produced by -diets which cause heavy 
fatty infiltration of the liver, whether this is due to an 
excess of dietary fat or a deficiency of lipotropic factors. 
It commences as a fine, uniform fibrosis throughout the 
organ, which first circumscribes and then later invades 
the lobules. Provided the amount of dietary protein is 
sufficient the lesion develops without necrosis. The 
absence of necrosis, the uniform distribution and the 


gradual development are conspicuous differences from. 
Clinically the differences are equally ` 
, marked; massive necrosis manifests ‘itself as an acute. 


massive necrosis. 


illness, dietetic portal cirrhosis as a gradual deterioration 
of health extending over many months.?5 
This experimental work on animals appears now to 
have reached the stage at which its application to disease 
in man can,be discussed. We realise, of course, that 
inferences ‘drawn in such a discussion must be largely 
conjectural ; nevertheless we believe they may be useful. 


In this paper, therefore, we propose to compare necroses , 


inman, | 
‘Experimental necrosis of the liver can be produced in 
. two ways—by certain poisons of chemical or vital origin, 
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, of the liver in experimental animals with similar conditions 
' i 2 ' : 


\ 


deficient diet, all are 


or by lack of a nutritive factor contained in protein. 

When it becomes possible to discuss necrosis in terms of 
intracellular chemistry the distinction between these two 
kinds of necrosis may disappear; in the meantime, how- 
ever, it appears useful to distinguish them by special terms. 
The term ‘‘ toxic necrosis ” is generally used to describe all 
types of necrosis associated with exposure to poisons; it is 
not limited to those produced by the direct action of a- 
poison on the liver cells. We require a term with the latter 
restricted meaning and we propose the term “ toxipathic.”’ 
A. term is also required to distinguish necrosis due to 
deficiency of a nutritive factor. This term should not 
imply that the state of deficiency can enly be produced 
by dietary means. We therefofe suggest the term 
“ trophopathic.” Lastly, following modern usage, we 


` shall use the term ‘hepatitis ’’‘to include all stages of 


the lesion from necrosis to healing by fibrosis. 


Experimental Toxipathic and Trophopathic Hepatitis 
| | in Rats 


EXPERIMEN TAL’ TOXIPATHIC HEPATITIS i 


This lesion can be produced by a variety of chemicals 
and bacterial toxins. The general pattern of the illness 
is similar in all. After giving to rats a single dose of a 
chemical poison, such as carbon tetrachloride, chloroform 
or phosphorus, or of a bacterial poison, such as the 
endotoxin of B. proteus, illness appears within a few 
bours. All the animals are affected and at about the 
same time. The illness is at its height 24—48 hours after 
the poison has been given, and if the animal survives this 
period recovery is complete in one or two weeks. Twenty- . 
four hours after administration of the poison the liver 
shows macroscopically a general- exaggeration of the 
lobular pattern, and microscopically a zonal necrosis 
involving every lobule throughout the organ. The 
position of the zonal necrosis within the lobule varies. 
with different poisons. After’ chloroform or carbon 
tetrachloride the zonal necrosis is centrilobular; after 
phosphorus or the endotoxin of B. proteus it is periportal 
in distribution. During the next. two or three days the 
dead cellis are removed, and thereafter the liver returns 
progressively to normal so that at the end of a fortnight. 
no trace of liver damage remains.” With repeated doses: 
of poison, however, permanent liver damage may be: 
produced. . When doses of carbon tetrachloride, greater. 
than the minimal toxic dose, are given at short intervals 
& typical portal cirrhosis eventually develops throughout 
the organ.” . A similar widespread fibrosis occurs after 
repeated doses of phosphorus *° but this is said to differ 
in certain respects from a true portal cirrhosis.“ | 


EXPERIMENTAL TROPHOPATHIC HEPATITIS | 


The occurrence, severity and spread of development of 
trophopathic hepatitis in rats is een by the degree 
to which the diet is deficient in protein. With marked 
deficiency the lesion appears relatively early and involves | 
the whole organ, and all animals are affected; with 
slighter deficiency it appears later, involves only the left 
lobes, and affects only a proportion of the animals in the 
group. 4.3 ; avs à 

There is always a latent period of several weeks before 
rats tàking the offending diet become ill. Then suddenly 
the illness appears, and, in the case of rats on the most 
dead within one or two weeks. 
Animals severely affected die, often with convulsions, 
within a few hours; less severe cases may linger on for 
several days. With less deficient diets the illness may 
not be fatal. Rats which have undergone only,a mild 
attack may, after a week or two, recover normal activity 
and appetite. They do not, however, recover the weight 
they have lost, and if they continue to receive the 
deficient diet they may at any time be stricken down by 
another acute, and perhaps this tine fatal, illness. If 
the original attack was more severe the animals remain - 
grossly underweight, their coat becomes thin and rough, 
and in a few weeks they develop jaundice, ascites and 
œdema. ~ i 

Before the onset of clinical signs of illness the liver 
appears normal ; afterwards necroses are present, The 
necrotic liver in its early stages resembles macroscopically 
“acute yellow atrophy,” later ‘‘ subacute red atrophy,” 
and finally nodular hyperplasia. Microscopically the 
resemblance is equally close. In the early stages large 


P 


a 
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areas of coagulative necrosis alternate with areas of intact 
liver cells; later, in the red areas, the necrotic cells have 
been removed and their place taken by dilated sinusoids ; 
while finally broad scars, containing nodules of regenerat- 
ing parenchymal cells, separate areas of normal liver 
tissue,?° Oo 

_ The lesions are of exactly the same type, and pass 
through the same changes, whether they affect the whole 
organ or are limited to the left lobes. The partial lesion 
is, however, of particular significance. By its limitation 
to those parts of the liver supplied by the left branch of 
the portal vein it reveals that a humoral factor enters 
into the production of trophopathic necrosis. The blood 
which passes up the left branch of the portal vein comes 
mainly from the epee and large intestine ; that passing 
up the right branch main]y from the small intestine. We 
have suggested that the reason why the right lobes of the 
liver escape in partial trophopathic necrosis is because 
they receive blood which is rich in the products of protein 
digestion, whilst the left lobes develop necrosis because 
they receive blood which is poor in such products.?° 24 


COMPARISON OF EXPERIMENTAL TOXIPATHIC AND 
TROPHOPATHIC HEPATITIS 


Comparison of the clinical histories of the two types 
of experimental hepatitis reveals three broad differences. 
First, in all cases of toxipathic hepatitis the condition is 
. associated with the deliberate introduction of an abnormal 
substance produced outside the liver. In experimental 
trophopathic hepatitis, on the other hand, there is no 
introduction of such an extraneous factor; on the 
contrary everything points to the lesion being due to the 
absence of a substance necessary for normal metabolism. 
-= Second, there is a marked difference in the time required 


for the illness to appear. And third, the conditions differ. 


in regard to sequela. Animals surviving a single attack 
.of toxipathic hepatitis recover completely. Complete 
recovery after a single attack of trophopathic hepatitis 
does nat occur, and death, either in the acute attack or 
as a result of its sequels, is the rule. 

However much trophopathic and toxipathic hepatitis 
may differ, they are both, at the onset, acute illnesses of 
sudden development. It is therefore all the more 
striking that the latent period in the two conditions differs 
so greatly. In trophopathic hepatitis the latent period 
is a matter of weeks, during the whole of which the 
animals remain healthy although ` exposed to the 
conditions necessary for the production of the illness. 
In toxipathic hepatitis, on the other hand, the latent 
period is measured in hours. 

These differences are readily explained by the different 
causative mechanisms in the two conditions. In 
trophopathie hepatitis the latent period is the time 
required for the state of deficiency to develop. Naturally 
this varies with the poverty of the diet in protein, the 
success of the individual in obtaining food from the 
common supply, and the stocks of body protein present 
in the animal at the beginning of the experiment. But 
until this state dévelops the internal environment of the 
liver cells is normal; when it has occurred necrosis 
follows and in a few hours illness is manifest. In 
toxipathic hepatitis, however, the appropriate internal 
state is at once created by the introduction of- the 
necrotising agent into the body. Thus the animal with 
toxipathic hepatitis is in a similar position, immediately 
after receiving the poison, to the animal with trophopathic 
hepatitis after several weeks on a deficient diet; and 
in the next few hours the symptoms of acute hepatic 
necrosis appear in both. 

The pathological features of the two conditions show 
equally striking differences. In the early stages of 
toxipathic hepatitis the necrosis is zonal in type and 
affects every lobule throughout the liver in the same 
fashion and to approximately the same extent. In 
trophopathic hepatitis the necrosis is massive in type, 
the lesions are irregularly distributed, and the extent to 
which the different lobules are involved ranges from 
total death of all parenchymal cells to unscathed survival. 
In toxipathic hepatitis the course depends upon whether 
the attack is single or repeated. If it is single, complete 
restitution to normal takes place; if it is repeated, a 
uniform diffuse fibrosis develops throughout the organ. 
In trophopathic hepatitis scarring of the liver inevitably 
follows even the mildest attack. Such scarring occurs 
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at the sites of previous necroses. and, these being 
irregularly distributed, the final result is that bands of 
maturing fibrous tissue separate areas of normal liver 
tissue in which there is no excessive fibrosis. 

It is thus apparent that toxipathic hepatitis and 
trophopathic hepatitis are two distinct conditions— 
distinct in their causation, their clinical course, their 
pathological appearances and their sequelae. Of these 


. features the pathological are the most characteristic, and 


using these as our guide we can now consider human 
cases of hepatic necrosis. 


Toxipathic and Trophopathic Hepatitis in Man 


TOXIPATHIO HEPATITIS IN MAN 


‘The accounts of human cases of poisoning provide 
numerous examples of toxipathic hepatitis due to 
chemicals. | 

A man aged 22 was admitted to hospital two hours after 
taking rat poison containing phosphorus. Three days later 
jaundice developed and he died six days after taking\the 
poison. At autopsy the liver weighed 1850 g. (normal 
1500 g.) and microscopic examination showed extreme fatty 
changes greatest at the periphery of the lobules.®” 

A girl aged 17 was given chloroform anesthesia. Next 
day she was drowsy, the day after that she was jaundiced. 
and she died three days after the administration of the anss- 
thetic. At autopsy the liver weighed 1800 g. and there was 
necrosis around the central veins of each lobule. 5? 

A child of 53 years was given 1 c.cm. of carbon tetrachloride 
and died 48 hours later. The liver showed centrilobular 
necrosis involving half to two-thirds of each lobule.** 


The above examples are all instances of poisoning by a 
single dose of the particular chemical. The following two 
cases illustrate the effect on man of repeated doses, 

A man aged 50 was under the impression that inhalation 
of chloroform would remove injurious microbes from his air- 
passages. For six months he inhaled small doses of chloro- 
form daily. At the end of that time he developed jaundice 
and was found to have an enlarged liver. Eighteen months 
ah he developed ascites and he died with cirrhosis of the 

ver. 

A man aged 46 had been occupied over eleven years in 
cleaning clothes with a fluid consisting of 55% carbon tetra- 
chloride and 45% naphtha and benzene. At autopsy the liver 
weighed 1135 g., was diffusely fibrous and showed a coarse 
perilobular fibrosis.‘ j l 


It is thus apparent that the clinical and pathological 
features which develop in man after exposure to certain 
chemicals closely resemble those in the experimenta? 
toxipathic necrosis produced by the same poisons in 
animals. There are many illnesses, however, with the 
pathological features of a toxipathic hepatitis, in which 
there is no exposure to a chemical poison. Infective 
hepatitis and certain toxæmias of pregnancy are examples. 

Knowledge of the nature of the hepatic lesion in 
infective hepatitis formerly depended upon a few post- 
mortem examinations of subjects who had died from 
intercurrent illness.!8 54 Recently, however, by using 
the technique of liver puncture, samples of liver have 
been obtained during life.!5 4° It is now established that 
in the acute stages the process is usually a zonal necrosis, 
and that with clinical recovery complete restitution of 
the liver to normal takes place. Infective hepatitis, 
therefore, has the pathological features of a toxipathic 


‘hepatitis ; and there is nothing in its clinical features 


inconsistent with this suggestion. All the evidence at 
present available goes to show that infective hepatitis is 
produced by an unknown infective agent.® 17 The time 
required for development of the illness after contact with 
an infected person appears to be 3-5 weeks ‘54° and it 
seems justifiable to regard this as the time reqhired for 
the incubation of the infecting agent. At the end of this 
time the liver is affected. But the illness soon subsides. 
Apparently, therefore, the hepatitis is of short duration 


and comparable to that produced by a single dose, rather 


than multiple doses, of a poison. Complete restitution 
to health is accordingly to be expected. ' 

Three types of hepatic lesions have been described as 
occurring in the toxæmias of pregnancy: centrilobular 
necrosis associated with severe pernicious vomiting 1° ; 
peripheral lobular necrosis associated with eclampsia ? ; 
and acute vellow atrophy. Acute yellow atrophy is a 
separate condition and will be discussed later. 


In the. 
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two former, however, the necrosis is zonal in type and 
widespread in the organ, and it is not followed by 
permanent changes in the liver. It has, therefore, the 
features of a toxipathic hepatitis. - 
There is no need to multiply the instances of toxipathic 
. hepatitis in man. The above examples illustrate its 
features and further indicate that the conception of 
toxipathic hepatitis has a wider intention than simply 
to cover these cases of hepatitis produced by the action 
of a few known chemicals. > 


-. 


FACTORS INFLUENCING THE DEVELOPMENT AND 
SEVERITY OF TOXIPATHIC HEPATITIS 

When adequate doses of toxipathic agents are given to 
animals living under controlled constant conditions, then 
hepatic lesions of approximately the same severity. are 
consistently produced in all. In man, on the other hand, 
there is considerable variation in the response of different 
individuals to particular poisons even when these are 
taken in doses which are known to be adequate. It is 
questionable, however, whether the* incidence of symp- 
toms of liver damage is a reliable ‘indication of the 
incidence of toxipathic hepatitis. 
pathic- hepatitis is a transient condition. Diagnostic 
clinical features, such as jaundice, are uncommon and 


the existence of liver damage may easily be unsuspected 
if animals are not killed to prove its presence. In man 


acute liver damage is rarely suspected unless it is 
sufficiently severe to produce jaundice, and if complete 
recovery from the particular illness is the rule, then many 
‘* subclinical ” cases may be overlooked. It is therefore 
quite possible that liver damage after exposure to 
toxipathic agents may be far commoner than is realised, 
and that the discrepancy between clinical and experi- 
mental observations regarding the incidence of hepatic 
lesions may be less than was thought. But it cannot be 
denied that there are great variations in individual 
susceptibility and in the severity of manifest cases of 
toxipathic hepatitis, and these require consideration. 

- It has been known since 1914 that the susceptibility 
. of dogs to carbon tetrachloride increases with the amount 
of fat in the liver. More recently it has been shown 
that protein depletion renders dogs more susceptible to 
chloroform poisoning and that if this depletion is 
remedied the susceptibility returns to normal.§* 


neoarsphenamine, severe damage occurring when the 
animals are on a low-protein high-fat diet.*® This latter 
observation is of particular interest because animals on a 
normal diet are so insusceptible to this drug that many 
times the usual clinical dose is required to produce even 
minimal lesions.*2 In human subjects no certain 
evidence of the influence of nutrition on the susceptibility 
of the liver to injury has yet been produced, but there 
is no reason to doubt that it may play its part. It 
‘should be noted, however, that in all the animal experi- 
ments diet has not changed the type of liver damage, but 
simply its severity ; the lesion still has the features.of a 
toxipathic hepatitis. | | . 

The findings in hepatitis associated with treatment by 
the organic arsenical drugs raise the possibility of a 
further factor which influences both the severity and the 
incidence of this kind of hepatitis.. The liver lesion in 
patients treated with these drugs may be either zonal 
necrosis 74 15 or a massive necrosis. ith the latter we 
are not’ here concerned. The hepatitis with zonal 
necrosis is common, 
complete. The one feature in which it differs from a 
typical toxipathic hepatitis, and from the experimental 
hepatitis produced in animals by arspbenamine, is that 
its development is often delayed until three or four 
months after treatment. has begun. The following 
considerations may throw light on this point. The 
incidence of jaundice in a venereal disease clinic does not 
remain constant, as would be expected if its sole cause 
were the drug administered, but varies in epidemic form. 
This variation has been related to the incidence of 
infective hepatitis in the neighbourhood of the clinic,’* 51 54 
but it has been noted that the incidence in the clinic 
patients is higher than in the ordinary population.*¢ 
These observations could be explained by the cumulative 
effect of two relatively weak toxipathic factors, the drug 
and the infective agent of infective hepatitis.* On 
occasion each alone can produce a toxipathic hepatitis ; 


Experimental toxi- - 


Diet 
also influences the degree of liver damage produced by 


and recovery from it is usually . 
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together they produce it more frequently and with more . 
severity. | i C 
| i Trophopathic Hepatitis in Man : 

TROPHOPATHIC HEPATITIS DUE TO DIETARY DEFICIENCY 


No certain evidence of the occurrence of massive 
hepatic necrosis due to a deficient diet has yet been 
produced. But the following evidence is suggestive. — 

It is generally agreed that it may be difficult to 
distinguish pathologically, in the later stages, a liver 
showing portal cirrhosis from one which has been the seat 
of generalised massive necrosis and has developed equally © 
generalised nodular hyperplasia. Now it has long been 
known that a type of “ cirrhosis of the liver ”’ is common 
amongst the poor natives of the Punjab *7 2% 2% and of | 
the Rand,}® and no satisfactory explanation for this has 
been found. Hughes in a detailed study has excluded - 
many factors, among which was alcohol. He has . 
associated the lesion with a severe jaundice which occurs 
in seasons when malaria is rife, although his attempts to 
show that the lesion was due to malaria all failed.** 
Patients dying from this jaundice show ‘‘ extensive 
necrosis of the liver.” 7 

Recently Gillman ?* has confirmed the prevalence of 
cirrhosis of the liver in the Rand and has investigated 
the effect of feeding rats on the diet habitually eaten by 
the affected natives. He found that the rats developed 
a “nodular cirrhosis ” of the liver, usually confined to 
the left lobes: The diet he used and the diet habitually 
eaten by the poor Indian natives 3°27 both have a very 
low protein content. -From our experience in producing 


' dietetic injury of the liver we have no hesitation in saying 


that the partial cirrhosis he produced is not a- true 
cirrhosis in the sense of portal cirrhosis, for dietetic portal 


_ cirrhosis is a diffuse lesion involving the whole organ. 


The partial lesion is a nodular hyperplasia following a 
partial massive necrosis of the liver, a condition which 
can readily be produced by a low-protein diet. , It is thus 


possible that the ‘‘ cirrhosis of the liver ” found among 


the poor in the Punjab and in the Rand is in fact the final 


stage of a trophopathic hepatitis due to a dietary 
deficiency of protein—a condition which, when fully. 
developed, may closely resemble true portal cirrhosis. 
‘MASSIVE HEPATIO NECROSIS AS A COMPLICATION OF ` 
OTHER ILLNESSES | 


The clinical records of massive hepatic necrosis show 
that as a rule it complicates another illness, and it is 
uncertain whether it ever arises as oh agent) illness. 
Also the illnesses which are occasionally complicated 
by massive necrosis are usually themselves capable of 
causing a toxipathic hepatitis. It is thus necessary to 
consider not only the factors which may cause massive 
hepatic necrosis .but also the relationship of toxipathic 
hepatitis to this condition. r: ; 
~ Poisons.—Exposure to trinitrotoluene 5° and cincho- 
phen ?3 is well knows to be followed in a proportion of 
cases by massive hepatic necrosis, and a residual scarring 


. has been noted in the survivors.. The following case- 


histories show the main features of these types of 
hepatitis. a 

A boy aged 16 was employed melting TNT from May 28 
to the end of June, 1916, when he was discharged and returned ` 
to live on a farm. On August .28 he started to vomit, on 
Sept. 1 he was jaundiced, and on Sept. 9 he died. At autopsy 
the liver weighed 550 g. and showed changes typical of acute 
yellow atrophy. 5? va ud ; 
A woman aged 30 was admitted. with signs of ascites ten 
years after an attack of jaundice whilst working with TNT. 
At autopsy the liver was fibrosed and in places showed signs 
of subacute necrosis. 5? We 

A woman aged 54 complained of vomiting, œædema afd 
jaundice. Seven weeks previously her doctor prescribed 
cinchophen and she had taken this substance in therapeutic 
amounts for 5} weeks. Jaundice developed ten days after 
taking the last dose. On admission the case presented all the 
features of “ acute yellow atrophy.” She died a month later — 
and massive necrosis of the liver was found. | 

The most remarkable common feature of the above 
clinical histories is the length of the ET ite between 
the first exposure to the poison and the development of 
the symptoms of liver disease. This is very different 


from the history in cases of toxipathic hepatitis due to 


\ 
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‘such chemicals as phosphorus, chloroform and carbon 
tetrachloride, in which symptoms follow exposure within 
a few hours., There are, on the other hand, striking points 
of similarity to experimental trophopathic hepatitis— 


_ the identity of the pathological findings ; the long latent 


period before the illness develops and during which 
‘exposure continues ; the fact that only a small minofity 
of the population at risk contract the illness; and the 
.development of nodular hyperplasia in the survivors. 

The question now arises as to whether massive necrosis 
due to these poisons can be referred to impaired nutrition 
of the liver cells. . 

There is no direct evidence on this point in human 
cases; but there is suggestive experimental evidence. 
.Neither of the poisons produces massive hepatic necrosis 
when injected into animals living under ordinary 
conditions. In the case of TNT however, typical 
massive necrosis has been produced under special 
experimental conditions.?4 A high-fat low-protein. diet, 
,containing just enough protein to prevent dietetic 
necrosis of the liver, is first given to the animals for 
several weeks.. Then TNT is administered and massive 


necrosis appears after a latent period of one or two weeks. 
‘In explaining this effect three observations are pertinent. 


1. The severity of the lesion, and the certainty with which 
it could be produced, increased with the length of time for 
which the animal had been taking the protein-deficient diet 
before TNT was given. i 

2. TNT raises the metabolic rate and thus increases the 
requirements for protein. es 

3. It is known that. one-isomer of TNT combines with 


’ amino-acids.? 8 
The first of these factors tends to deplete the body of- 


protein ; the others to incréase the protein requirement. 
Thus the combined influence of the three will speedily 
produce a severe state of protein deficiency and in this 
way may easily precipitate a trophopathic hepatitis. 
Similar factors may well influence the development of 
massive necrosis in other conditions—e.g., in thyro- 
toxicosis, after taking dinitrophenol, and in selenium 


_ poisoning. 


Infections and Pregnancy.—Turning now to the massive 
hepatic necrosis which may supervene during an infectious 


illness, that associated with infective hepatitis can be 


taken as anexample. This association was first pointed 
out by Cockayne in a masterly article published in 1912 11 


and subsequent experience, espegially in the field of 


epidemiology, has amply co ed his observation that 


` the death-rate from massive necrosis increases when 


infective hepatitis is epidemic.‘ 121% 40 The question 
thus arises, is the massive necrosis which is seen with 
increasing frequency during. an epidemic of infective 
hepatitis simply due to an accentuation of the process 
which usually produces a transient zonal necrosis? Or 
is it a separate and distinct condition which supervenes 
on the more benign infective hepatitis ? Two observa- 
tions are suggestive in this connexion. - 
The first is developed at length by Cockayne.!! He 


drew attention to many reports which indicated that ' 


pregnancy affected the course of infective hepatitis. 
Thus Ballot ! recorded an epidemic in St. Pierre, in the 


_island of Martinique, in which eight pregnant women 


were attacked. Seven of these aborted a fortnight after 
the -onset of jaundice and all died with symptoms of 
actére grave within 3-38 hours of delivery. Bardinet ? 
records an epidemic in Limoges in which all the cases 
were mild save those occurring in pregnant women. 
Several of these died from ictére grave. Hardie ?? 
mentions the case of a young boy who developed and 
then recovered from mild infective hepatitis. His sister, 
who was pregnant, later developed jaundice and died of 
acute yellow atrophy. ' Hayward °? records an opposite 
sequence, in which -a pregnant woman died of acute 
yellow atrophy and ten days later her husband developed 
a mild attack of infective hepatitis. When one considers 
the preference the fœtus enjoys in the matter of food- 
supplies available for both mother and child, one can 
hardly fail to entertain the possibility that the develop 
ment of massive necrosis in the mother’s liver:may be 
‘influenced by the diversion of essential nutriments to 
the foetus. l 

The second observation is that before the first World 
War massive necrosis of the liver was a rarity in Central 


‘Europe. 


anorexia an 


‘impedes the circulation. 


‘the right. 
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During that war and for some years afterwards 
its frequency astonished experienced clinicians. The 
n clinicians strongly put forward the view that 

this increased incidence was related primarily to the 
general malnutrition of the people ** 55 and not simply 
to the prevalence of infective hepatitis. ; 
The incidence of massive necrosis is greater among 
females than males. This is largely due to the number 
of cases in pregnant women °°; thus of 164 cases in 
women 66 were in ẹæpatients who were either pregnant 


or suckling.®® The predisposition of pregnant women to 


develop deficiency states is well recognised and it is 
attributed to a natural provision by which the nutritional 
demands of the fcetus are satisfied even at the expense 
of the mother’s health. If in addition the maternal 
diet is faulty, or absorption of food is curtailed by 
vomiting, development of a deficiency 
disease may be inevitable. The occurrence of a tropho- 
pathic hepatitis in pregnant women can be explained in 
this way, as also can the observation that the infants in 
such cases do no themselves show massive hepatic. 
necrosis, . E 

A Common Factor ?—In the foregoing examples of 
massive hepatic necrosis occurring in human subjects we 
have considered the lesion occurring in association with 
poisoning, with an infectious illness and with the toxsemia 
of pregnancy. It is difficult to believe that three such 
diverse groups of illness ‘could lead to the production of 
a common toxin which, acting on the liver, would produce 
massive necrosis. But in each case there are indications 


of interference with nutrition and, although the evidence 


does not permit the statement that the massive necrosis 
observed is entirely due to that interference, it can at 
least be said that each of these illnesses has one-point in 
common: each produces conditions conducive to the 
development of trophopathic hepatitis. 


RELATIONSHIP OF TROPHOPATHIC TO TOXIPATHIOC 
HEPATITIS 


- It is evident that, in man, massive hepatic necrosis 
usually arises in the. course of an illness which itself is 
caused by an agent capable of producing liver damage 
of a toxipathic type. What then is the relationship 
between toxipathic hepatitis and massive hepatic 
necrosis and is it such.as to invalidate the conception 
that massive hepatic necrosis is trophopathic ? The mas- 
sive hepatic necrosis in human subjects often affects the 
left lobes of the liver more heavily than the se 60 53'a 
A similar predilection is shown by experimental tropho- 
pathic’ necrosis. This we have attributed to the left 
lobes of the liver receiving blood poor in the protective 
factor. But it is clear that a deficient supply of this 
factor to the liver can arise in other ways. Restriction 
of the circulation through the liver would produce the 
same result, even if the blood contained normal amounts 
of protective factor, and the site of such restriction 
would govern the distribution of- the necrotic process. 
One of the most constant features of livers which are 
the seat of toxipathic necrosis is that they are enlarged 
and swollen. That this indicates increased tensions 
within Glisson’s capsule can readily be seen at autopsy ; 
on slicing into the liver, the cut surface bulges over the 
capsule. In such cases the circulation through the liver 
must be impeded. The course of events in such circum- 
stances depends upon three factors: (1) the amount of 
protective factor circulating in the blood; (2) the 
degree of circulatory restriction; and (3) the duration 
of the latter. If the amount of circulating protective 
factor is large, then massive necrosis will not supervene 
and the case follows the lines of an ordinary toxipathic 
hepatitis ; if the amount is low, a generalised massive 
necrosis results ; if the amount is intermediate, massive 
necrosis supervenes only in those areas where the circula- 


‘tion is most impeded.. But even in health the left 


vascular territory is exposed to a lower concentration 
of protective factor than the right, and this discrepancy 
is necessarily exaggerated when swelling of the liver cells 
The result is that massive 
necrosis tends to develop in the left lobe more: than in 
The degree of circulatory restriction is of 
importance because it determines the speed with which 
the deficiency state develops. With sudden and complete 
arrest of the intralobular circulation death is rapid ; 
and we should term the resulting necrosis an infarct, 
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With lesser degrees of restriction the supervention of | 


massive necrosis will depend on the other two factors : 
the amount of protective factor in the bloed and the 
duration of the circulatory restriction. 

It is clear that by curtailing the blood-supply a state 
of déficiency can be induced more rapidly than by 


. depleting the protein reserves of the body by means of 


a protein-deficient diet. This explains why massive 
hepatic necrosis takes several weeks to develop in 
(dietary experiments, whereas it may develop within a 
few days in toxipathic hepatitis. 

It is possible that circulatory factors may determine 
the appearance of necrosis, not only in broad vascular 
territories but also within the individual lobule. 


Retardation of the intralobular circulation, whether this. 


is brought about by swelling of the parenchymal cells or 
by obstruction ,of the blood-flow into or .out of the 
lobule, will result in the centrilobular cells receiving blood 
which has largely been depleted of its nutritional elements 
hy the peripheral cells. <A’ centrilobular trophopathic 
necrosis may thus ke brought about. This might well 
explain, the central necrosis in the nutmeg liver of cardiac 
failure,* those cases of toxipathic hepatitis showing 
both periportal and centrilobular lesions,!* 15 and the 
effects of protein depletion in exaggerating, and protein 
administration in mitigating, the zonal necrosis produced 
by certain toxipathic agents.** °° The anatomical form of 
a necrosis arising from deficiency of an essential nutrient 
may thus indicate the degree of that deficiency—severe 
deficiency, however brought about, causing the death of 
‘cells throughout the lobule, while mild deficiency affects 
only those cells round the central vein. The sequelæ would, 
of course, differ according to the form of the necrosis.’ ê 
Massive necrosis is always followed by scarring at the site 
of the lesion: zonal necrosis, if transient, by recovery ; 


if prolonged, by diffuse fibrosis. 


The ultimate and characteristic expression of nutri- 
tional deficiency in the liver in man is, howeyer, massive 
necrosis. Its occurrence as a complication of the toxi- 
pathic hepatitis which normally occurs in infective 
hepatitis, neoarsphenamine jaundice, and chloroform 
poisoning, is explained on the above lines. Thus, what- 
ever the nature of the primary illness, this màssive 
hepatic necrosis is to be regarded as a conditioned 
deficiency disease. As such itis a trophopathic hepatitis, 
and many cases should therefore be preventable. 


Summary 


1. Two ty es of experimental hepatitis in rats can be 
distinguished : (a) toxipathic hepatitis, due to the direct 
action of noxious substances on the liver cells, and (b) 
trophopathic hepatitis, due to dietary deficiency of a 
component of protein. 

2. Experimental toxipathic hepatitis develops rapidly 
after exposure to the poison. The liver shows a diffuse 
zonal necrosis. In survivors recovery is complete. 


Repeated exposures to the poison, however, produce a - | 


diffuse hepatic fibrosis. 

. 3.°Experimental trophopathic hepatitis 
only after a long latent period. The liver shows massive 
necrosis which always leads to post-necrotic scamng and, 
in-severe cases, to nodular hyperplasia. 

4, In man the hepatitis following exposure to ‘such 
poisons as chloroform, phosphorus and carbon tetra- 
chloride has the features characteristic of toxipathic hepa- 
titis. The zonal hepatitis seen in eclampsia and infective 


_ hepatitis, and after treatment with the organic arsenical 


pre arations, also appears to be ofthis type. Association 
wo or more weak toxipathic agents may\ produce a 
high incidence of severe hepatitis. 

5. In man massive hepatic necrosis, and its sequel 
nodular hyperplasia, may be attributed to a trophopathic 
hepatitis. There is suggestive evidence that this can 
arise asthe direct result of a dietary deficiency. But most 
commonly it develops as a complication of a.preeeding.ill- 
ness and itis then to be regarded asa conditioned deficiency 
disease distinct and separate from the illness which it 
complicates. 

6. Restriction of the intrahepatic circulation is an 
important predisposing cause of trophopathic hepatitis 
in man. It most commonly results from the swelling of 
liver cells previously injured by a toxipathie agent. 
Pregnancy, vomiting and anorexia contribute to the 
development of a trophopathic hepatitis by capac: the 
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amount of protective nutriment available to the liver 
célls, An increased metabolic rate may have the same 
effect by increasing the general bodily requirements for 
protein.. It is also/possible that certain poisons, such as 
selenium and TNT, can produce the condition by com- 
bining with components of protein so as to ponder them 
inutilisable: 
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AMERICAN OPINIONS ON MEDICAL CARE.—-A comprehensive 
survey of popular views on medical care and prepayment 
plans in the United States has been carried out by, the 
Opinion Research Corporation, and its findings are reported 
in the New York Times of March 9. Two-thirds ‘of the people 
surveyed think that some easy-payment scheme should be 
devised for settling doctors’ bills. A third approve of the 
federal government providing medical care out of social- 
security taxation, but less than a quarter agree that the 
When 
asked, ‘‘ Have you ever felt that a doctor charged you an 
unreasonable amount for his services?” no less than 77% 
answered “ No,” but 29% said that they have sometimes put 
off going to a doctor because of the cost. Only a quarter of 
all workers in industry were found to be covered by a group- 
prepayment plan. Judging by a sample survey of the 
medical profession, over 90% of doctors disapprove of the 
compulsory provisions of the social-security health-insurance 
Lill now before Congress. i 
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` FLIGHT-LIEUTENANT RAF; ‘LATE ORTHOPEDIO REGISTRAR, 
GENERAL INFIRMARY, LEEDS 


THE treatment of the two following cases illustrates 
important features of ischemia. In the first patient 
traumatic arteriospasm was successfully treated by 
arterial surgery. The second developed an ischsemic 
nerve te lace of the leg. . 


l CASEsREPORTS 
‘Gh 1—A boy of 8 was admitted to hospital at 
9 PM on June 21, 1941. Three hours previously he had 
fallen from a tree on to his right hand. 
There was gross swelling and deformity at the elbow. The 
circulation was normal and there was no nerve lesion. Radio- 
graphy showed a supracondylar fracture of the right humerus 


with backward displacement of the lower fragment (fig 1). The. 


fracture was reduced at once, immobilised in a plaster slab, 
and the limb elevated. Next morning the radial pulse was 
normal, there was no palsy, but check radiography revealed 
redisplacement of the fracture. Immediate manipulation 
under direct X-ray control achieved 100% successful reduction. 

Seven hours after the second manipulation, examination 
revealed an almost imperceptible pulse and a median nerve 
palsy. The fingers were cold and blue but there was no 
contracture. To exclude extrinsid pressure, the plaster slab 
was removed and the limb immobilised in a sling at 120°. 
Elevation was continued. Four hours later there was severe 
pain at the elbow, radiating down the forearm. The elbow 
region was tense and swollen. The fingers of the right hand 
_ were cold, cyanosed and immobile in slight flexion. Passive 
attempts at extension caused severe pain referred up the 
forearm. The radial pulse could not be felt. 

A diagnosis of early Volkmann’s ischemia was made, 
and the antecubital fossa was at once explored through an 
incision along the inner border of the bicipital tendon. The 
flexor muscles were found 'to be swollen, under considerable 
tension, and dark blue. Blood-clots and several small bone 
fragments, lying among torn brachialis anticus, were angu- 
lating and compressing the brachial artery from behind. 
The veins were not compressed.: The brachial artery was 
white, contracted and non-pulsatile, from a point about 2 in. 
above the elbow to the first few inches of the radial and ulnar 
arteries, Pulsation was present in the brachial artery 
proximal to the fracture. Median and ulnar nerves appeared 
normal.. 


“The clots and bone fragments were removed ; the arteries 


and median nerve were mobilised. As this failed to improve 
the circulation in the hand immediately, and did not produce 
local pulsation in the arteries, 1% procaine was injected 
into the adventitia of all three arteries, and periarterial 
stripping was then performed on the lower 3 in. of the brachial 
artery. was followed by immediate improvement -in 
the colour of the hand. Pulsation returned to the brachial 
and ulnar arteries, but not to the radial. The deep fascia was 
_ left unsutured, the skin was closed with difficulty, and the 
fracture was then reduced. 

When examined 6 hours. later, the fingers had a healthy 
pink colour and normal mobility, except for the median 


. 
¢ 


Fig. | (case !)—Condition on_admissjon. 


-ments were full except for 


phy, and a few areas 


palsy. The slight con- 
tracture had disappeared. 
The radial pulse returned 
12 hours after operation. 
Check radiography showed 
satisfactory apposition 
‘and alignment of the frac- 
ture. Convalescence was 
uninterrupted, and the 
median palsy had 
tecovered completely by 8 
weeks. Examination 7 
months after operation 
elicited a normal radial 
pulse, full finger move- 
ments, and no contracture. 
Residual wasting of the 
forearm had almost dis- 
appeared with remedial 
exercises. Elbow move- 


20° limitation of extension. 

A biopsy from the fore- 
arm flexors was done a 
year after operation. The 
pathologist reported : 
‘‘ There are areas of normal 
muscle, areas showing a 
moderate degree of atro- 


Fig. 2 (case 2)—Atrophy of the calf muscles. 


showing swelling of the fibres. In the atrophied areas the ' 
fibres are separated by a delicate connective tissue. The 
swollen fibres are paler than normal, and show longitudinal 
splitting into their constituent fibrils. The sarcolemma nuclei 
show no increase or reduction in numbers. There is no 
evidence of infarction, dense fibrosis, or inflammation. The 


vessels appear normal.” f 


CASE 2.—A man of 31 sustained a severe coniminuted 
closed fracture of the middle third of his left tibia and _ 
fibula on Feb, 5, 1941. 


- It was treated in- hospital, by manipulation and unpadded 
plaster, on the day of the accident and again next day. 
Subsequently he had increasing pain in that leg, and the plaster 
was found to be tight. It was therefore bivalved and the 
limb elevated; immobilisation was continued on a back- 
splint. At this stage the leg was grossly swollen and very 
tense in the calf; there were ‘no pressure sores or other 
gross evidence of external pressure, Mobility and circulation 
of the toes were very poor; the posterior tibial artery was 
pulsating only faintly, but the dorsalis pedis was normal. 
The great toe was anzsthetic and showed commencing 
discoloration. Careful expectant treatment avoided gan- 
grene of the foot, and he was eventually discharged in a walk- 
ing plaster with crutches. Exploration of the arteries had 
not been done, nor apparently any operation during the early 
stages to relieve tension. 

When first seen by me on Nov. 20, 1941, he was in good 
general health. He was walking without sticks or plaster, 
but limped badly on his left leg. Examination ‘revealed 
wasting of the whole leg (fig. 2),-but more partioularly of the 
flexor compartment. The calf muscles felt indurated. There 
was atrophy and reaction of degeneration in the intrinsic 
muscles of the foot. All the toes showed gross trophic 
changes; chronic paronychia was also present in the great, 
toe (fig. 3). The ankle presented an equinus deformity of 
20°, with a further 20° range of plantar flexion. Other foot 
movements were three-quarters of the normal range. The 
toes were flexed at the interphalangeal, and hyperextended 
at the metatarso-phalangeal, joints. The circulation in the 
left foot was much impaired; the dorsalis pedis artery was 
just palpable, but no pulsation was felt in the posterior tibial 
artery. All arterial pulses in the right lower extremity were 
normal. There was hyperesthesia on the dorsum and 
sole of the left foot. Knee movements were full and the 
quadriceps satisfactory. Radiography showed a malunited 
fracture of the left tibia and fibula. 

An opportunity for biopsy occurred about 18 months after 
the original injury, and the calf was explored through a small 
incision. The superficial and deep flexors were found to be 
indurated, with diminished vascularity. Arteries and 
nerves in the area of exploration appeared normal. The 
pathologist reported : -‘‘ All the muscle-fibres in this biopsy 
show a severe atrophy which varies much in degree from 
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fibre to fibre. Delicate connective tissue separates the fibres 
from one another. A notable multiplication of sarcolemma 
nuclei is present, some of the nuclei lying within the fibres. 
Except in the most atrophied fibres, cross striations can be 
geen easily. There is -slight thickening of the connective 
tissue septa, but no evidence of massive dense fibrosis. There 
is no evidence in the biopsy of infarction or inflammation. 
The blood-vessels appear normal ” (fig. 4). | ~ 


DISCUSSION 


The details of Volkmann’s ischemic contracture have 
been discussed fully in recent papers. Arterial ob- 
struction has been accepted as the causal lesion. It may 
follow any severe injury to the limb, but usually com- 
plicates a fracture. The papers by Leriche (1928 and 
1935), Garber (1939), Griffiths (1940), and Cohen (1940 
and 1944) review the whole subject. Ischaemia of the 
lower limb has, however, seldom been reported. Cases 
are described by Griffiths (1938), Riche et al. (1939), 
Horwitz (1940), Albert and Mitchell (1943), Highet and 
Holmes (1943). 

An important contribution is the series of 6. cases 
_ described by Parkes (1948a.). In all of these 
ansesthesia and muscle degeneration had followed a 
_too-tight plaster, and Parkes thinks that the tight 
plaster directly interferes with the vascular supply to 
the nerve trunks, thus resulting in’ the degeneration. 
He names this condition “ traumatic ischemia of the 
nerve trunks.” The leg is greatly swollen and tense 
during the initial period; this could produce not only 
paralysis of the main nerve trunks, but also an ischzemic 
contracture of the muscles. The histology of nerve 
ischemia is that of muscle atrophy following paralysis. 
In Volkmann’s contracture there is muscle infarction, 
fully reported by Bristow (1923) and Griffiths (1940). 
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Fig. 3 (case 2)—Trophic changes in toes of left foot. 


These differences are fully described by Watson-Jones 
(1943). According to Parkes (1943b), anæsthesia 
commencing in the great toe and spreading centripetally 
to involve the territories of all the deep nerves of the leg, 
is typical of nerve ischemia; so too is paralysis and 
reaction of degeneration in all the intrinsic muscles of 
the foot, including the extensor digitorum brevis. 
Hyperæsthesia and hyperalgesia may be present after 
a year, because of regeneration of nerve-fibres. There 
is a much delayed response to pin-prick in the areas of 
the sole .where sensation to pin-prick has recovered, 
but that to light touch has not. This Parkes attributes 
to regeneration of ‘slow ” pain fibres, which by virtue 
of their small diameter are more easily able to get through 
the damaged length of nerve ak. 

In the treatment of ischæmia, the need for early 
diagnosis and prompt exploration is accepted. To 
prevent deformity, operation within 12 hours is desirable, 
and within 24 hours essential. The surgical treatment 
aims at incising the deep fascia freely and relieving 
tension. This would normally suffice for nerve ischæmia, 
but in every exploration the operation should proceed 
to thorough inspection and gentle mobilisation of the 
artery. If arteriospasm is present and these measures 
do not restore pulsation locally and peripherally, then 
arteriectomy is indicated; it is particularly necessary 
if there is a localised contusion or laceration of the 
artery, with probable thrombosis. , 

. In case 1 it was probably the second manipulative 
reduction which injured the brachial artery and caused 
the spasm, in spite of the perfect X-ray result. The 
circulatory improvement obtained at operation was 
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Fig. 4 (case 2)—Atrophy of muscle-fibre 


(X 120. 


s, no infarction. 


probably due just as much to the mechanical release of 
the bony obstruotion as to release of the arteriospasm 
by stripping. The fact that the radial artery remained 


‘in spasm for some time after operation suggests that it 


was too vigorously handled durmg the operation. 
In case 2 the absent posterior tibial pulse and 
hypereesthesia of the foot suggest that the lesion is a 
nerve ischemia. This is co ed by the histology, 
which shows muscle atrophy but no infarction (fig. 4)... 


` . , SUMMARY, i 
Two cases of ischæmia following fracture are reported. 
Attention is drawn to ischemic paralysis of nerve 

trunks caused by circulatory obstruction, and to the 
necessity for immediate exploration whenever ischemia 


follows fracture. 


I have to thank Dr. E. Horne of the department of 
pathology, University of Leeds, for reports ; and the librarian / 
of the Royal Society of Medicine for his help. wa 
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Maxine Broop-Firms.—Dr. A. M. Thomas, of Wrexham, 
suggests a modification of the two coverslip technique for mak- 
ing blood-films. A small drop of blood 1-2 mm. in diameter is 
touched on the surface of a clean glass slide about half an inch 
from oneend. This slide is placed face downwards on a second 
slide, so that the drop of blood is sandwiched between the two. 
The drop will spread by capillary action if the slides are clean, 
and it is unnecessary to apply more than light pressure. It is 
more a matter of easing than squeezing the drop between the 
two slides. When the drop has finished spreading, pull the lower 
slide from beneath the upper, in a plane parallel to the surface 
of the slides, exerting gentle even pressure with the upper slide. 
If the under slide is pulled instead of the upper it is far easier 
td exert an even pressure. It is best to rest the lower slide 
on the knee as this gives added stability. If one slide is held 
between the forefinger and ‘thumb of each hand and they 
overlap by their entire length except half an inch at each end, 
they will be easy to manipulate. The blood-film will be 
entirely on the under slide. Dry rapidly in the usual way. 


By this method a very even film is obtained and there is no . 


tendency for the leucocytes to run to the edge. 


‘ 


N 
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' DIAGNOSIS. OF ADRENAL TUMOURS 
ESTIMATION OF 17-KETOSTEROIDS IN URINE 


Nancy H, CALLOW, BAoxrp* A, C. CROOKE, MD CAMB 
DUNN LABORATORY, ASSISTANT TO MEDICAL 
ST. BARTHOLOMEW’S QNIT, THE LONDON 
HOSPITAL, LONDON HOSPITAL | 


A HIGH level of excretion of 17-ketosteroids in the 
urine is recognised as evidence of the presence of a 
secreting tumour of the adrenal cortex (Crooke and 
Callow 1939, Friedgood and Whidden 1939, Talbot et al, 
1940b, Fraser et al. 1941, Patterson et al. 1942). This 
level is not an infallible guide, however, and two cases 
are here reported in which it .was misleading. In a 
woman with basophilism associated with an adrenal 
cortical carcinoma the level was deceptively low, and in 
a girl with virilism without an adrenal tumour it was 


` deceptively high. We also briefly describe 14 other 


basophilism or virilism in which excretion 
Of these, 


cases with 
of 17-ketosteroids was at the expected level. 


- 8 had tumours of the adrenal cortex; in the remaining 


11 adrenal tumours had been suspected but were absent. 

Chemical methods.—The urine extract was prepared 
by the combined hydrolysis and extraction method 
previously described (Callow et al. 1989). 17-ketos- 
teroids were estimated colorimetrically with a Spekker 
photoelectric absorptiometer (Callow et al. 1938). 

Several attempts were made to isolate dehydroiso- 
Two methods were used. 


l. Preparation of the sparingly soluble dehydrozso- 


androsterone benzoate, as described by Crooke and Callow 


(1939). tee , ars. 
2. Precipitation of 3-8-hydroxy steroids with digitonin. 
A boiling solution of digitonin in 90% alcohol is added to 


, the hot alcoholic solution of the crude neutral fraction (4 mg. 


digitonin per mg. of 17-ketosteroids in the extract). After 
standing overnight in the refrigerator, the precipitate is 
filtered off, washed with alcohol and ether, dried and weighed. 
It is decomposed by dissolving in dry pyridine, the digitonin 


` is precipitated by addition of ether, and the filtrate is evap- 


orated under reduced pressure. The. y residue is 
benzoylated as before to characterise the dehydrozso- 
androsterone. 


Neither method is sensitive enough to isolate the small 
quantity of dehydroisoandrosterone in normal urine. 
`. Daily output,—The average output of 17-ketosteroids 


in the urine of normal. adults for 24 hours has been 
stated as :— ; : 


Men Women 
Crooke and Callow (1939) .. .. 99mg. .. 6:4 mg. 
Talbot et al. (1940b) .. .. 15 ,, -» 102 ,, 
Fraser et al. 1941) 13:8 ,, 9:0 ,, 
Patterson et al. (1943) 13:3 ,, 7:4 ,, 


The differences are probably due chiefly to slight modi- 
fications in the chemical methods and to the small size 
of the groups investigated. The average daily output 
in children is given by Talbot et al. as :— 


Age 4— 7 years We. ad 1:3 mg. 
7—12 ry) E ee ee 4-0 9? 
12—15 ee ; 8:2 ,, 


CLINICAL MATERIAL 


OASE 1.—Basophilism with adrenal cortical carcinoma 
and a deceptively low level of 17-ketosteroid excretion. 


A woman of 61 was admitted to the Essex County Hospital, 
Wanstead, under Dr. Barsby on June 30, 1941. During 
the previous year she had noticed a change in her facial 
appearance and had put on weight. She had become steadily 
weaker and when admitted could not walk. She had a very 
fat red face and a double chin. There were pads of fat in 
the suprasternal notch and over the latissimus dorsi., The 
trunk was much less obese and the limbs were normal. She 
had a profuse moustache and beard, but the pubic hair was 
feminine in distribution. The breasts were small.and the 
clitoris was normal. The lymphatic glands were not en- 
larged. There was a systolic murmur at the apex and the 
blood-pressure (BP) was 200/60 mm. Hg. The lungs were 
normal. The left kidney and the edge of the liver were 
palpable. The central nervous system was normal. A 
sugar-tolerance test showed a fasting blood-sugar of 145 mg./ 


e Working on a grant from the Medical Research Council. 
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100 c.cm. rising to 230 mg. three “hours after. ingestion of 
50 g. glucose. An intravenous pyelogram showed that the 


left kidney was pushed down by a mass above it. 


On July 17 a carcinoma of the left adrenal cortex was 
removed by Mr. Henry Thompson, but metastases were 
found in the liver and omentum. The BP fell to 60/20 after 
the operation but the patient was treated with desoxycorti- 
costerone acetate and made a good recovery. Subsequently, 
however, her condition deteriorated and she died on Sept. 14, 
1941. 

17-ketosteroid excretion was: 14:5 mg./24 hours on 
July 14 and 20-0 mg. on July 15th. 


CasE 2.—Virilism with no adrenal tumour and a 
deceptively high level of 17-ketosteroid excretion. 


A girl of 144 was admitted to the London Hospital Annexe 
under Mr. Alan Brews on August 18, 1941. Her periods had 
begun at the age of 10} but had been irregular and scanty 
since, lasting 2—7 days with intervals up to 4 months. The 
last was on April 16. At the age of 12 hair appeared on her 
upper lip and chin and it had increased since. She was a 
healthy looking, well-proportioned girl with a considerable 


growth of hair on the upper lip and chin and pubic hair 


extending up to the umbilicus. The breasts were small and 
the clitoris enlarged. The BP, urine and blood-count were 
normal, Radiography after perirenal insufflation - revealed 
no adrenal enlargement. Exploration on Sept. 19 showed 
that both adrenals and ovaries were normal but the uterus was 
small. Sections from both ovaries were histologically normal 
and contained ova and ripening follicles. There has been no 
change in her condition since. 

The 17-ketosteroid excretion was 100 mg./24 hours on 
Sept. 16, 1941, 90 mg. (average value) on Oct. 7-12, 1941, 
and 79 mg. on Jan. 16, 1943. No dehydrotsoandrosterone 
was isolated from any of these specimens. Digitonin- 
precipitable material (3-3-hydroxy steroids) from the speci- 
men dated Jan. 16, 1943, weighed 10 mg. (i.e., 12% of the 
total 17-ketosteroids), but benzoylation yielded no crystallis- 
able material. a : 


TABLE I—CASES IN WHICH EXCRETION OF 17-KETOSTEROIDS 
` _ WAS AT THE EXPECTED LEVEL 


| | 


i 
AKC; 


17 -keto- 
steroids 
ing./24 hour 


Casc| Sex Diagnosis and remarks 
e 


p A | eet | ec 


t 
tea a ae a a 
31| F | 26 | Virilism with adrenal cortieal adeno- 107 
.{| - mata. Scanty, irregular menstrua- | (Dec., 1937) 
tion since 16. Hirsuties since 17. 25, 60, 56 
Right adrenal cortical adenoma re- (Feb., 1938) 
moved at 21, in January, 1938. ; 
Menstruation subsequently normal | (Oct., 1938) 
but hirsuties persisted. Recent 
perirenal insufflation showed left | (May, 1939) 
i adrenal tumour. 
. (Oct., 1942) 
4 | F | 41 | Virilism with left adrenal cortical 76; 78 
-carcinoma. 9 months: wasting, 
. arouses and irregular menstrua- ; 
ion. l l poa“ 
5tl F | 38 | Basophilism with right adrenal cor- 54,52 
tical carcinoma. i 
ai F =H _| Basophilism with no adrenal tumour. Bt eI 
+ s 99 ” ” . 
8 | F | 30 | Basophilism with no adrenal tumour. 18:5 
6 months: plethoric obesity, hir- n 
suties, striæ ie aa irregular ý 
menstruation, Slight hypertension ey 
and hyperglycemia. o adrenal | ` 
tumour seen radiologically after 
perirenal insufflation. | 
9] F | 43 | Basophilism with no adrenal tumour. 28°5 
7 years: plethoric obesity, hir- 
suties, scanty irregular menstrua- 
tion, dorsal kyphosis and poly- : 
cythemia. 
10 | F | 21 | Virilism with no adrenal tumour. 22 
i 11 F i 24 ” 99 99 ” } 11:6 
12 F 21 ” ,3 »» ” i 10 
13| F |25 5 eae Ses ee » `` tf» 106 
14) F |22 s Si se ‘i 13:1, 14 
15 F 44 ” 9 (E9 l 99 ; 16 
16 F 30 9? : a9 iy) 9 ` 30, 21 


N 


+ Awaiting publication (Crooke, Lee and Wilson)... 
t Awaiting publication (Raymond Greene). 


DISCUSSION ` ‘ 


CASE 1, with 3 others summarised in table I (Nos, 3-5) 
bring the total number of cases of adrenal cortical 
tumours in which the 17-ketosteroid excretion has been 
estimated by eee methods up to 19. The 15 
previously reported are summarised in table m. | 


a 


TABLE H-—PREVIOUS CASES OF ADRENAL OORTIOAL TUMOUR 


a a Se ee ae ee Sea ae ita: eee ah et ee ee ee Se 


Authors cited 


~ steroids 
mg./24 hours 
Crooke and Callow > (1939) (case 1) |M 25 40—64 
‘a pte pee case 2) |F 6 126—288 
Friedgood and Whidden (1939) `’ 7 io a: 
Talbot et al. (1940b) (case 9) F 3 160 
j ie case 10) | F 13: 166 \ 
Fraser et al. (1941) (case 34) | F 35. 74 
a: we (case 35) | F 36 19-9 
Ses hae (case 40) | F 3h 176 
Patterson et al. (1942) M 1 28 
i 3» 99 M 5 27 
99 ' 39 F adult 170 
s a F 34 270 
Talbot et al. (1942) F 56 74 
i , F adult 74 


99 ee 


_ 


In all but 2 of the 19 patients the daily output of 
17-ketosteroids in the urine exceeds four times the 
average normal for the age, The first of these 2 is our 
case 1 ip which the output was 14:5 mg. and 20 mg. on 
successive days. The patient’s age and the fact that 
she was very ill may account for these low figures, since 
Fraser et al. found a lower level of excretion in old age, 
malnutrition and diseases of the liver and gastro- 
intestinal tract. The second case is no. 35 of Fraser 
et al, Here the low figure is probably due to the urine 
having been kept at room as erat for five. years, 

Of patients with virilism or basophilism the output 


_of'17-ketosteroids is usually much lower in those without 


adrenal cortical tumours. Of 26 cases‘of virilism and 
one: of basophilism with no adrenal tumours Crooke 
and Callow (1939) found the output was within the 
notmal range in 14. In the other 13 values up to 35 
mg. were found, which is up to about five times the 
average normal. The 17-ketosteroids output of 10 
similar patients (cases 6 to 16, table 1) reported in the 
present. paper falls within this range. Similar results 
were recorded by Talbot et al. (1940b) and by Fraser 
et al. (1941). Patterson et al. (1942) reported a large 
series of cases which they divided into postpubertal 
and prepubertal virilism. In 67 cases in which symptoms 
“commenced after puberty the output of 17-ketosteroids 
seein from 6:4 to 33-4 mg. daily, confirming our own 
results. 
puberty, however, the output ranged from 34 to 64 mg. 
Our case 2, a girl aged 14, falls into this category and 
had an output of 17-ketosteroids ranging from 79 to 
100 mg. Fraser et al. (1941) also described a patient 
aged 23 (case 42) with virilism and no adrenal tumour 
who had never menstruated. Her output of 17-keto- 
steroids was 72-4 mg. per day. Patients with pre- 

ubertal virilism without adrenal tumours may, there- 
-fore, have a daily output of 17-ketosteroids well within 
the lower range of those with adrenal cortical tumours, 
-and interpretation of the assays becomes extremely 
difficult. ` : ; 

Further chemical fractionation may assist in the 
diagnosis of obscure cases. Dehydroitsoandrosterone 
was isolated in relatively large amounts from 'the 
17-ketosteroid fractions of urine of 2 patients with 


. adrenal cortical tumours by Crooke and Callow (1939). 


Wolfe et al. (1941) isolated in pure form six individual 
17-ketosteroi 
tumour of the adrenal cortex. They found dehydro- 


- 4soandrosterone and a transformation product of it to 


be the main constituents of the mixture, although 


‘the other compounds were also present in increased 


amounts. Dehydroisoandrosterone was also identified 
in the urine in our case 3; but could not be demonstrated 
in case 2, in which no tumour was found, This supports 
the suggestion of Crooke and Callow that identification 
of this compound gives valuable confirmation of the 
presence of an adrenal cortical tumour, | 
‘Talbot et al. (1940b) attempted _to increase the 
specificity of 17-ketosteroid estimation for diagnosis of 
tumour by determining the proportion of 
8-8-hydroxy-17-ketosteroids in the total fraction. 
Dehydroisoandrosterone is a member of this group. 
They found that the 3-8-hydroxy-17-ketosteroi 
formed about 10% of the total for normal men, women 
or children, while in two girls with adrenal tumours the 


In 7 cases in which the disease began before ` 


‘from the urine of a girl with a malignant. 


\ 


$ ` 
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proportion was 50% and 68 % 3-ßB-hydroxy-17-ketosteroids. 
Our case 2 excreted 12% of 3-6-hydroxy-17-keto- 
steroids although the total output of 17-ketosteroids 
was 79 mg. per day. The preliminary results obtained 
by the m cation of the assay by Talbot et al. (1940b) 
are therefore promising for clinical use, but her 
observations are required to ascertain the lower limit 


of excretion of 3-§-hydroxy-ketosteroids in patients . 
with -adrenal cortical tumours. 


SUMMARY 


1. The level of excretion of 17-ketosteroids in the 
urine of sixteen new patients is reported. — 
2. Four had adrenal cortical tumours. In three of - 


- these the level was at the expected height but in one it 


was deceptively low. 

3. In the other twelve cases adrenal cortical tumours 
had been suspected but were subsequently believed or 
shown to be absent. The level was at the expected 
height in eleven but in one it was deceptively high. 
This patient had prepubertal virilism. | 
_ 4. It is suggested that the isolation of dehydro- 
dsoandrosterone from urine or the finding of a high ratio 
of B to a-ketosteroids in urine is of fundamental 
importance in the diagnosis of adrenal cortical tumours. 


_.We are indebted to Dr. Barsby for case 1, Mr. Alan 
Brews for case 2, Dr. S. L. Simpson for case 3, Dr. Raymond 
Greene for case 7, Prof. J. R. Marrack for. case 9, and Dr. 
E. F. Scowen for cases 10 to 16. 
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PRESSURE MEASUREMENT IN SMALL 
ANATOMICAL CAVITIES 


Davip. S. EVANS K. MENDELSSOHN * 
PH D OAMB PH D BERLIN 


- Clarendon Laboratory, Oxford 


MEASURES of pressure changes in small anatomical 
cavities, such as the sinuses of the ‘ear, are usefulin many 
investigations, particularly those of aviation medicine. 

If the volume of such cavities is of the order of 1-2 c.cm. 
or less, direct measurement with an ordinary pressure 
gauge, which has a considerable dead volume, will yield 
results containing an error which cannot be corrected, for 
the pressure change occurring in the whole system of 
cavity plus manometer—due, say, to a variation in 
barometric pressure—will be very different from the 
change which would have taken place in the cavity 
alone. The adoption of a null method to avoid this error 
is often not justified by the considerable experimental 
complications involved. - Bs ee 
' It therefore seems of value to describe a simple device 
which we have used for such determinations, and which 
gives a direct reading of the pressure in an air-filled | 
cavity, while eli ting almost completely the error 
due to dead volume. It consists of an ordinary Bourdon- 
type manometer which is connected by a flexible metal 
tube to a hypodermic needle. The whole dead volume 
of the device is taken up by a liquid of low vapour 
pressure. The needle can be sealed into the*cavity, and 
since the compressibility of the liquid can be neglected, 
the manometer will give a faithful record of the pressure 
changes in the cavity.. The only error in this method is 
introduced by the volume change which the spiral of the 
Bourdon gauge undergoes over the range of pressures 
under consideration. This change is small, and in the 
case of the gauge we use—an ordinary industrial mano- 
meter of 2 in. scale "diameter—-amounted to only 0:03 


* Working with a personal grant from the Medical Research Council. 
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¢c.cm. for the whole range between vacuum and atmos- 
pheric pressure. : 
: The liquid used for filling was butyl phthalate, which 
has a vapour pressure of less than 10° mm. Hg at 
ordinary temperatures ; but any other liquid with a low 
vapour pressure would serve. . . 
The method of filling the device is shown in fig. 1l. A 
wide. T-tube with a ground-glass stopper at the top was 
connected to a vacuum 
pump. Any good rotary 
pump will serve. The lower 
end of the T-tube was closed 
by means of a rubber cap of 
the type used for sealing 
ampoules. A thin coat of 
shellac applied to the glass 
just before the cap was 
slipped on ensured a 
BUTYL vacuum-tight joint. A few 
PHTHALATE oom. of butyl phthalate, 
sufficient to fill the device, 
were introduced, and 
pumped for 2-3 hours to 
ensure the complete removal 
of the considerable quantity 
of occluded gas which is 
usually present in such 
liquids as supplied com- 
mercially. Then the nedle 
was pushed up through the 
rubber cap until its point 
protruded above. the liquid level, and the air was pumped 
out of the needle and gauge. The needle point was then with- 
drawn below the liquid level, and air slowly admitted through 
the pumping: lead, so that the air pressure forced the butyl 
phthalate through the needle until the device was quite full. 
. Then the needle was pushed up again above the liquid level, 
and the pressure lowered to the minimum e ted in the 
experiments. This was done in order to remove the surplus 
liquid, which otherwise would have been forced out into the 
cavity by the slight contraction of the Bourdon spiral as the 
pressure was lowered. « The pressure was then allowed to rise 
slowly to atmospheric, and the needle was 
withdrawn ready for use. _ 


When using the device on the sinus of 

the ear we found it convenient to seal the 
needle 
into ‘the 
bone 
with the 
aid of a 
small 
metal 
adapter, 
in ‘the 
form of a 
narrow 
bore tube 
with a 
flange 
(fig.2). The adapter was first cemented into a hole drilled 
in the bony wall of the sinus, the flange being used to make 
a reliable seal. The needle was then inserted through the 
hole of the adapter, into which it fitted closely, and sealed 
to it with a drop of ‘ Apiezon (W) ° wax. 
- To prevent air rising as a bubble into the manometer 
we have found it advisable to bend the needle and 
flexible tube as shown in fig. 2. It should be noted that 
since a Bourdon gauge records the difference between 
the external and internal pressures, the readings must be 
combined with the barometric pressure to which the 
gauge is exposed, if absolute values are required. In 
addition, if the gauge and the needle are at very different 
levels a correction for the hydrostatic pressure’ of the 
liquid column in the connecting tube must be applied. 
: We should like to express our thanks to Mr. Victor L. 
Bradfield for tho loan of dental drilling equipment. 


RUBBER 
CAP 


Fig. 1—Method of filling manometer. 


ADAPTER 


SINUS WALL 


Fi z. 2—Manometer In use. 


_ Dr. K. F. Krtcun will introduce a series of discussions on 
the elements of Jungian psychology on Wednesdays, at 5.45 PM, 
from April 19 to June 7, at the University of London Club, 21, 
Gower Street, W.C.1. Further particulars from the secretary 

of the Guild of Pastoral Psychology, 1, Rutland Grove, W.6. | 


SUPERINTENDENT, BANGALORE 


between the ages of 22 and 35; 
women. The duration of the disorder was from 3 to 7 
years. 
benefit. Most of them were schizophrenics, but in a few 
it was felt that schizophrenic symptoms had probably 
been superimposed on a primarily affective disorder. 
Since the patients had been ill for years, symptoms 
usually associated with. chronicity were present in most. 
Stereotypy, automatisms, childishness, volubility, lack 
of initiative, offensive habits, were not regarded as 
contra-indications : on the contrary, they were deliber- 
ately sought because it is in cases with such symptoms 
that the chances of recovery, whether spontaneous or 
* due to treatment, are remote. ; 
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BILATERAL PREFRONTAL LEUCOTOMY 


IN INDIAN PATIENTS 


. B. N. BALAKRISHNA Rao 
MB BOMBAY, FRCS 
PROFESSOR OF SURGERY, 
MYSORE UNIVERSITY 


M. V. GOVINDASWAMY 
MB MYSORE, DPM 


MENTAL HOSPITAL 


_ Tms paper reports the results of bilateral prefrontal 


ucotomy in 25 patients in the Mysore Government 


Mental Hospital, Bangalore, South India. 


The climate, diet, social and economic conditions of 


the people in India differ from those in western countries, 
and the differences are reflected in bodily health and 
psychological: characteristics ; 
the symptomatology of mental illnesses, 
response to treatment. On the 
patients often show elation, restlessness, volubility, 
hyperactivity, hallucinosis and behaviour disorders; 
on the physical side, lack of growth, anzmia, avita- 
minosis and dehydration. 
are not only common in themselves but also complicate 
the affective and schizophrenic reaction types. As 
reported by one of us ! the same disabilities are probably 
responsible for the variable responses to methods of 
treatment, especially shock therapy. ; 
tions in blood-sugar, hepatic deficiencies and poverty 
of the bone-marrow all seem to contribute towards the 
gřeater incidence of ] i 
therapy, and to unpredictable fits of unconsciousness 
both during insulin therapy and induced leptazol con- 
vulsions. 
maximum benefit to patients, and gradua 
at this hospital, has been attention to the physical con- 
dition of the patients irrespective of reaction types, 
especially the treatment of dehydration and chronic 
starvation. 
quently, sub-shock doses of insulin followe 
venous ammonium chloride, 5-10 c.cm. of a 10 % solution, 
are administered. Leptazol is substituted if ammonium 
chloride is ineffective. 
yielded the best results, and there have been no untoward 
complications. Á i 


these in turn influence 
and their 
psychological side 


Confused and delirious states 


Unexpected varia- 
“ after-shock ” during insulin 


Hence the treatment found to be of the 
developed 


If shock therapy is decided upon subse- 
by intra- 


This routine treatment has 


ith these differences between Indian and European 


atients in mind, our experiences of the results of pre- | 


ontal leucotomy on Indian patients may be of interest. 


‘SELECTION AND TECHNIQUE 


All patients selected have been physically healthy, 
19 were men and 6 


In some shock therapy had been tried without 


The patients had different educational, intellectua 


and social backgrounds, and since they were all chronic 
no uniform, planned psychometric investigation was 
possible. 
memory tests advocated by Cattell, Shakow and Roe 
were administered where possible, and administered 
again after operation. 
available in many cases. 


- *Sodium Amytal’ is given before operation to patients who 
are inclined to be agitated and nervous. Chloroform by the 
open method is used both for induction and maintenance. A 
point 3 cm. behind the anterior orbital margin and 5 cm. above 


Binet-Simon tests, Porteus mazes, and the 


A detailed history . was not 


the zygoma is marked, and an oblique incision, 5 cm. long, is 
made with the marked point at its centre. In the first 6 cases 
a trephine opening was made in the skull, but later a 1 cm. 
diameter burr-hole was made, lying just in front of the 
anterior branch of the middle meningeal artery. In most of 
our cases no pulsation of the dura could be seen; in 5 there 


1. Govindaswamy,-M, V. Lancet, 1939, i, 606 and: 1232. 
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was bulging without pulsation, due to external hydrocephalus. 


When the dura is incised, about 5-10 c.om. of cerebrospinal . 


fluid usually escapes; but in cases with much external hydro- 
cephalus about 30-50 o.cm. of fluid poured out, with no 
untoward consequences. : , | 
. A similar opening is made on the opposite side, the diameter 
of the brain is measured with callipers, and the amount of 
white matter in each frontal lobe estimated. A. Barker spinal 
needle, no. 19 with stilette, is introduced through one burr-hole 
in the direction of the opposite burr-hole to a depth calculated 
from the diameter of the brain, so that the anterior cerebral 
artery on the medial surface of the brain is not injured. The 
stilette is removed and suction applied to ensure that the 
needle has not entered the anterior horn of the lateral ventricle ; 
if fluid is found, the needle is withdrawn and introduced afresh 
more anteriorly. . | l ; 
In the first 10 cases a Killian’s nasal elevator was introduced 
alongside the needle to the required depth and the needle 
“withdrawn. The elevator was moved through an arc of 60° 
upwards and downwards, the dura acting as the centre of the 
arc. The elevator was then withdrawn. In the other 15 cases 
we used a special instrument devised by McGregor and 
_ Crumbie,? which cuts a core 2 cm. diameter. . 
- here is usually slight bleeding from the surface of the 
brain, which stops in.a few minutes on washing with hot saline 
or plugging with a piece of muscle. The dura is not sutured 
and the wound is closed in layers without drainage. The 
patient is kept in a semi-reclining position and given nothing 
but glucose water for 24 hours. Morphine is given if he is 
restless. Sutures are removed on the tenth day. O 


Among these 25 patients there have been no deaths 

and no complications., Their postoperative course has 
been uneventful. 
l m CASE-HISTORIES | | | 
_ Of. the 25 cases treated, 7 recovered, 6 improved, 10 
showed no change and 2 deteriorated. A few repre- 
sentative case-histories are given. 7 . 

1. A farmer, aged 27, average intelligence, pyknic build, 
noisy, violent, destructive, with auditory hallucinations. 

rir an affective disorder with secondary schizoid 
symptoms. lLeptazol shock tried without benefit. Had been 
ill for'7 years. Operation, Sept. 21, 1942. Recovered. Still 
well a year later. p 

2. A day labourer, aged 30, average intelligence, asthenic 
build, violent, boisterous and destructive with offensive habits, 
auditory and, visual hallucinations and. disconnexions. 
Ammonium chloride and leptazol triod without benefit. 
. Paranoid schizophrenic, 6 years’ history. Operation, Sept. 23, 
1942. A year later had become easily manageable, not violent ; 
but delusions and disconnexions persist. 


3. A compounder, aged 34, superior intelligence, asthenio- 


build, violent, boisterous with disconnexions, automatisms, 
offensive habits, hallucinations, delusions and disconnexions 
with considerable deterioration and vagrancy. Shock therapy 
of.no value; 7 years’ duration. Operation, Oct.. 12, 1942; 
10 months later, no improvement. . 


'- 4, High-school student, aged 24, average intelligence, 


asthenic and vidlent ;. dirty in habits, with delusions of per- 
- gecution, visual-and auditory hallucinations, disconnexions. 
Paranoid schizophrenic. Ammonium chloride, insulin and 
leptazol tried without benefit. ` History -of homicidal assaults. 
Three years’ duration. Operation, March 25, 1943; 6 months 
later, consciousness' clear, well orientated but has become dull 
“and depressed ; has lost all initiative and fleeting delusions 
are noticed after persistent questioning ; general deterioration 
of ‘intelligence. P . A 
5. Awoian of 25, superior intelligence, pyknic build, morbid 
preoccupations, violent, meaningless excitement, offensive 
- habits, catatonic episodes ; leptazol and insulin tried without 
benefit. Catatonic schizophrenia, 3 years’ duration. Operated 
on March 26, 1943. Spectacular recovery from the third day 
after operation. Six months after operation, looking after her 
children and efficiently managing a difficult household. ; 
_ 6. A woman, aged 30, average intelligence, poor heredity, 


mother and one. brother manic-depressives, asthenic build, . 


classical signs of deterioration, previous treatment of no avail. 
Six years’ duration. Operation, March 26, 1943 ; no' improve- 
ment of any kind. _ | 

7. A woman of about 30, short heavy build, average intelli- 
gence, poor heredity, father manic-depressive, mother back- 
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considered remote. 
before operation—a, period ordinarily too long for any 


‘and economic background of patients will pla 


ward. The present attack: is the third acute schizophrenic 


episode, all attacks being associated with childbirth: Recovered 


from the previous two attacks, with some residual deteriora- — 
tion, after routine treatment and leptazol convulsions. Fallo- 
pian tubes resected and ligated 2 years ago. Duration of the 
‘third attack, 3 years. Prefrontal leucotomy on May 23, 
1943 ; no improvement of any kind, continues to be dull and 
depressed, with offensive habits and with spells of meaningless 
excitement. l os bag 

Co DISCUSSION ee 


In all 25 patients the chances of recovery, whether 
spontaneous or due to other methods of treatment, were 
The illness had lasted 3-7 years 


natural remission to be expected. Deterioration and — 
the failure of shock therapy in most of them must also 


‘be taken into consideration. The criteria of recovery have 


been ability on the part of the patient to adjust himself 


‘to his home surroundings, to go back to his ordinary 


avocations, and to carry on his work as efficiently as 
could be expected. There have been many published 
cases of mental patients who, after years of illness, have 


‘recovered with no deterioration of any kind; but asa 


rule 3-7 years of any disorder is likely to leave some 
permanent traces, some psychological scarring. Patients 
will also have advanced in age, and this must also be 


taken into account in estimating their efficiency. More- 


over, the patient must be compared with what he was 
before the illness, and not with any external artificial 
standards. These criteria seem to have been satisfied 
in 7 of our patients but the period of observation is 
in many cases too short for us to make any dogmatic 
statements. | E 

The criteria of improvement have been whether the 
patient is friendly and coöperative or hostile, whether 
he is clean in his habits, and.whether his assets from 
the point of view of social recovery outweigh his liabilities ; 
6 patients seem to have satisfied these criteria. — 

In 10 there was no change ; and 2 patients deteriorated 
after the operation. It is not possible to say whether 
the operation itself was responsible, or whether they” 
would have become worse in any case. The physical 
condition of all the 25 patients improved, which cannot 
entirely be attributed to postoperative medical and 
nursing care. ; | 

Discussion seems to centre round diagnostic groups: 
writers are concerned to decide whether leucotomy is of 
benefit in schizophrenias, affective disorders and other 
classical reaction types. : | 

The symposium gn prefrontal leucotomy arranged by | 
the Royal Medico-Psychological Association atresses 
the benefits of the operation in primarily affective, as 
opposed to the schizophrenic, disorders. A leading article 


_in the Lancet,* based on the symposium, doubts the 


value of leucotomy in nuclear schizophrenias.. American 
opinion, as reflected in the papers published in the 
American Journal of Psychiatry, seems to be still un- 
decided about the value of leucotomy itself. pe 
_ In our view, despite considerable advances, know- 
ledge of mental disorder is still essentially at the descrip- 
tive level—mental disorders being comparáble, according 
to the late Prof. Edward Mapother, to syndromes in 
general medicine. Hence in discussing results of treat- 
ment it is better not to lay too much stress on diagnostic 
terms applicable to groups. No rigid significance is 
claimed for the diagnostic terms used by us in reviewing 
our cases. | | ae 
At present it seems preferable to think in terms of the 
‘individual patient—the , prepsychotic, personality, any 
signs and symptoms of more than average significance, 
and any factor of particular importance in the case under 
consideration. Any functional mental disorder is the ` 
resultant of interaction of hereditary and constitutional 
tendencies, factors due to age, sex-and psychological 
stresses, recent and remote. The intellectual, social 
a -part. 
‘Although termed ‘ functional,” the importance of 
biochemical deficiencies and abnormalities in producing 
and modifying these disorders is being increasingly 
recognised. Poor heredity, mediocre intelligence, lack of 
a sense of humour and the ability to laugh at oneself, 
want of initiative, passive acceptance of circumstances , 
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Cd 


long stresses and exhaustions, indifférent physical health, 


are factors adverse to recovery from any illness, and their - 


combination, duration and intensity determine the 
success or failure of all therapeutic measures including 
shock therapy and leucotomies, as our patients show. 
We offer no opinion as to how leucotomy functions, but 
suggest that it is another method of shock therapy. The 
fact that it succeeds sometimes where other methods of 
shock therapy have failed is probably because the shock 
is more intense, more sustained and of,a different type 
from that due to insulin or leptazol, where anoxia, glucose. 
deprivation to the~ brain and incidental biochemical 
upsets are responsible for the shock. It is difficult to 
subscribe entirely to Moniz’s view regarding the forma- 
tion of, new association pathways after this surgical: 
rocedure : this view of:the physiology of the frontal 
racts is too naive, and it is obvious that not all associa- 
tion fibres are severed, or can be severed, by this surgical 
procedure. Moreover, unilateral leucotomy is also some- 
times as effective as bilateral. Modern brain physiology 
is essentially dynamic, arid the work of Lashley, Fulton 
and others has shown that, within limits, the brain as a 
whole in many cases undertakes psychological and physio- 
logical functions formerly assigned to a part. It is possible 
that the shock resulting from leucotomy may help to 
initiate such a take-over. In any case, as Golla has 
-remarked, one need not be nervous in undertaking this 
procedure for fear of producing permanent mutilations 
in the brain. pai l oa 
From our experience, we only venture to say that 
leucotomy is a beneficial therapeutic procedure and 
worth trial in patients in whom the usual methods of 
shock therapy have failed. With increasing experience, 
the theoretical basis of leucotomy will naturally be better 
understood. , 
_ SUMMARY AND CONCLUSIONS l 
' Bilateral prefrontal leucotomy has been performed on 
25 patients, 19 men and 6 women, in the Bangalore 
Mental Hospital, South India. Of these, 7 recovered 
and 6 improved in their mental condition, while the 
` physical condition of all 25 improved. © , 
We take this opportunity of thanking Dr. V. V. Monteiro, 
senior surgeon with the Government of Mysore, for affording 
facilities for carrying on this work. | 


A CASE OF 
ACUTE OTOGENOUS LABYRINTHITIS AND 
MENINGITIS_ 


MAXWELL ELLIS, MD, MS, FRCS 


WING-COMMANDER RAF; ASSISTANT SURGEON, ‘ROYAL 
NATIONAL THROAT, NOSE AND EAR HOSPITAL 


LABYRINTHITIS with meningitis, arising as a complica- 
tion of an acute aural infection, has a high mortality, 
‘but is fortunately very uncommon. Its management is 
difficult as no-one can have previously seen much of the 
condition. The leading authorities advise radical sur- 
gery, but I have recently treated such a case conserva- 
tively and with large doses of sulphapyridine. The 
successful issue, and some principles involved, are here 
recorded, a 
CASE-REPORT 


An airman aged 18 was admitted to an RAF hospital 
on August 31, 1942, with a history of right-sided earache 
for the: past 24 hours and a bad cold for 5 weeks. 


There was no history of any previous attack of earache or 
otorrhea. The temperature was 100-6° F. and pulse-rate 76. 
He undoubtedly had an acute upper respiratory infection, 
and in addition the right drum was red and full. Next day, 
as the drum was buiging, a right myringotomy was per- 
formed under ‘ Pentothal.’ Pus escaped under pressure, and 
on culture, for some reason or other, a Klebs-Loffler (or 
similar) bacillus was grown in scanty colonies. Subcuiture 
and further examination of pus from the middle ear, nose 
and nasopharynx failed to confirm this finding, which the 
pathologist decided must have been due to a contaminant. 
Non-hemolytic streptococci were also found. A course of 
sulphanilamide was begun. 

On the following day he began vomiting, but there were 
no other unusual symptoms or physical signs, and the ear was 
discharging freely. “The vomiting’ was ascribed to the 
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sulphanilamide, and this was accordingly stopped. However, 


spread of infection a 
‘There was photophobia, neck rigidity and a rotatory nystag- 


because of the patient’s restlessness. 


was possible on the infection itself. 


the vomiting continued, and the next day (Sept. 3) signs of 
ared. The temperature rose to 103°. 


mus on looking to the left. Lumbar puncture was performed. 
The cerebrospinal fluid (CSF) was under pressure and turbid 
(2560 cells per c.mm.), and a growth of non-hemolytic 
streptococci was obtained on culture. A diagnosis of acute 
diffuse suppurative labyrinthitis and meningitis was made, 
and a continuous-drip dextrose saline was set up containing 
3-0 g. soluble (sodium) sulphapyridine to the litre. This was 
continued for 48 hours, in which time just under 6 litres of 


fluid were given, containing 16:5 g. of the drug. , 


The vomiting ceased on Sept. 5, and sulphapyridine was 
started again orally, 2:0 g. being given every 4 hours. In 
addition, chloral and potassium bromide were administered 
He was unconscious 
from the 3rd to the 5th, and thereafter only rational at intervals 
until the 9th, when he suddenly became completely conscious, 
and except for headache showed no signs or symptoms. 
The nystagmus disappeared that day. By then he had taken 
37-5 g. sulphapyridine orally, and the dose was redueed to 
1-0 g. 4-hourly. 7 i 

On Sept. 11 the CSF cell-count had fallen to 90 per o.mm., 
but during the next few days the patient’s condition deterior- 
ated a little. The temperature remained about 102° and the 
pulse-rate about 100, and he became increasingly drowsy. 
On the 15th, red blood-cells and albumin appeared in the 
urine, and the leucocyte count was 5200 perc.mm. A total 
of 77-5 g. sulphapyridine had been given by mouth since the 
5th, and it was now withheld. However, the CSF an the 
17th, though sterile, contained 1580 cells per c.mm. under a 
pressure of 215/185 mm., and &@ continuous-drip blood- 
transfusion was accordingly begun, starting at 16.15 hrs. 
that day. At 10.00 hrs. on the 18th the administration 
of sulphapyridine was begun again orally, 2:0 g. 4-hourly. 
The drip-was stopped at 22.30 hrs. after 54 pints had been 


. given, 


The general condition was now much improved, although | 
the temperature remained at 101-102° and the pulse-rate 
at 100. On the 2lst the temperature suddenly returned to 
normal and the pulse to 80. The -sulphapyridine was stopped 
at 10.00 hrs on the 23rd, 42:0 g. having been given since the 
18th. From the 3rd to the 23rd, he had had 16-5 g. soluble 
sulphapyridine intravenously, and 119-5 g. sulphapyridine 
orally. The leucocyte count was then 15,000 cells per c.mm., 
On the 25th the CSF cell count was 50 per c.mm. ; l 

During all this time the right ear discharged pus copiously. 
He continued to run a low fever, and on Oct. 9 complained of 
pain in the left groin, which was accompanied by a rise in ` 
temperature and pulse-rate. A fəmoral thrombosis had 
occurred, but from then on the recovery was uneventful, and 
became almost entirely a nursing problem as he had wasted 
to skin and bone. The ear dried up completely on Oct. 14 - 
and the drum eventually assumed a normal appearance. 
The femoral thrombosis also subsided completely, and on 
Nov. 30 he got up for the first time. The left knee- and ankle- 


joints as well as the left foot were very stiff, but after re- 


habilitation treatment at an airmen’s convalescent depot he 
was discharged physically fit in March, 1943. The right ear 
remained totally deaf and gave no response to labyrinthine . 
stimulation. ! | . 

Almost every day up to the occurrence of the femoral 
thrombosis a mastoidectomy was considered, but I could 
not convince myself that it would do good, although on 
one or two occasions considerable self-restraint. was. 
needed not to operate. The thrombosis increased the 
weight of the contra-indications, but. the rapid cessation 
of otorrhcea and recovery of normal drum appearance 
was rather unexpected. No convincing evidence of any 
disease in the mastoid cells was ever present, and it. . 
seemed illogical to lay open all these tissues in order to 
drain the middle ear (which I presumed was the area 
infecting the labyrinth) when it was already discharging 
freely through the drum, and when another attack 

The result justified 

this view. | l 
ar - DISCUSSION , ve 

I found this a very stimulating, as well as satisfying, 
case, because it led to reconsideration of certain, pre- 
conceived ideas. | 

It is nowadays well understood that when chemo- 
therapy is used full doses must be given and the adminis- 
tration continued. until the infecting organisms are 
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‘completely - destroyed.. If this coincidently depresses 
the bone-marrow, a large blood-transfusion, repeated as 


often as necessary; is both a rational and successful 
antidote. As a matter of practical politics, it is advis- 


able to concentrate on e ting the infection and to 
worry about blood changes only if and when they occur. 

In recent literature accessible to me: (Lundy 1936, 
Page 1938, Dwyer 1938, Lederer 1939, and Mysel 1942), 
few cases of acute otitis media complicated by labyrin- 


thitis and meningitis are reported, but all the authors - 


agree that while acute diffuse suppurative. manifest 
labyrinthitis may sometimes be treated conservatively, 
mastoidectomy and labyrinthectomy are essential at the 
first hint of a complicating meningitis. This is believed 
to remove the ‘“ factory ’’ of organisms in the middle 
ear and mastoid, and also to drain the irremovable 
portions of the bone. It is then. pertinent to inquire : 
‘Does and can the surgeon’s knife remove all the 
affected area and the infecting tissue ? ” 

Proceeding further to first principles, it is generally 
agreed that the middle ear and mastoid cells are infected 
from the nasopharynx, which in turn have been infected 
from the nasal accessory sinuses or tonsils. The infec- 
tion is conveyed in the submucosal lymphatics (possibly 
also in the blood-vessels) to any, or every, portion of the 
mastoid, because the mucous membrane throughout is 
in continuity. Unless it can be proved that the infection 

‘has died out everywhere except in the middle ear and 
mastoid, it is irrational to consider that mastoidectomy 
has removed the factory of the organisms. In fact, by 
destroying the normal vascular and lympathic drainage 
and providing a cavity containing blood-clot, into which 
the mucosa of the eustachian tube may be constantly 
conveying organisms, actual harm may be done. 

This principle has in fact been increasingly accepted 
by otologists during recent years, and simple mastoid- 
ectomy for yncomplicated mastoiditis is now rarely 
performed except as a formal procedure, after deliberate 


‘and suitable investigations, and. much later. in the illness - 


than formerly. It is more and more common to delay 
operation and persist in conservative measures, and be 
delighted by complete resolution. I have lately enjoyed 
the opportunity of seeing ‘many cases of acute otitis 
media much earlier than in civilian life, and: of following 


them to their conclusion, and I have been impressed by 


the number that heal with conservative measures after 
2 or’ even 3 months of otorrhea. The indications I 
would previously have accepted for the performance of 
mastoidectomy for acute or subacute otorrhœa are thus 
being modified. The presence at operation of cells lined 
with unhealthy mucosa, or even pus in the lumen of the 
_ cells, is not a proof that natural resolution is impossible. 
Actual bone necrosis is probably the only absolute 
indication for operation, although I would concede that 
operation at a stage earlier than this may often do good 
by assisting restoration of function. Even in such cases, 
however, operation will come at a comparatively late 
stage in. the course of the infection, when the .body’s 
defence measures are well entrenched and an equilibrium 
has been established with the invading organisms. 

In the sulphanilamide drugs, and in others which are 
being discovered, we possess a surgeon’s knife capable of 
following the organisms into every nook and cranny—+ 
in fact, wherever blood can flow. In acute infection the 

efficiency of this knife’depends upon its sharphess (the 
proper amount of the correct drug), and the patency of 
the blood-vessels. It is hard to conceive a generalised 
thrombophlebitis’ which could completely isolate the 
nasopharyngeal and middle-car mucosa from the blood- 
eee and some at least of the drug must exercise its 
effec 
knife cannot, and will spare the body tissues to take their 
own action upon invading organisms, ` 

In the-later stages of infection, surgical treatment will 
be indicated by factors such as bone necrosis or excessive 
time taken in resolution. Examples have lately been 
recorded of successful conservative treatment of septic 
thrombophlebitis, and’ thus even lateral sinus throm- 
‘bosis may be fitted into the scheme. 

‘Throughout, in any case where chemotherapy is used, 
Vigilance is essential ; for occasionally. bone necrosis and 
further complications may be quietly occurring without 
any general disturbance. However, this is axiomatic 

(to any well-trained clinician employing any form of 


r 


- 


It can, at any rate, penetrate where the surgeon’s | 


conservati ive or expectant treatment. No panacea has | 
yet been discovered and the usual clinical npreceiens : 


‘ must always be ‘observed. 


| CONCLUSION 


It is realised that one case, even a successful one in a. ` 


pretty deadly disease, proves nothing; and nothing in 
the above discussion is intended to be dogmatic. It is 
clear that certain aspects of acute surgery are changing, 
and an accumulating critical appraisal of methods and 
results may shed enlightenment. 

I wish to thank Air-Marshal Sir Harold Whittingham, ` 
Director-General of Medical Services, Royal Air Force, for 
permission to publish this case, 
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MENINGOCOCCAL EPIDIDYMITIS: 


SYDNEY M. LAIRD, MD GLASG, FRFPS, DPH 
MAJOR RAMC; SPECIALIST IN VENEREAL DISEASES 


CHRONIC meningococcal septicemia has recently 
received increasing recognition, and Stott and .Copeman 
(1940) consider the clinical picture sufficiently charac- 
teristic to permit of bedside diagnosis. The cardinal 
symptoms include headache, muscle and joint pains, 
joint effusions, and recurrent tender skin lesions, usually 
of the erythema nodosum type, associated with inter- 
mittent or relapsing fever. Isolation of the meningo- 
coccus is sometimes difficult and the following case is 
reported with some confidence as an example of chronic 
meningococcal septicemia in spite of failure to identify 
the organism. The case has features of unusual interest ` 
including bilateral epididymitis, which was the presenting 

symptom, resistance of the infeetion to chemotherapy, 
and extreme intolerance of the patient to sulphapyridine. 

An officer of the RAMC, aged 25, was first seen as an out- 
patient on Dec. 16, 1941, with mild bilateral epididymitis. 
There was no evidence of urethral infection and the epi- 
didymis on both sides was uniformly enlarged and tender. 
The urine was normal and sterile on culture, and no tubercle 


- bacilli were found. The onset, some 3 days earlier, had been 


gradual and pain was less than in the usual Neisserian epididy- 
mitis. The patient was anxious to remain ambulant, and 
sulphapyridine, 3 grammes daily, and a suspensory bandage 
were prescribed. The condition, -however, became. pro- 
gressively worse and he was admitted to hospital on Dec. 19. 

Sulphapyridine was continued, and kaolin poultices ; were 
applied locally. The epididymitis settled almost completely. 
but on Dec. 25 headache and pyrexia developed. A blood- 
count showed mild granulopenia only, but sulpha ae 
was discontinued as 30 g. had then been given. Next 

the patient felt well and had a normal temperature and his 
improvement appeared to confirm the diagnosis of drug 
fever. He was discharged from hospital on Dec. 31. 

On Jan. 4, 1942, he developed malaise and generalised pains 
in the limbs, and the bilateral epididymitis recurred. On 
readmission on Jan. 6 the temperature was 102° F. butit had 
returned to norma] next morning. Chronic meningococcal 
septicemia was now suspected and the development on Jan. 7 
of synovitis of the smaller jomts and typical cutaneous 
nodules completed the classical] picture of this syndrome. 
Blood-cultures on Jan. 7, 10, 12, and 21 were all sterile. The 
clinical course during the next 3 weeks was characterised by 
intermittent pyrexia (maximum 102° F.) and the appearance 
of fresh cutaneous nodules situated chiefly in the distal parts 
of both lower limbs. In addition, synovitis of the swollen . 
joints continued to develop. The epididymes remained 
uniformly enlarged with a fluctuating degree of pain-and 
tenderness, and at no time was there evidence of pus formation, 
nodulation, or“.adherence of the inflamed structure to the 
scfotal skin, Throughout the whole illness the testes were 
normal and the spleen. was not enlarged. During this period 
of 3 weeks: the numerous investigations undertaken gave 
negative results—e.g., repeated’ analysis and culture of urine, 
radiography of chest, agglutination against. the enteric 
group and Bacillys abortus, blood-counts, Wassermann reaction, | 
gonococcal and meningococcal complément-fixation tests, 
blood-cultures, and cultures of postnasal swabs for meningo- 
cocci. 


j 
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© +On Jan. 28 sulphapyridine was given but was stopped after 

two doses (each of 2 g.) because the patient developed pyrexia 
(104° F.), rigor, vomiting, cyanosis, severe ‘prostration and 
aa of the pulse due to extrasystoles. All these 
: sympt oms abated on withdrawal of the drug. Sulphathiazole 
was begun on Feb. 6 and 6 g. daily was given for 5 days with- 
out any serious signs of intolerance. The patient thereafter 
became convalescent, but on Feb. 26 pyrexia, joint and 
cutaneous manifestations recurred and the left epididymis 
again became tender. On March 3 sulphathiazole was re- 
, commenced. After having 1 g. 3-hourly for 2 days, he was 
given 1 g. 4-hourly until“a total of 40 g. was reached. This 
course of chemotherapy was complicated by & mild generalised 
drug rash, but otherwise was well tolerated. Thereafter he 
made a complete recovery and after an adequate con- 
valescence returned to duty. 


Epididymitis has seldom been reported as a symptom 
of chronic meningococcal septicemia; it is not men-. 
. tioned in a series of 15 cases reported by Copeman (1942) 
or in the 11 cases described by Dickson and his colleagues 
(1941). Appelbaum (1937), however, noted epididy- 
mitis in 2 out of 15 cases of chronic meningococcal 
septicemia. . Kattwinkel (1941) has reported the case, 
interesting by analogy, of a female with symptoms of 
salpingitis and septiczemia which, initially considered 
gonococcal, was eventually shown ‘to be meningococcal. 
Tillett and Brown (1935) described 21 cases of meningo- 
coccal meningitis, 2 of which were complicated by acute 
epididymitis. . In chronic meningococcal septicemia, 
infection may spread to the meninges and endocardium 

and early diagnosis and prompt treatment are important. 
_. The case here reported shows that epididymitis may 
precede the more classical signs of septiceemia, and it 
seems desirable to keep chronic meningococcal septic- 
æmia in mind when confronted with an atypical case of 
acute epididymitis in which there are no local signs of 
urinary infection. Acute purulent conjunctivitis and 
acute epididymitis are often due to gonococcal infection ; 
the present case of epididymitis and the 2 cases of 
meningococcal conjunctivitis described elsewhere (Clifton 
and Laird 1941) serve to emphasise that the meningo- 
coccus and gonococcus are closely related members of 
the Neisserian group which may on occasion Poe 
an identical cuca) picture. 
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Rehabilitation, Re-education and Remedial Exercises , 


OLIVE F. Gurirm SMITH, MBE, CSMMG, TMG, principal 
of the Swedish Institute, London, and director of the 
` physical exercise department, St. Mary’s Hospital, 
Paddington. (Bailliére. Pp. 424. 25s.) 


Mrs. Guthrie Smith has published her book at the crest 
of the wave of medical and public interest in these sub- 
jects. .In a clear and. comprehensive analysis of the 
theory and technique of physical methods, she describes 
her original suspension, pulley, and spring-resistance 
methods ;: specialist contributors deal with rehabilitation 
treatment in the fracture clinic, the chest unit, the 
maternity unit, the gymnasium, and the Berry Hill 
miners’ centre. Mrs. Guthrie Smith’s apparatus with 
body-slings and pulleys supports the patient and at the 
same time allows him to relax ; it can be applied to cases 
of spastic or flaccid paralysis, to patients with multiple 
injuries, and to arthritics or cripples. By adjusting the 
fixation point of the suspension of a limb nearer to or 
further from the midline of the body the acting muscles 
can be reinforced or resisted. Grayity and weight can 
be totally eliminated, or in some cases used, for resistance. 
The simplest form of sling treatment has evolved from 
strap exercises used by Oldevig. As a further improve- 
ment the addition of a long helical spring to the limb-sling - 


gives a buoyancy which encourages the patient to practise 

by himself, aided or resisted by the recoil. 

` Asa yachtswoman, Mrs. Guthrie Smith has a flair for 
tackle adjustment. Many students may lack this ability, 

on which accuracy of treatment depends; thorough. 
practical training is thus needed in the handling of the 

apparatus—it cannot be learned from a book. She 

believes that freedom of movement will not be achieved 

unless the soft tissues themselves are supple and vas- 

cular ; and ‘suggests that if, in the present reaction from 

passive treatment to-“. activity only,” massage comes to 

be altogether neglected, time will i in the long run be lost. 

Some of the gymnasium exércises are too strong for 

women, but the return to line, poise, ahd controlled 

holdings is welcome. These exercises complete recovery 

of strength and neuromusouian control, and make for 

good posture. | 


Fosdike’ S Textbook of Gynæcology 


J. H. PEEL, DM OXFD, FRCS, MRCOG, assistant obstetric 
and gynecological surgeon, King’s College Hospital, 
London. (Heinemann... Pp. 440. 21s.) 


Mr. Peel has rewritten and expanded large sections 
of this well-known textbook, adding new chapters on 
physiology and endocrinology. The book opens with™ 
sections on anatomy and physiology, methods of ex- 
amination, displacements, infections and tumours of the 
genital organs, all orthodox, attractive and well written. 
The later sections of the book however, in which symp- 
toms are reviewed and assessed, contain the material 


of most value; general therapy is discussed, emphasis 
- being laid on the. general health of the patient both in 


body and mind. There is a sensible article on contra- ` 
ception. A valuable synopsis of endocrine therapy is 
supplemented by an appendix listing the endocrine ` 
products available in Great Britain, their makers and 
dosage. Physiotherapy and radiotherapy as used in. 
gynecology, preoperative and postoperative manage- 
ment of patients, and the more common gynecological 
procedures are covered, Illustrations are good on the 
whole, but the picture of the operation for cure of pro- 
lapse does not illustrate amputation of the cervix 
recommended in the text. Again, the figure showing 
the last stage of colporrhaphy suggests that the patient 
will be left with no vagina whatever. Otherwise this is 
a good, sound, useful book of convenient length. 


Diseases and Injuries of the Larynx 


(2nd ed.) CHEVALIER JACKSON, MD, FACS} CHEVALIER 
L. JACKSON, MD, Facs. (Macmillan. Pp. 633. 36s.) . 


THe second edition of this work, like the first, is a 
personal expression of a life-time’s experience. Of the 
86 references, 53 are papers and articles by one or other 
of the authors ; the text is therefore authoritative, even 
if not comprehensive. In endoscopic technique, for 
example, there is no mention of intravenous anzsthetics, ' 
and there is no account. of suspension laryngoscopy. 
While the method of “ wide field ”?” laryngectomy might 
be discarded by the modern surgeon, the operation of 
‘* narrow field ’’ laryngectomy which goes rather to the 
other extreme is not supported by follow-up figures. 
The treatment of laryngeal stenosis comes. off short, and 
there is tere about plastic procedures. Alcohol injec- 
tions of the superior laryngeal nerve are not necessarily — 
painful. The authors are at their best in. discussing 
tumours of the larynx, where their experience has been 
vast. They were fortunate in seeing a number of 
malignant tumours early and in treating many of them 
successfully by laryngofissure. There is only a slight 
account of radiotherapy, though they. are by no means 
hostile to the method: The production of the book 
makes it a joy to handle. 
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Diabetes = 
© Diagnosis and Treatment. (4th ed.) W. WILSON INGRAM, 
MC, MD ABERD., FRACP, physician, Royal North Shore 
Hospital, Sydney. (Angus and Robertson. Pp. 146. 
6s. 6d.) ` 

THs small book is clear and well written, and it covers 
all about diet and insulin treatment that a practitioner 
need know in order to treat'the average case of diabetes. 

It is simple enough too to be helpful to the patient. 


` 
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DIET AND HEPATITIS 
In his almost forgotten book on geographical and 


historical pathology, Hirscu ! attributed an epidemic 


of. jaundice in a Bremen shipyard to (arm-to-arm) 
vaccination, and supposed that some epidemics of this 
disease were of a dietetic kind. Anyone reading this 
twenty years ago would have shrugged his shoulders 
and reflected that the old observers had some funny 
ideas. But today the first of these premises finds 
‘immediate acceptance, while a variety of exact 
observations focuses attention on the second. It was 


not until a few years after Hirscu wrote that WEIL . 


differentiated, the malady which bears his name, 


and which Inapa and his colleagues proved in 1916 


to be a leptospiral infection. But one can be sure.on 


clinical grounds that. in many of the old recorded 


epidemics of jaundice the condition was what until 
recently has been called “ catarrhal jaundice.” The 


. conception of this disease as a duodenal catarrh, 


associated with a mucus plug in the ampulla of Vater, 


„was one of VircHow’s less fortunate contributions to 


pathology ; and like that of his compatriot Kocu on 
the dangers of bovine tuberculosis it had an astonish- 
ingly long run before it was refuted. For it was. the 
biopsy studies of the liver made by RoHoLm and 
IVERSEN ? in 1939 which established that there is a 
real hepatic lesien in such cases. An important 
point -in their findings was that in jaundice of various 


types, excluding obstruction, infection and hemolysis, 


a similar picture could be found in the liver. This 
raised the question whether arsphenamine jaundice, 
which had hitherto been generally accepted as a simple 


_ if capricious toxic effect of the organic arsenical, was 


in fact of this nature, or whether it fell into line with 


catarrhal jaundice, undiscovered factors being re- 


sponsible for its high incidence in venereal diseases 
clinics. | Ko 
At this stage war broke out and jaundice soon 


. became a major medical problem. To some extent 
it was cryptogenic and to some extent associated with 


known factors. Among these factors were inocula- 
tion -with a yellow-fever vaccine containing human 
serum, the use of human convalescent serum for the 
prevention of mumps, blood-transfusion, and, to bring 


_ in some earlier observations, measles prophylaxis with 
human serum. The general conclusion was that in’ 


all of these cases (and here we may hark back to the 
Bremen shipyard workmen) the important factor was 
something—possibly a virus—present in human 
serum which was capable of initiating the hepatic 
damage. It is also widely accepted now that much 
“ arsphenamine jaundice ’’,is of the same nature, and 
conveyed from one person to another by traces of 
blood left in the syringes used in venereal clinics. 
‘The actual pathological changes in the liver in all 
these conditions are, as far as our present knowledge 


1. Hirsch, A. Handbook of Geographical and Historical Pathology, 
London, 1886 (trans. C. Oreighton). 
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goes, indistinguishable. In their large series of — 


hepatic biopsies DIBLE, McMicHa8t and SHERLOOK ° 
were unable to differentiate between the lesions of 
“catarrhal,” serum, and arsphenamine jaundice. 
Such studies made during life form the only sure basis 
for our knowledge of the pathology, for the disease 
has a low mortality and in fatal cases only extreme 
changes will be observed, some of which are terminal 
ones. The essential feature in all these Gases is an 
acute hepatitis, characterised by a necrosis of liver 
cells and associated with a leucocytic and histiocytic - 
cellular reaction which in milder cases is concentrated 
in the portal zones ; but all degrees of change have 
been observed from the mild lesions associated with 
little disturbance of the liver architecture up to the 


-severe lesions in which, if death results, the post- 


mortem picture is one of acute atrophy, and the 
late fibrotic lesions in which the picture is one of 
cirrhosis. 

On another page HimswortH and GLYNN divide 
the causes of liver necrosis into a toxic group—in 
which they would put the cases we have just passed 
under review—and a dietetic., Many earlier observa- 
tions had pointed towards the importance of a dietetic 
influence. Thus WHIPPLE‘ showed that protein 
deficiency rendered the livers of dogs susceptible to 
chloroform necrosis, and EARLE and Vioror® 
found that severe liver necrosis could result in rats 
from an excess of cystine in the diet. More recently 
GYÖRGY and GOLDBLATT,‘ in investigating a dietary 
deficiency capable of causing an acute focal or diffuse 
hepatic necrosis with fatty infiltration in young rats, 
identified the deficient factor as casein. The possi- 
bility of counteracting these effects by various dietary 
supplements was examined, and methionine alone, or ` 
cystine and choline in combination, were found to do 
this. Substantially similar results have been obtained 
by HimswortH and GLYNN, who produced massive 
hepatic necrosis in rats by a low-protein diet and 
found that ‘casein, even in small quantities, protected 
the animals, and, on further analysis, that methionine, 
an amino-acid in which casein is rich, afforded com- 
plete protection. These results clearly prove that 
dietary. factors as distinct from general protoplasmic 
poisons and viruses, are capable. of producing necrosis 
of the liver in rats. In healing. this leads to fibrosis, 
and if the animal lives long enough to nodular hyper- 
plasia. HimswortH and GLYNN differentiate this 
sequel from portal cirrhosis, which can be produced 
by diets causing fatty infiltration and also by toxins. 
On this and other grounds they describe ‘ tropho- 
pathic ” and “ toxipathic ” hepatitis, with distinctive 
fibrotic sequels, and “ dietary portal cirrhosis.” 

The applicability of these differences to hepatitis 
and hepatic fibrosis in man must await further investi- 
gation. The view widely taken by ‘pathologists, 
and supported as far as man is concerned by biopsy 
studies, is that the exact histological picture for any 
agent capable of causing liver necrosis is largely 
determined by dosage and the duration of the 
injurious effect. An agent acting intensely may 
produce acute necrosis and death with the picture of 
“ acute atrophy,” or if survival takes place a picture 
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of fibrosis with a pronounced element of nodular 
hyperplasia, especially in younger subjects. The 
same agent acting over a longer period may produce 
_ @ slightly different picture, such as that typical of 

alcoholic ‘‘ cirrhosis,’ which it is estimated takes 
5-15 years to develop. These differences are, how- 
ever, believed to be differences of degree and not 
fundamental. To what extent can liver disease in 
man be attributed to dietary deficiency ? While 
pointing out that “No certain evidence of the 
. occurrence of massive hepatic necrosis due to a 
deficient diet has yet been produced” in man, 
HIMSWoRTH and his colleague draw attention to 
the suggestion that the high incidence of 
. cirrhosis of the liver among poor natives in the 
Punjab and Rand may be of this nature, a suggestion 
which GILLMAN? has supported by producing hepatic 
_ cirrhosis in rats by feeding them on the ordinary diet 
of natives in the mines of South Africa. 


OPHTHALMOLOGY IN THE FIELD 


` Iw the North African campaign the first specialised 

-= eye treatment after wounding was dispensed by a 
. - mobile ophthalmic unit. This unit, though fully 
equipped and able to work on its own, usually attached 
itself to a casualty clearing station at the first bottle- 
neck of casualties. It has sometimes been possible 


to group together at the CCS a mobile eye unit, 


neurosurgical unit and faciomaxillary unit, and where 
this has been done there has ‘been great saving of time 
with consequent benefit to the patient, for all wounds 
above the chin can then be referred to these teams. 
This must be the ideal arrangement to be aimed at in 
the future. Owing to the appalling nature of the 
desert tracks in North Africa, 36 hours usually elapsed 
before the wounded man reached the eye unit, and 
during that time the only treatment that could be given 
was a shell dressing to the eye and sulphonamides by 
mouth. Dansgy-Brownine ° records his experiences 
in treating 514 battle casualties at a mobile eye unit 
in Libya. Operative procedures were reduced to a 
minimum, for his patients could, not be retained at the 
CCS more than one or two days, and it was found better 
to evacuate as many as possible to a base hospital 
for operation there. Even so, 200 major operations 
were performed in his unit—chiefly removal of hope- 
\essly disorganised eyes and covering perforating 
wounds with a conjunctival flap. However, wars are 
not won by eye operations, and the main military 
value of his unit was in preventing men with minor 
injuries and errors of refraction from being evacuated 
to a base hospital. All such cases could be dealt with 
at once and returned to the line. Half of all casualties 
seen were concussion changes in the eye. The shell 


splinter is still the commonest cause of perforating 


wounds, with land-mines a good second, but the bullet 
is locally the most destructive. 

= The intraocular foreign body of modern warfare 
presents a. difficult problem, and as with most war 
surgery of the eye the operative results are often 
disappointing. Even so, some eyes can be saved by 
skilful surgery. Owing to considerations of weight, 
less iron and more alloy is used in bomb and shell 
casings these days, with the result that an intraocular 
fragment gives a poor response to the electromagnet. 
The magnet must be brought as close as possible to 


ae 7. Gillman, J. Brit. med. a 1944, 
S Dansey-Browning, Q. ©. Brit. i t hthal. 1944, 28, 87. - 
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the foreign body, and STALLARD ° found that for this 
reason all fragments behind the lens were better 
removed through the sclera by the posterior route. 
There seems to be no disadvantage to this operation, 
and Puitps Y has shown that useful eyes result from 


it, but it requires good theatre conditions, such as 


would certainly not be available at a casualty clearing 
station. Out of 105 eyes containing a foreign body 
STALLARD found that in 39 it was magnet-positive, 
though removal often failed at the first attempt, and - 
in 3 others it was possible to remove the fragment 
with forceps. In 63 cases the foreign body was non- 
magnetic and had to be left in the eye, but some of 
these eyes remain quiet for years, sometimes with 
good vision. In his opinion no harm resulted from 
leaving the fragment in the eye until the man reached 
a base hospital, but its ultimate extraction is 
undoubtedly made more difficult by a delay of four or 
five days. 

It is the task of the ophthalmic surgeon in the field 
to cover perforating wounds and remove prolapsed 
uveal tissue. When this is done the man is better 
evacuated to the base, and the surgeon in the forward 
area does not have to consider which eyes should 
be removed for fear of sympathetic ophthalmia. No 


-case of sympathetic ophthalmia was reported from 


STALLARD’S area, which is in accord with what we. 
have come to expect. This complication does not arise 
for at least a fortnight after wounding, and usually 
much later than this. -It is now a very rare disease, 
and it may be recalled that the only 4 cases of blindness 
from this cause to pass through St. Dunstan’s in the 
last war arose not from war missiles at all but from 
“ civilian ’’ accidents to soldiers.” So 


THE VOLUNTARY . HOSPITALS 


. We publish this week reviews of the white-paper by 
the house-governor of a voluntary hospital and by a 
doctor directing a municipal hospital service. The 
former thinks the proposals threaten the autonomy | 


of voluntary hospitals and the latter supports his. 


pessimism by foreseeing that they will: eventually 
Jose their ‘supporters and the special status now 
accorded them. We agree that this may well prove the 
fate of some of the smaller institutions which have 
never set a particularly high standard. As we said on 
March 4, however, we believe that many voluntary 
hospitals, including those with teaching schools, 
should be able to justify their autonomous existence 
by the special contributions. they can make to the 
public service. They Have long traditions; they 
inspire loyalty ; they are at present the chief home of 
research ; and they are efficient going concerns.. 


. There is in fact, good reason why the Government 


should sincerely wish them to continue the work they 
are doing in the way they are doing it. In our view, | 
the Government intends to offer them financial terms 
that will enable them to perform their valuable 
functions. It is true that the white-paper argtes that 
if they wish to manage their own affairs they cannot 
expect to receive from public funds the full cost .of 
treating their patients, but the gap between receipts 
of public money and expenditure on public patients 
might be made very small—a mere token. 
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` The question arises whether there ought to be any 
gap at all. Further reflection suggests that if the 


' state contracts with voluntary hospitals to perform a 


particular service it should be willing to pay for that 
service in full: surely a National Health Service 
should not rely for its normal working on help from 
charitable funds, and voluntary hospitals should not 
be put in a position in which they could appeal to the 
public for money for its maintenance. -As “ House- 
Governor ” points out, a contract to pay the full cost 
-must cover not only the cost of beds but also deprecia- 
tion on buildings. 


hospitals on the basis of full payment for services~ 
rendered, leaving them free to use gifts, legacies and 
endowments for capital expenditure and research, in 
both of which they can display initiative that would 
be of real value to the Service and the community. 
Appeals for new equipment and buildings are not in 
the same category as appeals for maintenance, and 
when each area has its own medical service we may 
confidently hope that local patriots and benefactors 
will still think the improvement or extension of. 
hospitals—municipal as well as voluntary—a good 
object for their money. 

The complaint that the Government’s proposals 
do not give the voluntary hospitals full partnership 
-in the Service seems a little unreasonable. If they 
wish to retain virtually complete liberty of. action 
within their own walls they cannot fairly claim a share 
in the control of the Service outside. Actually 
however it would obviously be of value to many of the 


new joint authorities to have at their disposal the ~ 


experience gained over many years by voluntary 
institutions.. If the local health services council of 
each area had an active hospitals subcommittee, 
chiefly composed of representatives of voluntary and 
municipal hospitals, the men in both forms of hospitals’ 
would have a chance of working together round a table, 

which as Lord Dawson ‘said in the Lords’ debate, is 
one of the ways of making real progress. . In the clash 
of interests—medical and administrative—we must 
continually remind ourselves that hospitals, doctors, 


_ nurses, and local authorities do not exist to preserve 


a particular way of life bnt to look after patients. 
- DIAGNOSIS OF SMALLPOX 


In the last few weeks variola major again reared 
its ugly. exotic head in England, and though the 
outbreak now seems over the 11 cases-with 3 deaths, 
all in contacts of a single soldier from the Middle 
East, ha’e reminded us that the risk of Asiatic 
smallpox being’ introduced from abroad is always 
present, more particularly in war-time. They have 
also grimly demonstrated the importance of early 
diagnosis in control, and the difficulty of diagnosing 
a disease that few English doctors ever see, 
especially when it is modified by vaccination. The 
first ‘case in an ‘outbreak is commonly called 
chickenpox, rubella, or measles: in the recent 
outbreak the diagnosis made was rubella plus 
chickenpox, and in the outbreak shortly before 
“1. Rickette, T. F. and Byles, J. B. Diagnosis of Smallpox, London, 

1908. This monograph, with its magnificent photographs, 
should not be mentioned without tribute being paid to E. L. 
Meinertzhagen, mien chairman of the subcommittee of the 
aTe iropoltran hos poe hospitals, who urged Ricketts to 
undertake ‘work and secured the financial help of the 


Motronolitann Asylums Board. 
2: Wanklyn, W. McC. How to pees Smaltpox, London, 1913. 


DIAGNOSIS OF SMALLPOX 


The Government might be well- 
advised to invite the participation of voluntary ; 
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the war the airman who brought the infection - 


was diagnosed -as measles on his ship and at his 


first port of call. In his letter last week (p. 451) 
Dr. Horace Huw, following the teaching of 


‘RICKETTS! and WANKLYN, 2 summarised the main 
‘points of differentiation. The practitioner should © 


not attempt more than the expert, who insists 
on seeing the whole body in a good light before 
expressing an opinion on a doubtful case, and 
may defer his decision until'he has had the ase 
under observation for a. few days. 

The diagnosis of any rash involves two funda- 
mental considerations—its distribution and. the 
nature of the lesions. In the diagnosis of smallpox 
by far the more valuable is distribution. Modifica- 
tion by vaccination, natural immunity or attenuation 
of the virus may materially alter the- profusion, 
maturation and other features of the lesions, but 
never their relative distribution. The true rash 
of smallpox is centrifugal, avoids flexures and selects 
prominences. The expert may count the lesions on 
the limbs to decide whether they are most profuse 
below the elbow and knee. Much reliance cannot be 
placed on umbilication, shottiness, palatal and 
mucosal lesions, lesions on the soles, loculation and 


cropping ; WANKLYN suggests that these should be 


discarded as diagnostic criteria, though prostration, 
often well-marked in the prodromal period, the depth 
of the lesions in the skin and their regular maturation 
may all be helpful. The temperature chart, too, 
should also be kept in mind, with its pre-eruptive rise, 
falling as the rash appears. “Vaccination,” as HILL 
puts it, ‘‘ does not, alter the disease, it modifies it.” 
Recent successful vaccination is strong presumptive 
evidence against the diagnosis of smallpox, but the 
duration of immunity after vaccination is very 
variable and is almost certainly shorter after a single 
insertion. Above all, the practitioner in doubt 
should call in specialist advice, which is readily 
forthcoming from the Ministry of ‘Health or the local 
authority, if he meets with a maculopapular, 
vesicular or pustular rash affecting particularly sin 
distal parts of the extremities and face. 


‘Lord Moran has been re-elected president of the Royal 
College of Physicians of London. 


Dr. J. M. MACKINTOSH, professor of preventive medi- 
cine in the Univetsity of Glasgow, has been appointed to 
the chair of public ‘health in the University of London 
tenable at the London School of Hygiene | and Tropical 
Medicine. 

Sir GEORGE ELLISTON, MP, has been elected siairman 
of the committee of management of the school in suc- 
cession to Sir Holburt Waring, FRCS. 


In the European Regional Office of UNRRA, Dr. 
ANDREW TOPPING has taken over his duties as head of 
the health division, with Dr. NEVILLE GoopMAN as his 
deputy. Dr. Topping has been deputy MOH to the 
LCC since 1940. Dr. Goodman is a deputy senior medi- 
cal officer of the Ministry of Health and a member of the 


Health Committee of the League of Nations. Dr. JAMES 


A. CRABTREE, senior surgeon US publio health servida, 
is acting health director i in in Washington. | 


SMALLPOX IN DORSET.—A case of analipa has been 
notified in a woman who teaches in ‘a Yeovil school. 
It is of a mild type. The woman was in South Wales 
shortly before she was taken ill, but the source of infection 
has not been established. 
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Annotations ` 
EQUAL PAY FOR EQUAL WORK 


Tue temporary defeat of the Government over Mrs. . 
. Cazalet Keir’s amendment to the Education Bill shows 


how widespread is the support for the principle of equal - 


pay for equal work.. Jn the medical profession the 
principle is fully accepted, as Dr. Haden Guest pointed 
out.in the debate. The plea that a man often has more 
family responsibilities than a woman is “‘ the one respect- 
able argument,” as Miss Rathbone put it, for differentiat- 
ing. between the sexes. But though respectable, the 
argument has never been conclusive. Mrs. Keir drew 
attention to the increasing numbers of women supporting 
parents as the war proceeds, and Mr. Leslie pointed out 
that men receive the same wage for the same job, whether 
they are married or single. As Miss Rathbone summed 
it up, the difference in scale in the teaching profession 
benefits large numbers of men who have no family 
responsibilities, and penalises many women who have 
family responsibilities; and for men who have children 
the difference in pay is inadequate. 

The right solution is equal pay plus family allowances. 
The Government has accepted the Beveridge proposal for 
such allowances, and a uniform rate for each dependant 
acquired by marriage may be expected fairly confidently. 
(It would be as well to make sure that the principle 
applies equally to dependants acquired in other ways.) 
Beveridge believes that supplementary allowances should 
vary with the commitments of the parents—that the 
doctor, say, whom custom places under an obligation 
to send his children to expensive schools and to clothe 
them according to accepted standards, should have 
allowances commensurate with these demands on his 
purse. Last week a peripatetic correspondent suggested 
what these allowances might amount to under the new: 
national medica] service: in addition to a basic salary, 
he considers, the doctor should be given a marriage 
allowance of £150 yearly and a similar allowance for 
each dependent child. | 

It is sometimes suggested that the establishment of 
family allowances in industry would encourage employers 
to give preference to unmarried applicants for work, but 
this danger can be met. The French endeavoured to 
get over it by a system in which every codperating 
employer paid into an equalisation fund in proportion to 
the number of his employees; there was thus no tempta- 
tion to discriminate against the married man; and the 
cost was small, amounting to only 34% of the total wage 
bill. 

A LEAD FROM BIRMINGHAM 
“When the family wage-earner breaks a limb the 
problem for treatment goes .beyond the setting of the 
broken bone and the strengthening of the muscles, for the 
accident has also caused a dislocation of the domestic, 
social and employment background of this citizen.” 
In this spirit the Birmingham Accident Hospital 
approaches the task of rehabilitation. The third annual 
report tells of a hospital planned to look after the 
patient, whether he needs surgery, physiotherapy, 
physical training and games, occupational therapy, or 
the advice and help of the social service department. A 
case is closed only when the injured man is back at work, 
earning his normal wage. The employer is regarded as a 
member of the rehabilitating team—the expert on work. 
The hospital staff are the experts on injuries, and they. 
have worked to establish a common ground with em- 
ployers. A remarkable experiment made with the help 
of a large engineering firm is now nearly a year old. The 
firm has established a workshop for the disabled which 
is under the joint supervision of the works engineer, 
the works medical officer, and the clinical director of the 
hospital. The men in the shop are either permanently 
or temporarily disabled. As soon as an injured man 
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is fit enough, he enters the shop and begins work planned 
to hasten his recovery, for which he receives a fair wage. 
The goods produced contribute to national needs, and 
are sufficient in quantity to cover the greater part of 
maintenance cost of the workshop, including wages. 
About 30 men are employed there at a time and some 
150 have returned to the main factory after passing 
through the shop. If a man’s injury is such that he 
cannot return to his former job he is trained for a new 
one. Thus one man who was earning . £6 as a power- 
press operator lost the greater part of his right hand. 
He spent three months in the shop learning to be a 
welder and is now earning £10 a week in the factory. 

‘The problem of wound infection is being tackled in 
the hospital by a bacteriological unit of the Medical 
Research Council,” which has recently published! the 
results of an investigation of the effects of penicillin. on 
An C burns unit was transferred 
to the hospital from Glasgow at the beginning of the year, 
and both units work closely with the clinical staff and, 
with industrial medical officers. pr ož 

The administration of the accident hospital is a 
successful example of coöperation within the existing 
framework of society. A voluntary and teaching 
institution, the hospital yet receives a sixth of its income 
from the City of Birmingham through the public health 
committee. During 1943 nearly a third of its income came 
from some 1000 employers in the city ; the remainder is 
derived from the weekly contributions of workers, from 
private subscriptions, and from a grant made by the 
Ministry of Health. . The chairman of the governors 
is a well-known trade-union leader; on the board ‘are 
represented employers, workers, the city council, the 
medical officer of health, the panel committee, industrial 
medical officers, consultants and ‘general practitioners. 
Practical difficulties just now are considerable. The 
main outpatient department is closed for rebuilding, ` 
the surgical staff is reduced to three surgeons; nurses 
are scarce, and food for the healthy hungry patients is 
not too easily provided. Nevertheless the hospital has 
already dealt with 21,000 patients, 2000 of whom have 
passed through the wards and 15% of whom have 
ueeded rehabilitation. | 


TALC POWDER. ON RUBBER GLOVES 


AT intervals a paper or a sentence will: challenge 
customs rooted in the past of surgical technique, as 
years ago a phrase of Maynihan’s challenged a minority 
that lagged in changing their clothes for operations— 
“ What would a pair of tennis flannels look like at the 
end of a week’s wear in London ? Our.everyday darker 
garments do not show the same marks, but they carry 
the same dirt.’ Then, as he said, he preached to a 
converted audience. But it will be interesting to see 
what response in operative ritual follows recent strictures 
on the widespread and convenient use of powdered talc 
for dusting hands and gloves. Seelig, Verda, aad Kidd ? 
find that Roth in 1923-gave the first clinical account of 
peritoneal nodules containing spores of lycopodium which 
then was used to powder gloves, though Hippolyte’ 
Martin had proved it harmful to serosa by experiments 
performed in 1881. Antopol in 1933 was first to show 
that grains of tale (consisting chiefly of magnesium silicate) 
could be the nuclei of granulomas in the peritoneal 
cavity. Tale can cause trouble eleewhere—granulomas 
from its implantation are described in rectum, vagina, . 
cervix and brain; also in healing wounds. The lesions 
forming round the grains, become fibrosed ; so, in the 
belly, they can produce adhesions and obstruction, a fact _ 
repeatedly confirmed by.animal experiment. German,?. 
by examining his preparations with polarised light 


lL. Lancet, Jan. 15, p. 73. T < 

2. Seelig, M. G., Verda, D. J. and Kidd, F. H. J. Amer. med. Ass. 
1943, 123, 950. a 

3..German, W. M. Surg. Gynec. Obstet. 1943, 76, 501. . 
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_ (which causes tale to sparkle), could detect crystals in 


nearly all patients who had undergone a previous laparo- 
tomy.: The findings with talc recal} those of Cruick- 


shank ‘ in a case where half a pint of liquid paraffin was 


left in the abdomen to check recurrence of adhesions. 
The cystic nodules, linked with an obstructed gut, were 
taken first for metastasic growths in process of degenera- 
tion. They were, however, filled with oily fluid, and 
microscopy showed in their walls.3 central fibrous zone 
coated externally with granulations in which foreign- 
body giant cells were seen. Their structure was, in fact, 
typical of the paraffinomas produced in’ the peritoneum 
of animals, in subcutaneous tissue after cosmetic injec- 
tions, and in the appendix of certain patients taking 
liquid paraffin. Reactions due to tale led Seelig and his 
co-workers to seek a harmless substitute. Talc on the 


surface is difficult to. wash from gloves before an opera- 


- tion, and powder left within is likely to leak out through 


but overheating cakes and spoils it. 


accidental tears and needle-pricks, which recent work - 


has shown to be common. After studying two dozen 
salts and seven kinds of starch they chose potassium 
bitartrate. Starches, though promising because of 
dusting. quality and smoothness, gelatinised and made 
glovesstiff when takenfrom the autoclave, a disadvantage 
which they hope to overcome. Meanwhile, potassium 
bitartrate seems to meet a number of requirements. 
It is sufficiently insoluble, and. can be sterilised in gauze 
or in containers, at 15 1b. of steam pressurefor 15 minutes, 
more than half a dozen times without deteriorating ; 
It-.also has bac- 
teriostatic qualities for Staphylococcus ` aureus and 
Escherichia coli ; and even if a gramme of it should leak 
from torn gloves and be absorbed that quantity is just 


' a thirty-fifth of what is estimated as the toxic dose in 


man. The powder has by now been tested in four hos- 
pitals in the United States, and is apparently approved, 
apart from its effect in almost halving the life of rubber 
gloves, a serious objection for the moment to its trial 
in these islands. Experiments on rats have shown that 
2-c.cm. of 5% potassium bitartrate solution injected into 
peritoneal cavities produced no lesions during intervals 
which ranged from 5 minutes to 24 weeks. This was in 
striking contrast with the bands and lumps produced 
in other rats by tale of equal dosage. In estimating 
the danger of talc we should recall that possibly there 
are degrees of idiosyncrasy ; for it is clear from Cruick- 
shank’s paper on paraffinoma that tumours ‘do not 
invariably result from injections of paraffin, and in 
recorded cases the time required for the formation of 
the tumour has varied from a few weeks to many years.”’ 
But though as yet we know nothing of the incidence of 
lesions due to talc, wehave at least been warned repeatedly 
that they can be dangerous. 


PLEROCERCOIDS IN TROUT 


. A NUMBER of water boards periodically stock their 
reservoirs with freshwater fish, thereby providing the 
community with opportunities for harmless relaxation 
and occasional mild excitement. But from time to time 
disease spreads devastation, and many a fat fish floats 
with distended belly on the surface of the waters to the 
dismay of health authorities and amateur anglers. In 
1942 a fatal peritonitis so seriously affected the trout 
in one of these large storage reservoirs in South Wales 
that by the following summer few fish were left alive. 


Professor Duguid and Miss Sheppard ê have now shown - 


that this outbreak was due to invasion with pléerocercoid 
larve. When fed to laboratory rats and to a dog the 
plerocercoids developed into diphyltobothrium adults. 
As a rule the rats threw off. the infection in 5 or 6 weeks, 


- but the dog retained his until it was removed by anthel- 


mintic treatment. ‘These tapeworms were very similar to, 
if not identical with, the well-known Diph yllobothrium 


4. Cruickshank, A. H. Lancet, 1941,1,4.. 
. Duguid, J.-B. and Sheppard, E.M J. Path. Bact. 1944, 56, 73: 
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latum which inhabitants of Eastern and Southern. Europe 
acquire from eating freshwater fish. Rosen and others 
have demonstrated that D. latum, and other members 
of the pseudophyllidea, require two intermediate hosts, 
firstly a crustacean, of the family cyclopide, and secondly - 
a fish, or in certain species (e.g, D. mansoni) an 
amphibian, reptilian or mammalian host. 

Using the eggs obtained from these experimentally 
infected animals, Duguid and Sheppard incriminated 
‘local crustaceans, Diaptomus gracilis and Cyclops 
strenuus, as first intermediaries ; but they have not yet 
succeeded in producing plerocercoids by feeding these to 
fish. How the infection entered the reservoir is not yet 
clear. Nor is the identity of the parasite with Diphyllo- 
bothrium latum fully established. As these intermediate 
hosts are the same as for D. latum, which so far has been 
reported in the British Isles only from the West of 
Ireland, the solution of these problems will be awaited 
with interest not unmixed with anxiety in view of the 
possibility that this worm may have been brought into 
this country from Norway or Poland. That the presence 
here of so many refugees from these countries is a 
potential source of infection with D. latum is obvious from 
the experience of North America where its introduction 
by immigrants has. resulted in the establishment of 


_ considerable endemic foci within recent years. 


DISORDERS OF THE NEWBORN ` 

P ZDIATRICIANS rightly emphasise that their work-is not 
to be classed as a specialty : it represents the application 
of general medicine and surgery to a special age-period. 
Dr. Alan Moncrieff took the same line with regard to the 
disorders of the newborn baby when he spoke to the 
Manchester Medical Society on March 1. The high 
neonatal: mortality in this country has been freely 
criticised in recent times ; some of the trouble, Moncrieff 
suggests, is because the newborn is looked on as a mysteri- ` 
ous créature. Actually the application of modern 
knowledge in physiology, medicine and surgery, and 
pathology would probably go a long way to.remove the 
mystery and reduce the death-rate. As his first example 
Moncrieff chose respiratory failure. Here great advances 
could be made if the work of Adrian and Barcroft in this 
country and Flagg and others in America was correctly . 
interpreted. Obstruction in the respiratory tract on the. 
one hand, and poisoning of the respiratory centres on 
the other, are the chief causes of respiratory failure. 
Resuscitation of the newborn could be paralleled by 
such problems as oxygen supply at high altitudes or the 
patient recovering from an anesthetic. As a second 
example Moncrieff took the resemblances between 
-cerebral trauma in the newborn and head injuries of 
adult life. Many babies pass through a stage. which 
resembles concussion. There are others with typical 
cerebral irritability, some with intracranial hemorrhage, 
which is usually fatal, and an important group with 
signs of increased intracranial pressure due to cerebral 
edema, for whom hypertonic salines are a life-saving 
measure. The difficulty of intravenous medication in the 
newborn baby has led to a trial of the rectal route, and 
2 oz. of a 10% saline introduced four-hourly for a day 
or so often produces dramatic results. As an illustration 
of the application of general pathology to the newborn 
Moncrieff discussed the problem: of infections. There 
are still many unsolved difficulties about immunity, but 
‘it seems a fair-assumption that a mother cannot transmit 
any resistance to the common infections to which she 
herself is susceptible—the common cold, staphylococcal 
infection (especially of the skin) and streptococcal infec- 
tion. The idea that a newborn baby never catches a cold 
is baséd on erroneous observation. The clinical mani- 
festations are completely different from the adult’s, and 
often secondary disturbances such as bronchopneumonia 
„or diarrhea dominate the picture. Prevention of infec- 
“tion is of great importance and the.use of masks in the 
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care of the baby in the early days has much to commend 
it. The time has passed when the baby is to be regarded 
as a mere by-product of obstetrics. The newly born, 
Moncrieff maintained, deserves close study in his own 


. Tight. 


LIVER NECROSIS AFTER TRILENE ANAESTHESIA 


AN inquest has lately been held in Nottingham on 
a girl of two years who died three days after an operation 
for congenital ptosis of the eyelids. ‘Trilene’ was 
used for induction, followed by ether, an open mask 
being employed throughout. The operation lasted 
about half an hour, and there was no apparent. cause 
for anxiety during induction or maintenance. . The 
anesthetist had been using trilene at all the hospitals 
to which he was attached for six months or more. The 
first sign that anything was wrong was when a nurse 
noticed that the child’s mouth drooped on the day 
after operation. Next day the child appeared to go 
stiff for a few minutes, and she died on the fourth day. 
Autopsy showed central necrosis of the liver, similar 
to that seen in delayed chloroform poisoning. There 
have been several deaths ‘in the last few months from 
trilene given in a closed circuit with a soda-lime 
absorber !; in those cases the lesions were mostly found 
in the central nervous system and lungs, though in two 
there was well-marked fatty degeneration of the liver. 
There have also been several reports of liver damage 
in animals given large doses of trilene, but this seems 
to be the first example of trilene anesthesia producing 
liver necrosis resembling that of delayed chloroform 
poisoning. 


INSULIN MIXTURES 


It is generally recognised that when the slow-acting 
protamine zinc insulin (PZI) and the rapidly absorbed 
soluble insulin (SI) are mixed together in the syringe 
before injection, a large part of the soluble insulin becomes 
retarded. The quick effect of a given quantity of soluble 
insulin is only obtained if it is injected separately.? 
If, however, an excess of soluble insulin is given some 
remains unmodified. Peck * has published a table show- 
ing the amount of soluble insulin which escapes modifica- 
tion and exercises its proper action when various combina- 
tions of PZI and SI are used. The table is arranged in 
four columns with proportions of SI : PZI equal to 1: 1, 
3:2, 2:1 and 3:1. For instance, in the first column 
where SI : PZI equals 1 : 1, the active result, of an injec- 
tion of 50 units SI plus 50 units PZI reads 25 units exert- 
ing quick action and 75 units slow; and in the second 
column where SI : PZI equals 3: 2, 60 units of SI plus 


40 units PZI give 40 units with quick action and 60 units - 


with slow. Thus the expected clinical action of different 
quantities of insulin ranging from 10 to 150 units in the 
four proportions can be read from the table. The figures 
are based on the percentage of rapidly acting insulin 
available in mixtures which have been adjusted to the pH 
of protamine zinc insulin by buffering, but no details are 
given of clinical or experimental procedure. Moreover, 
it is not clear whether the patient mixes the two insulins 
together in his syringe or whether a mixture with the 
correct pH*is prepared beforehand. In the former case 
. the degree of mixing in the syringe makes a considerable 
difference to the amount of ‘soluble insulin left over.’ 
Peck indeed points out that several factors, suchas the 


varying pH of different mixtures and the individual . 


response of patients, may alter the clinical effect. The 
practical point which emerges is supported by the 
clinical experience of Ulrich 4 and Colwell > that an effec- 
tive quick action is not obtained from a mixture unless 
a ke 


1. See Lancet, March 18, p. 379. 

2. Wauchope, G. M. Lancel, 1940, i, 963. 
3. Peck, F. B. Ann . Med. + bea. 18, 177. 
4. Ulrich, H: Toid, 1941, 14, 1166. 


Colwell, L. and Stryker, W. A. Arch. intern. 
Med. idia 69, 931. 


the amount of SI exceeds that of PZI. The proportion 


SI : PZI equals 3 : 2 seems best for the usual arrangement | 
of four meals a day—e.g., 30 units SI mixed with 20 units 
PZI gives, according to the table, the same quick action 


activity as 20 SI and 30 PZI given separately. To 
obtain an equal quick and slow action the proportion of 
SI to PZI needed is 2:1. Although the practical ineon- 
venience of two ‘pricks with separate injections can be 
overcome by leaving the needle in situ while the second 
insulin is drawn into the syringe with another needle, 
some patients prefer to give both kinds of insulin together, 
and Peck’s paper, with the table, offers useful guidance 
as to the result to be expected when such mixtures are 
used. 
MORALS IN WAR-TIME. 

‘THE illegitimate birth-rate invariably rises during a 
war and this one is no exception. The numbers of 
illegitimate livebirths registered year by year in England 


` and Wales have been 25,942 in 1939, 25,873 in 1940, 


30,931 in 1941, 36,194 in 1942 and 44,400 in 1943, the 
final figure being a provisional estimate. Taking the 
opening phases of 1939-40 as a base line these changes 
give increases of 19% in 1941, 38% in 1942 and as much 
as 70% in 1943. While it is natural to conclude that 
such a trend is evidence of the relaxing of moral standards 


. under war conditions, the case is by no means convincing, 


as Stocks! has pointed out. Using the new statistical 
material resulting from the Population (Statistics) Act 
he showed that in 1939-40 about two-thirds of all births 
resulting from extramarital conception were legitimised 
by marriage before the birth took place. In 1941, and 


subsequent years, the increasing absence abroad of the © 


male partner might well have prevented many such 
marriages taking place. This would lead to a fall in the 
proportion of births which could be legitimised and ‘thus 
to an increase in the illegitimate births, without neces- 
sarily any increase in extramarital conceptions. With 
the passage of time more material has become available 
and Stocks returns to the subject with good evidence 
in favour of this interpretation.2. Taking a birth within 
8 months of marriage as resulting from an extramarital 
conception he finds that such legitimate livebirths 
amounted, in round numbers, to 54,000 in 1939, 51,000 
in 1940 and only 38,000 in 1941. In other words the 
increase of 5000 in illegitimate livebirths in 1941 was 
more than balanced by a decrease of 13,000 in’ the 
number of legitimate livebirths which occurred within 
8 months of marriage. Adding together the illegitimate 
births and the legitimates occurring within 8 months of 
marriage gives for the total extramarital ‘conceptions 
80,000 in 1939, 77,000 in 1940 and 69,000 in 1941. Still- 
births resulting from extramarital conceptions also show 
some decline in 1941 compared with 1939. It is only 
reasonable to conclude, therefore, that up to 1941 there 
was no war-time increase in extramarital conceptions. 
Whether the same applies to 1942 and 1943, with their 
still larger numbers of illegitimate births, cannot yet be 
determined, but doubtless Stocks will give the answer 
in the fulness of time. So far as he has gone it seems 
that the moral standards of peace and war years—as 
measured by extramarital conceptions—have not varied 
materially. But whereas in peace the extramarital 
conception can usually be brought within the married 
state, in war the opportunity for so doing is often lacking. 


Mr.: SYDNEY LAMB, a pioneer of organised hospitals 
contributory schemes is shortly to retire from his post as 
general secretary of the Merseyside Hospitals Council. 
As general secretary and treasurer of the International 
Hospital Association Mr. Lamb has visited hospitals in 
many of the cities of Europe and America. 


1. SOCKER; P. oe Bull. Min, Hith, E.P.H. Lab. Serv., October, 
» P. . 
2. Ibid, March, 1944, p. 55. 
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THE WHITE PAPER REVIEWED 


Ix. By a Hospiran, HovusE-GOVERNOR 
No-one interested in the welfare of the community 


‘will deny the need for reorganisation of the health and 


hospital services. The present uncodrdinated ‘system is 
woefully inadequate; in some respects there is over- 
lapping with consequent waste of effort and expensive 
equipment, while in others there are many gaps. 

The white-paper represents a sincere effort to improve 
matters, and the proposals generally show an effort to 
meet the viewpoints of the principal parties concerned— 
namely, the major local authorities, the medical profes- 
sion, and the voluntary hospitals—having always in mind 


the need of the public for an improved health service. 


There must be a good deal of give and take, and no 
sectional interest can be allowed to stand in the way of 
such a health service as will best meet the needs of the 


‘community. | ` 


OUTLOOK FOR THE VOLUNTARY HOSPITALS 
The paper pays tribute to the voluntary hospital 
services. It points out that they have, “‘ in a degree so 
far unsurpassed, developed specialist and general hospital 


resources,” and that ‘‘ it is certainly not the wish of the 


Government to destroy or to diminish a system which is 
so well rooted in the good will of its supporters.’ In the 
service envisaged, however, the position of these in- 
stitutions becomes very insecure. 

They are offered freedom to come into the scheme or to 

remain out, but before allowing them to exercise this 
freedom the Government propose to take away the main 
‘body of their subscribers in the shape of contributory 
schemes. The white-paper then says that if when this 
large body of contributors has been taken away, and a 
free hospital and consultant service has been provided 
for everyone, there are people left who wish the voluntary 
‘hospitals to continue, they will be free to subscribe— 
but only on top of what they must pay for the state ser- 
vice by way of contributions to the ‘‘ Beveridge stamp,” 
as well as their share, as taxpayers, of the £48,000,000 
to be provided by the Exchequer, and, as ratepayers, of a 
‘similar amount to be provided out of local rates. So far 
as the voluntary hospitals are concerned, this appears to 
be a method of slow starvation, and freedom in suth 
circumstances is an anachronism. 

Again, it is suggested that the combined payments 
from the state and local authorities for services rendered 
must fall considerably short of the maintenance cost in 
order to allow a substantial margin to be raised by 
voluntary effort ; for, to quote the white-paper, ‘‘ so long 
and so long only can voluntary hospitals retain their 
‘individuality.’ Little mention is made of payments for 
replacements and extensions. Presumably these must be 
provided on a voluntary basis, but who will give large 
sums for this purpose when they know that the state must 
provide ? The paper says that without the collaboration 
of voluntary hospitals the services promised could not 


_be realised for many years. : This seems to imply that 


they must be brought in at the beginning, leaving room 
for the unpleasant assumption that they. may be more 
conveniently discarded when this becomes practical 
politics. 3 

Is there any reason why local health authorities making 
use of-voluntary hospital buildings and equipment, which 


have been provided at great cost, should not, besides — 
making payments towards maintenance, be required to ` 


make a further payment to cover the cost of depreciation 
on these buildings while so used, such payment to be 


` placed to a capital account and used for only extensions 


or rebuilding as and when required ? I cannot see why 
buildings provided by the philanthropic public, who 
desired to support voluntary hospital services, should be 
used on behalf of the state without compensation for 
wear and tear. Unless some arrangement is made on 
these lines, the length of life remaining to these hospitals 
will be fixed by the degree of their obsolescence. As 
public-authority hospitals are to receive grants. corre- 
sponding to thase proposed for the voluntary hospitals— 
i.e., £100 per bed, per annum—there will be every induce- 
ment for the public authority to press for the building 
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‘of new hospitals which would be entirely under their own 

control, particularly as they will thus save a large propor- 

tion of the cost of maintaining beds used by them in the 

voluntary hospitals. The loca] authorities are also to 

receive assistance from the Exchequer towards this cost. 

Why should not a portion of such contribution, in so far 

as it is to, cover maintenance of' beds in voluntary ` 

‘hospitals, be made direct to these institutions instead of 
through the local authority ? If it is desired to promote 
good relations between local authorities and voluntary 
hospitals, this can best be done by making them finan- 
cially independent of each other so far as possible. 


NEGLECT OF KNOWLEDGE AND EXPERIENCE 


The administrative organisation, both central and local, 
seems to have many unpleasant implications, especially 
from the voluntary hospital point of view. | 

The constitution of the Central Health Services 
Council is to be mainly medical, with representatives of 

, Various organisations, including voluntary hospitals. 
As the total number of the committee is to be round | 
about 30-40, the: actual representation of voluntary 
-hospitals on this body may be negligible. No provision 
is made for requiring the Minister of Health to consult 
with this body before approving local schemes. Locally, 
the joint health authority will consist of representatives 

nominated by the major local authorities, many of whom 
have little knowledge or experience of hospital matters, 
and have neglected to exercise their powers of establish- 
ing up-to-date general hospital services. Neither the 
voluntary hospitals nor the medical profession are to 
have any representatives on this body. The officers of 
such authorities will presumbly be local-government 
officials, not specially experienced in hospital provision. 
The lack of experienced representatives on health 
committees is no doubt one of the reasons why they have | 
not made the progress they might have done in hospital 
matters, and it is unfortunate that this lack should be 
perpetuated. , It is true that there is to be a local health 
services advisory council, but experience of the Section 13 
Local Government Act, 1929, is not encouraging. 

The white-paper says that there is nothing new in a 
public authority contracting with others for the provision 
of hospital services, and that. since 1875 local authorities 
have been enabled to provide hospitals themselves. 
‘Why then have they not done so? Even during the 

-more enlightened period of public health administration 
—since the passing of the 1929 act—many authorities 
have done very little either by making suitable hospital 
provision for themselves or by subscribing to the volun- 
tary hospitals for the essential services they have given. 
‘The worst feature of the hospital services of today is the 
care of the chronic sick, a service for which the local 


authorities have been almost entirely responsible. As 


, another example, take the treatment of cancer the 


modern methods of treating.cancer by radiotherapy have 
been developed almost entirely in the voluntary hos- 
pitals, and it was not until 1939 that the Cancer. Act was 
passed. et it is to those who have lacked vision, in the 
past that the prime responsibility for the new health 
service is to be entrusted. | > 

Because of the hidebound democratic idea that only 
those popularly elected are fit to be. entrusted withthe |. 
spending of public money, representatives of the medical 
profession and voluntary hospitals, with their special 
knowledge and experience, are not to be allowed to serve 
as members of the joint health authority. If such 
representatives cannot be full members of the health 
committee, could. not a certain number of them be 
coépted ta take part in discussions, though without the 
power to vote? Some such arrangement is essential to 
ensure that the views of those best qualified to give expert 
guidance are adequately presented and fully understood. 
By this means only can proper liaison be effected and 
good and friendly relations be maintained between the 
local advisory body and the joint health authority. 

The public, in the past, have not. been reluctant to 
allow their money, which they have given freely, tobe 
spent by those who control our voluntary hospitals, for 
the simple reason that they have*had confidence in the 
expert knowledge of the doctors and laymen responsible 
for their administration. It is difficult tó understand 
why those who have accumulated this special knowledge 
and experience are to be completely excluded from the 
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bodies charged with the great responsibility of organising 
-our future hospital services. The present proposals do 
not- even ensure that after consultation, which is compul- 
sory, the local health authority need submit their final 
-scheme to the local health advisory council. Thecouncil 
may therefore have no knowledge of what has been 
decided, and thus be deprived of the opportunity of 


making their views known to the Minister of Health’ 


before the scheme receives his approval. In this respect 
the proposals for Scotland are much to be preferred ; 
while the joint health authority is responsible for sub- 
mitting the scheme for its area, the Secretary of State is 
required to refer all such schemes to the appropriate 


regional hospitals advisory council to obtain their views: 


-before deciding to approve or amend them. 

will agree with the proposals for the inspection of 
hospitals, and it is important that this should be under- 
taken by medical men and women of distinction in 
various.branches of professional work or medical admini- 
stration. Hospital administrators will welcome the 
opportunity of joining with other experts in this import- 
ant work. The modern hospital comprises a complexity 
of activities, and although medicine must always be 
paramount it can only flourish if all the other services on 
which it relies are efficiently organised. It is difficult 
to understand what is meant by the suggestion that the 
joint authority may ask for a special inspection if it 
-thinks it desirable. Presumably this would apply only 
to a voluntary hospital, for the authority would be 
unlikely to ask for a special inspection of an institution 
under its own control. Such an arrangement might well 
be. resented, and certainly would not help to promote 
local harmony. 


t PARTNERSHIP ’? AND INDEPENDENCE 


The proposals in general, so far as the voluntary 
‘hospitals are concerned, are unsatisfactory from the 
standpoint both of central and Jocal administration 
and finance, and it is to:be hoped that the Minister will 
make such modifications as will allay their fears and put 
them on a more certain basis, It is difficult to see in the 
present plans any indication of the ‘‘ partnership ’’ which 
the Minister of Health referred to in the House of 
Aommons in October, 1941. | i 

It is all to the good that there should be two types of 
both médical and hospital service, one Government- 
provided, and the other free from bureaucratic control. 
Unless means are found to perpetuate these freedoms, a 
brake will have been applied which will reduce medical 
progress to one speed—dead slow. It is through the free 
association of doctors with, voluntary hospitals that most 
of the major discoveries of medical science have been 
made and translated into practice. It is also common 
knowledge that public control is so tied up with rules and 
regulations that it does not provide the freedom, or 
elasticity of administration, which is essential for the 
development of new ideas. - 

I regard it as of the utmost importance that, strong 
voluntary hospitals, in which professional freedom has 
flourished for so many years, should be retained. Such 
institutions should be the centres of clinical research and 
set standards of treatment in the communities they serve. 
They must be completely independent and must safe- 
guard the independence of the medical profession. If 
future legislation fails in this respect, there is a grave 
danger that the standard of medical service in -this 
country will fall rather thàn rise. 


X. BY a DIRECTOR OF MUNICIPAL PATHOLOGICAL 
SERVICES 


‘Or the many questions raised in the white-paper, 
hospital regionalisation has the most important reper- 
cussions on the present municipal system. The case 
for it is overwhelming and has been fully accepted in the 
paper. The size of the areas will vary greatly, but each 
will have . 

(a) ‘‘ A population and financial resources sufficient for 
an adequate service on an efficient and economical basis.” 

(b) Conditions where ‘‘ town and country requirements 
can be regarded as blended parts of a single problem,” 

(c) “Most of the varied hospital and specialist services 


- within its boundaries.” 


administrative head of the hospital service. 


Few of the areas of present local authorities have 
these features—probably only the London County 
Council and one or two others—and the Government 
have had to make a difficult choice in deciding how to 
create the new areas, the result inevitably being a 
compromise. It would of course have been possible for 
them to set up a National Health Corporation, on the 
general lines of other public corporations, and to have 
regional offices óf the corporation to organise and run 
the regional hospital services ; but they have rejected 
this proposal and have fallen back on the present local 
government structure, partly because, it is democratic 
and partly because it is already functioning and in many 
places has done its work well. | 

In doing so they realise that there are many pitfalls 
and difficulties, and in Appendix © they' set out the 
possible alternatives. These were: (1) to establish a 
directly electéd body for the sole purpose of inister- 
ing these parts of the health service ; (2) to establish a 
directly elected body to administer a group of services 
including these parts of the health service or; (3) to 
secure joint action by the councils of the existing counties | 
and county boroughs which make up the proposed area 
of administration: On balance and because the re- 
organisation of the health services cannot await the 
complete overhaul of the local-government structure 
they propose to adopt course 3 and set up joint boards 
of existing counties and county boroughs to act as a 
joint authority in each area. On the outcome of this 
experiment the hospital system depends. 


> THE JOINT AUTHORITY 


Speaking generally, joint boards have not hitherto 
been a conspicuous success ; they have been described 
as democracy at two removes, and it is quite common for 
them to get into conflict with the participating councils, 
especially on finance. The new joint authorities however 
have certain features which make it probable that they 
can be made to ‘work satisfactorily. In the first place 
they will be statutory bodies: where such bodies are 
permissive, history shows that they either exist only on 
paper or fail to carry out their work. Secondly, all area 
plans must be submitted to the Minister for approval 
and will not have validity until approved. Thirdly, the 
joint authorities will be guided by their health services . 
councils, .and these and any local organisations (e.g., 
voluntary hospitals) can make direct representations to 
him. This last is an important safeguard. It is very 
probable that there will be an outcry from the small 
local authorities, who generally dislike joint boards 
because they run the risk of heing outvoted by larger 
units and gradually losing their identity. Ifthe principle 
of regionalisation is accepted:this change is inevitable. 

The joint authorities will prepare a plan for the whole 
health services of the area and will be responsible for the 
actual administration of the hospitals they take over. 
The voluntary hospitals which participate will retain their 
identity and method of administration, so long as they 
maintain the required services and eonform to the general 
plan, subject. only to certain broad rules concerning 
standards of payment for staff, the right of inspection 
by persons chosen centrally, and agreement that short 
lists of candidates for senior hospital posts should be 
prepared by an independent advisory panel. Taking 
the long view it seems probable that an increasing number 
of voluntary hospitals will join the-scheme and ulti- 
mately—owing to the contraction of their sources of 
income—be merged into a unified service. The speed of 
this change cannot yet be estimated and may wisely 
be slow. : | 


INNOVATIONS IN MUNICIPAL HOSPITALS 


I am concerned here, however, mainly with the. 
effects of the proposals on the municipal hospitals. 

These effects may be divided into those inherent in the 
plan and those which ought to emerge from any proper 
scheme of hospital regionalisation. In the first place 
the individual local authority will cease to have any 
responsibility for hospital provision and management, 
and.the medical officer of health will no longer is ee 
nterna 


affairs of individual hospitals will probably be dealt with 


. by house-committees composed of mentbers of the joint 


authority. The white-paper does not make it clear 
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whether the medical officer of health will have any share 
in this work apart from a possible seat on the local health' 
services: council, since he is mentioned in one paragraph 
only in a very general way. Secondly, the hospital needs 
of the area will be surveyed, and part of this work has 
already been done. .Hospitals will therefore have allo- 
cated to them. the services which they are best able to 
perform, and adequate staff—now so badly lacking in 
most municipal hospitals—will be supplied. Ká 
It is an essential part of the plan that consultant staff 
will be available on a full scale and will be associated 


= with each hospital much more closely than in the past, 


when such staff have been employed ‘ very part-time ”’ 
and have inevitably regarded municipal hospital appoint- 
ments as subsidiary to their main work at the voluntary 
hospitals, to which their private practice is linked. The 
white-paper suggests that it may be desirable for.con- 
sultants to visit more than one major hospital in order to 
become an effective link between hospitals. This may 
work out quite well when both hospitals are in the scheme 
and one cannot be regarded as. a subsidiary. interest. 
The appointments can be part-time or full-time (the 
white-paper suggests both types) and the incentive of 
private practice could be maintained ; but such practice 
must not be allowed to interfere with hospital duties 
for which they would be under contract. The result 
of these proposals will be a much larger number of con- 
sultants, but the average salary will be less than is 
commonly earned in consultant practice now. The néed 
for some consultants to live away from the medical 
teaching centres is mentioned.. This was strongly urged 


“at a recent meeting of medical officers of health, who 


felt that if a consultant came to live in their area and got 
to know more about local conditions he would have far 
more influence on the whole medical service than if he 
were a mere visitor from a nearby city. Details of the 
salaries and conditions of service will be discussed 
between the Minister and the profession, and it is to be 
hoped that the result will. be such that first-class men 
will be attracted... 
Administrative responsibility for each institution 
transferred to the joint authority will presumably remain 
in the hands of a medical superintendent, but in view of 
the opinions expressed in many quarters, provision will 
probably be made for a medical committee of the senior 


~ staff of the hospital, and where there is disagreement 
this committee may have direct access to the local health 
services council or to the joint authority. These would | 


be innovations in the present municipal system. 


. OTHER CHANGES : 

What are the other changes in the municipal hospitals 
which one might reasonably expect if the plan is 
successful ? 

1. All the units will be brought up to a-reasonable stand- 
ard, and this standard should be high, . There should be no 
question of these joint-authority hospitals being of inferior 
status to the best voluntary hospitals. Financial arrange- 


ments will be such that jt can no longer be said that the 


richest counties have the best hospitals, while those in places 
where the need is greatest lack the financial resources to. 
maintain a proper standard in their health services. 

2. Each hospital should have its fair share of acute. and 
interesting work ; for in this way alone can a good standard 
be maintained in the medical and nursing staffs. In some 
cases it would be a good plan to arrange for municipal hospitals 
to have one or more of the special centres serving the whole 
area in order to provide a stimulus. Nothing is more dis- 
couraging than to work in a hospital receiving cases rejected 
from other institutions. | 

3. An extensive building programme will be necessary. 
In many places the present municipal hospital buildings are 
entirely out of date, and the fact that they are so often linked 


` to poor-law institutions makes them forbidding places for the 


treatment of the sick. Under the new scheme the separation 
of such institutions from hospitals should be complete. 

4. Outpatient departments for cases specially referred’ 
either from general practitioners or from health centres will 
probably be the rule in joint-authority hospitals. At present 
they are the exception. Practitioners will also have the ‘use 
of ancillary services such as clinical pathology, radiography, 
physiotherapy. | | 

5. In areas where there is a medical school the full facilities 


of the joint-authority hospitals could be used for under- 
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` authorities took over the clinics. 
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graduate and postgraduate training. The resources of the 
municipal hospitals have hitherto received little &4ttention in 
this respect.. = § © 

6. The clinical material in these hospitals gives a field for 
medical research of a special type which has not, yet been 
organised. The LCC has given a lead. > 

7. By proper use of resources an attack could be made on 
hospital waiting-lists. which at present are a grave reflection 
on our health services. A central bed bureau in each area 
might be a good means of dealing with this problem. 


THE ADVISORY COUNCILS 


Much will depend on the care with which the areas are 
drawn and surveyed and much on the detailed administra- 
tive machinery to be employed. The constitution and : 
membership of the local health services councils which , 
are to supply the professional and expert advice to the 
joint authorities are matters reserved for detailed con- 
sideration later. Presumably they will represent all 
branches of medicine and surgery, nursing, the local 
university, and hospital administrators, and will largely 
work by subcommittees, one: of which will constitute an 
advisory panel to consider applications for senior posts. 
It has been decided ‘“‘ on balance ’’ (to use the Govern- 
ment’s words) not to include professional and expert 
members of the local health services councils as members 
of the joint authority, but to have the councils as advisory 
bodies only. Given that the machinery must be demo- 
cratic and that an ad-hoc body is not desirable—which 
is debatable—I see no reason why expert members 
should not be coépted onto the joint authority, with or 
without voting powers. Codption is compulsory in the 
case of education committee and is often used for mater- 
nity and child-welfare committees, and although the idea 
does not often commend itself to the average member 
of a local-authority council this is no reason for keeping 
off these bodies the people who have expert knowledge. 
At the very least there need be no objection to a medical — 
expert being present, without voting powers, to explain 
and advise, as medical officers of health do at local — 
authority health committees. These councils will have 
to supply much: of the motive force of the scheme. _. 

The work at present undertaken by the MOH in 
hospital administration will presumably be done by 
special medical officers attached to the joint authority, 
responsible for the general running of the service in much 
the same way as hospital officers of the Ministry of Health 
now perform these functions for Emergency Hospitals. 
On their experience, drive and tact much will depend, ’ 
and they. should be carefully chosen and: not merely 


fitted in from redundant Ministry staff. 


. UNSOLVED PROBLEMS | 
The scheme as a whole is an ingenious compromise 
between many interests and therefore raises some 
problems. The first unknown quantity is the extent to 
which the voluntary hospitals will participate. Clearly, 
without their participation progress will be slow and 
uneven, and if they do not consider their reasonable 


_ interests to be safeguarded, agreement will have to be 


reached with them. Personally, in view of all the cir- 
cumstances, I see no particular difficulties in their way, 
\since the alternative might well be full nationalisation 
in order to implement a comprehensive service which is 
clearly demanded by the mass of the people. There is 
however no doubt that many voluntary hospitals dislike 
local-authority rule, joint or otherwise, and this is one 
reason why a public corporation would have found much 
favour. : l | 
Another difficulty arises with regard to the clinic | 

services, which according to the white-paper proposals 
are to.continue under the administration of the separate 
local authorities, while the hospitals are placed under the 
new joint authorities. Naturally if the whole of the health 
services were run by one body—either the Ministry of 
Health or a public corporation—this difficulty would 
not arise; nor would it be present if the new joint 
-The Government have 
rejected the first two possible solutions and have sug- 
gested that only in exceptional cases should such clinic 
and other services be taken over by the joint authority. 
They propose however that the joint authority in 
drawing up its plans for the area must satisfy itself that 
provision for these services is adequate and that the 
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necessary links with the hospital and consultant services 
are present. i 
Here it seems are many loose ends to tie up. It would 
have made a much tidier job if the whole of these services 
were transferred to the joint authorities. The Govern- 
ment may feel that the new authorities will be fully 
occupied for some time to come with the responsibility 


for the hospital system, and that additional burdens | 


would delay the most urgent reforms; or it may be a 
device to sweeten the pill for smaller local authorities 
who are gradually having more and more services taken 
from them. It is certainly anomalous that the antenatal 
_ Clinics, for instance, should be under a different authority 
from the maternity department of the hospital which 
' treats the patient at a later stage, when most people 
-would prefer the whole system to be based on the hospital 
and run by a common staff. Similarlv it would seem 
that the pathological services of the hospitals will be 
divorced from the small pathological units in the health 
centres. This can only be regarded as an interim 
arrangement and experience will lead to further integra- 
tion. , r ke a 

Another problem not mentioned in the white-paper 
is that of the sick and aged. This already presents great 
difficulty to municipal hospitals, and with an aging 
population the difficulty will increase. The usefulness 
of the municipal ‘hospitals would be much increased if 
these cases could be catered for separately under special 
arrangements instead of blocking beds in general hos- 
pitals which could be used to greater advantage. It has 
just been announced that the Nuffield Foundation is 
instituting an investigation into this question. 


CONCLUSION 


Administratively the plan is a compromise rendered 
necessary by the urgency of the problem, subject to 
amendment and improvement later. With the safe- 

` guards proposed it should be workable and should lead 
to a great increase in the usefulness, scope and standard 


` of the.municipal hospitals, enabling them to take their 


place as equal partners with the voluntary hospitals and 
leading ultimately to a unified hospital service. What 
is required above all. is a determination that we will 
give of our best to make this new service a success in 
the interest of the patient—our first and last concern. 


te 


Special Asticles | 


MEDICINE AND THE LAW 
Divorce Law versus Mental Treatment 
RECENTLY in Safford v. Safford the Divorce Court, in 


refusing a decree to the wife of an incurably insane . 


husband, made a decision which was apparently re- 
gretted by the Board of Control, by the counsel on both 
sides and even by the President of the court himself. 
In effect it tends to discourage recourse to the beneficial 
provisions of section 55 of the Lunacy Act of 1890 which 
allows the visitors of a mental hospital to sanction (on the 
written advice of the medical officer) the occasional 
absence of the patient on trial or for health. The Board 
of Control made known to the court its view that such, 
' absence is of great benefit in favourable circumstances 
and in any case alleviates the tedium of treatment. The 
effect of the Safford decision is that recourse to section 
55 prejudices the prospects of divorce. Thus there are 
influences which hinder its application. The difficulty is 
due to the language used in the Matrimonial Causes Act 
_ of 1937, associated with the reforming zeal of Mr. A. P. 
Herbert. A year later a similar statute was enacted for 
Scotland. If Mrs. Safford had been a Scotswoman 
petitioning in a Scottish court, she would undoubtedly 
have obtained the decree which the English court feels 
obliged to deny her. | 
The Herbert Act allowed divorce on the ground that 
E respondent spouse is ‘“‘incurably of unsound mind 
an 
for a period of at least five years immediately preceding 
the presentation of the petition.” The act goes on to say 
that a person of unsound mind is deemed to be under 
care and treatment if retained under an order under the 
Lunacy and Mental Treatment Acts or while receiving 
voluntary treatment under the 1930 Act immediately 


t 


has been continuously under care and treatment.’ 


following a period of such detention. Mrs. Safford 
established the incurable insanity of her husband and 
provet the other necessary element in her case—namely, 
that he had been continuously the subject of a reception 
order from Dec. 7, 1937, to January, 1943, when she 
presented her petition. But Mr. Safford had been 
allowed to be absent under section 55 during two periods 
of 15 and 44 days each in the summer of 1942. They 
made no difference to his recovery, but presumably they 
were a correct step in the mitigation of the routine of 
hospital life and they might, in a favourable case, have 
improved his mental health. They were fatal to Mrs. 
Safford’s chance of a divorce. As the President had held 
in the Shipman case at the end of 1938, where the wife 
had been allowed to be absent on trial (under section 55) 
for 346 days out of the. five-year period, the absence was 
an interruption of that period even though the reception 
order was continuously operative throughout the whole 
five years. 

In the Scottish act the draftsman was alert enough to 
profit by English experience and to deal specifically with 
this particular difficulty. He provided that in Scotland 
a person should be deemed to be under care and treat- 
ment as an insane person so long as any order for his 
detention under the Scottish Lunacy Acts was in force. 
Thus, if petitioning in a Scottish court, Mrs. Safford need 
only have shown the continuous operation of the recép- 
tion order for the previous five years and could not have 
been defeated by the fact that her husband was allowed 
to be absent (during those years) for any period on trial. 
The Scottish act happens to contain another improve- 
ment on the English law. A Scottish petitioner can 
succeed if the respondent spouse has been detained 
under care and treatment in England. The Herbert 
Act gives an English husband or wife no such chance 
if the other party to the marriage is under care and 
treatment in Scotland. A bill to remedy this discrepancy 
was understood to be under preparation a few years ago, 
but it remains in its pigeon-hole. a , 

Neither in morals nor in logic need there be any dis- 
tinction between England and Scotland over such 
matters, even if the codes of the two countries vary in 
their detailed provisions for lunacy or for divorce. Here 
are two definite oversights in the Herbert Act. England 
to this extent has a bad law where Scotland has a good 
one. Under no circumstances, surely, can the correction 
of these two mistakes be called a controversial matter, 
nor can it be accused of interfering with the war effort. 
If the attention of Parliament be directed to the need 
of amendment—even though the initiative cannot under 
present conditions be taken by a private member’s bill— 
the legislature will forfeit some of our respect by failure 
to right what at present is a potential wrong. 


“ Medical Malpractice ” 


Dr. Louis J. Regan a member of the California bar, 
summarises usefully (Kimpton. Pp. 256. 25s.) the lessons 
of several hundred decisions of the different state courts 
of the United States on the relationship of physician and 
patient. He deals briefly with American cases on the 
invasion of the right of privacy. Prof. P. H. Winfield 
has shown how inadequate is the remedy in England. 
In the United States, says Dr. Regan, there is a growing 
tendency to recognise the right of privacy as forensically 
enforceable. The right to be “left alone ’’—to live 
protected from unwarranted publicity—is, he observes, 
much broader than the right to damages for defamation, 
since truth is a defence to an action for libel or slander. 
Here are some of the decisions which he cites. 


A plaintiff alleged in a Los Angeles court that a motion 
picture was taken of a surgical operation without his know- 
ledge or consent. There were other allegations. The jury 
failed to agree. | | 
In a Georgia case a hospital was said to have permitted 
the photographing of a deformed child, and to have given 
the facts of the case to a newspaper which published 
a photograph and commentary without the leave or know=> 
‘ledge of the parents. This was held to be a breach of the 
parents’ right of privacy through a breach of the confidence 
and trust reposed in the hospital. 
A New York court hasdeclared that decent and respectful 
treatment is implied in the contract for professional services 
because of the confidential relationship of the parties, - 
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- especially in view of the usually necessary exposure of the 

- patient’s person. E . 

-In Michigan, when a practitioner had taken an unmarried 
non-professional man into the room where a woman was 
being delivered of a child, the judge held that she was ən- 
titled to damages for the shame and mortification thereby 
suffered. On the other hand in California, when a patient 
complained that she had been examined by persons whom. 
she described as medical students in circumstances of levity 
and discourtesy, judgment was given against her; but her 

- claim had been in respect of physical injuries, not for shame 
and mortification. | ; 

Dr. Regan includes a chapter on ‘“ malpractice vulner- 


- ability ” containing a “‘ self-test ” of 31 questions. The 


diffident practitioner can mark himself and so assess his 
own risk. | 

The American medical man is warned of the danger 
of failing to use the resources of radiography. He is 
advised not to tell his patients that he is insured against 


, the accidents of practice, not to promise recovery too 


optimistically, not to turn over his debts to a debt 
collector’ too soon, and not to fail to keep adequate 


. records. He is warned that statistics show claims for 


damages for professional negligence to be instituted nine 
times out of ten by a new patient; ‘‘ it is rare indeed 


that an old patient instigates suit against his physician.” | 


And lastly he is advised that the profession must educate 
itself into abstaining from the unethical criticism of 
another man’s work. When one has had the benefit of 
the previous doctor’s experience, it is so easy to find error 
in the treatment administered. . Criticism, says Dr. 
Regan, is unfair and unethical unless the critic has all the 
facts of the case, the statement of the other practitioner 
as well as the story of the patient. Authorities, he adds, 
have estimated that 50-80% of all allegations of pro- 
fessional negligence would be eliminated if the unwise 
comments of one doctor upon another’s treatment of a 
patient could somehow be avoided. 


' EGYPT’S PLAGUES 


A SOUND health programme has long been needed 
in the Nile Valley. Among the hindrances to health 
measures and sanitary reforms have been the poverty 


A 


of the fellaheen, the absence of keen and farsighted 
_ voluntary organisations, and the indolence which breeds 
In a lecture 
-~ on postwar planning—one of a series arranged. by the 


in that ample and unchanging sunshine. 


Anglo-Egyptian Union and the British Council—Dr. 


A. W. Wakil Bey, the Egyptian minister of health, has 


outlined a comprehensive scheme for the coming years, 
which, if implemented, will change the whole picture of 
Egyptian public health. With a birth-rate of 42 per 
1000 Egypt has a death-rate of 26 per 1000, more than 
double that of England; and’more than half of this toll 
is in infant life. Rapid growth of population has meant 
increasing poverty, overcrowding and a greater load on 
primitive methods of sanitation. At the census in 1937 
the population amounted to nearly 16 million, and three- 
Not more than 
700,000 work in factories, but these have welfare super- 
vision which the agricultural workers lack. Only 


‘modest taxes can be collected from the villagers—sums 
too little to cover the expense of installing sanitation. 


Public water-supplies have been provided only in the 
cities and are thus available to only about a quarter of 
the population: Though the death-rate has fallen in the 
large cities, theré has been no improvement in rural 
areas, and indeed until 1940 the rate was rising. Educa- 
tion, too, has lagged, literates numbering only 19% for 
the country as a whole. | 


principal diseases endemic in Egypt are: tra- 


choma, affecting.90% of the people; bilharziasis affecting — 


55% (76% in rural communities); ancylostomiasis 
(30%); malaria (15%); venereal diseases (12%); pella- 
gra (7%); tuberculosis (2%); 
With this picture before him Wakil Bey suggests that 
the health needs,of his country should be tackled in 
the following order: first, rural. sanitation and water- 
supplies ; then bilharziasis and ancylostomiasis, infant 


and child mortality, tuberculosis, venereal disease and 


leprosy, provision of more hospitals, and urban sanita- 
tion. He would deal with them on a 5- or 10-year plan, 
using part of the financial reserve of the country to pay 
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and leprosy (0:3%). | 
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for the scheme. Under the Rural Health Reform Law 
of 1942 the responsibility for carrying out local pro- 


grammes is laid on the provincial councils, which corre- 


spond to our county councils. These are to receive 
subsidies over and above the 20% of their own revenue 
that they set aside for medical services. a 
Good underground water could be supplied to some 
3000 villages by sinking artesian wells, others would 
have to be supplied from water-works on the Nile or 
large canals. Village sanitation will have to begin with 
the draining of pools and marshes, removal of middens 


and provision of proper dumping grounds for waste. 


Public baths can.suitably be installed in the mosques 
for men; but for women and children separate. baths 
must be built. Some of these would be attached, with 


a communal laundry, to maternity and child-welfare . 


centres set up to serve groups of 3-4 villages, with a 
combined population of about 15,000. A free medical 
clinic would serve the same area. It is estimated that 
817 rural health centres of the kind could be set up in 
20 years; there are already 74 in existence and 42 new 


ones being built. | , z 
`- For the treatment of ancylostomiasis, bilharziasis and | 
. other parasitic diseases the Egyptian ministry of health 


has 80 hospitals, some of them mobile; but they are 
single-doctor units and have not been able to undertake 


eradication of these diseases. An intensive postwar ' 


campaign to destroy snails, village by village, and to 
treat thoroughly. all infected villagers has been agreed 
on, and should be completed in 6 years. For the treat- 
ment of tuberculosis, leprosy and venereal disease there 
are plans for the building of more hospitals and treat- 
ment centres. £ 

Shortage of doctors is likely to hinder the progress of 


all these schemes, and Wakil Bey thought it necessary. 


to have medical schools capable of turning out four times 


-as many medical graduates as at present qualify in 


Egypt. ‘There is need also for the growth of a more 
mature and responsible spirit among QYgyptians as a 
whole. Dr. Cecil Alport a few months ago resigned his 
directorship of the medical unit at Fuad el Awal Hospital 
because he considers the Cairo hospitals to be misman- 


aged and the male nursing staff untrustworthy and ’ 
harsh to patients. Religious scruple prevents women. 


of good type from taking up nursing since many of the 

ks a nurse is required to undertake—the handling of 
bedpans or linen soiled by excreta, for example—are 
stigmatised as unclean. The doctors lack training in 
public health and preventive medicine, and at present 
the great disparity in wealth between the ruling classes 
and the peasants is not counterbalanced by any wide- 
spread altruistic impulses among the rich. Strict stand- 
ards are difficult to maintain in a country where the 
easygoing phrase ‘“‘ It doesn’t matter ”?” can be expressed 
in one word—and that the commonest on every lip. . 

- At the moment we have a personal as well as a friendly 
interest in Egypt’s health plans, for they bear upon the 
well-being of allied troops stationed there. Just now 
malaria presents a special menace. Until recent years 
there was scarcely any malaria in Egypt, but within the 
past two years malignant tertian has invaded the Nile 
valley in Upper Egypt and it may spread northwards 
during the summer to Cairo and the Delta. Possibly the 
vector, Anopheles gambic, will not be able to survive 
in the pools and marshes of Lower Egypt, but if it does 
the. disease will become endemic. The death-roll in 
Upper Egypt is said to be already very heavy, the official 
figure for 1943 being 11,000, and the cases are estimated 
at 142,000 in the past two years. The British Army 
medical authorities have offered to send a malaria field- 
laboratory detachment and two antimalarial control units 
into Upper Egypt to attack the disease and its vector. 


CLASSIFICATION OF EMS Parrents.—lIf a British subject 
living in Gibraltar is evacuated to England and needs hospital 
treatment, who is responsible for the cost of his treatment ? 
This is the kind of poser that arises at EMS hospitals (the 
answer is that he is regarded as a guest of the Government, 
who will pay all expense), and both local authority and volun- 
tary hospitals will find the answers in a booklet prepared by 
Mr. L. A. Rothwell, county accountant of Middlesex, and 
published by the County Accountants Society, County Hall, 
Chichester, price 2s. 6d. 


+. 
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In England Now 


A Running. Commentary by Peripatetic Correspondents 


THE body builds up a defence against noxious substances 
by starting with infinitesimal amounts and working up. 
Lying in my London bed the other night, trying to 
persuade myself that, blitz or no blitz, I was going to 
enjoy my nine days’ leave to the full, I began to apply 
this concept to analogous mechanisms at work in our 
minds—good morale and bad, calm and panic, bravery 
„and cowardice are dependent on psycho-inoculation to 
mental traumata. 3 

Before Munich most of us disbelieved that the bomb 
bacillus would spread to our shores. Then came a 
realisation that, after all, we were to be exposed to its 
ravages, and that we must prepare ourselves to with- 
stand them. So by radio, newspaper and talk we began 
our first inoculations, detoxicated, of course, but highly 


successful with most of us. The course went on, during ` 


succeeding months, more irregularly spaced than was 


desirable, what with scare periods such as September, 


1939, doldrums as in early 1940, and a rush when we 
saw Holland, Belgium and France prostrate. 
at this stage, was based on a high degree of protection. 
_ Later in 1940, the Germans began the second course of 
treatment with their-nuisance raids—good therapeutics, 
I think, to follow with attenuated strains of live organ- 
isms. Professionally speaking, the Germans started the 
third course too abruptly ; the doses were too big and 


badly graduated. The nightly inoculations of the’ 


blitz in August-Septémber, 1940, found some patients 
in a negative phase, so that cases of anaphylactic shock 
(Goldstein’s catastrophic reaction, if you like) were fairly 
common. Still, most of us managed to take these 
highly concentrated inoculations of live organisms with 
little in the way of constitutional reaction. It is now 
world history that those who were actually attacked by 
the disease in ome of more of its clinical forms of blast, 
. fire, direct hit and burial during those epidemic months, 
responded admirably to the destnsitisation they had 
received ; their morale remained high, and psychiatric 
casualties were surprisingly few. 

\ For three years now we have been almost free from 
` ‘the bomb germ, and Jerry has given us no prophylaxis 
for our morale. Ought we not to have known that, like 
many bacterial infections, immunity here is short- 
lived ? So what was to be expected but that the recent 
~. sharp recrudescence caught a higher proportion of 
-= victims, rendered susceptible and sensitive by too long 
an interval since immunisation. But judging by our 
household immunity is rising again with a bang. 

+ + * 


I must confess that there are times when I am slightly 


uneasy in the presence of our co-belligerents, the Italians. 
Even at this stage of the war I find myself looking ask- 
ance at the suave Neapolitan who presides so efficiently 
at the mess bar, but. he pales into insignificance beside 
the barber. The rattle of his scissors and razor is 
reminiscent of the distant rumble of the tumbrils. This, 
I reflect, is surely the supreme gesture of confidence. 
Nevertheless I scrutinise my man carefully for the 
stigmata of fascism. He strops his razor. ' I ask myself, 
is this one of Mussolini’s select band of fanatics pledged 
to slit the throats of not less than three field officers of 
the invading army ? Now he combs my hair almost 
caressingly, and I begin to wonder whether I should 
have dismissed my batman when he brought this silent 
foreigner to my room. Today the same ideas had 
flittéd through my mind as I sat in that slightly vacuous 
state of mind which supervenes in the barber’s chair. 
The Italian, elegantly dressed in a blue lounge suit, 
flitted about the room like a butterfly. The ritual was 
nearing its conclusion, and my mind was turning to the 
question of whether I had the odd 20 lire in change. 
Suddenly the awful thing happened: the wretched 
fellow was brandishing his cruelly pointed scissors right 
in my face. I drew a deep breath to call for help. Too 
late, the scissors had found their mark. He had clipped 
off the hairs that have for many years protruded from 
my anterior nares ; it was the grand finale, and there he 
stood before me in a shaft of sunlight in a pose that 
would have graced a virtuoso. . 


IN ENGLAND NOW 


Morale, 


tapeworms.” 
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Research workers are gradually and somewhat un- 
willingly coming to realise that they must use a statistical 
method in the evaluation of much of their results. This 
is a difficult technical matter but inescapable. A few 
people are still given to the regrettable and inaccurate 
cliché that one can prove anything by statisties. This 
is no more valid than Thomas Carlyle’s remark that fools 
learn by experience. It is true that inaccurate or mis- 
used statistics can be, and have been, employed to bolster 
up a bad case, and that a statistical analysis can be no 
more accurate than the data on which it is founded. 
But that is quite irrelevant to the immense value of this 


‘research method. It. is indeed the only way in which 


many wide fields of human knowledge can be explored. 
We must have a store of statistical raw material of 
astronomic size in the various records accumulated by 
the National Health Insurance administration. I under- 


- stand that a Statistical Branch did exist which took out 


figures for various official purposes, but I cannot recollect 
having seen any published studies of an academic or 
instructive kind. Surely there are many nuggets in this 
mine which would be well worth taking out, and which 
would add to our knowledge as nothing else could in 
such varied fields as epidemiology, climate and disease 
incidence, trends of prescribing and many more—much 
as the studies of the Milbank Memorial Fund have done 
in America. It might be thought that this is hardly the 
time to talk of statistical research, which seems to have 
a dry flavour to those who have no taste for its intricate 
delights, but. the white-paper waves before us as the 
banner in the van of an advance. One can but hope that 


- some attention will be paid to the statistical information 


which it will make available, and some provision made 
for working it out and putting it mto instructive form. 
| * 


x x 

In this ninth year of sulphonamide therapy these drugs 
are still being prescribed in a manner which can only be 
described as whimsical. ‘Nothing else seemed to do 
much good, so I thought a tablet or two of sulpha- 
pyridine wouldn’t do any harm ” is the usual attitude. 
Such vagueness can perhaps be understood, if not 
condoned, among overworked GPs and Service MOs 
engrossed with privy -soil and the sarcoptes scabiei, but 
I was astonished to find it in a recently published vade- 
mecum of medicine. There -I am advised to treat acute 
tonsillitis with two half-gramme tablets of sulphanilamide 


't.i.d.; acute glossitis with one to three tablets t.i.d. 


(subtle distinction); and, by way of a change,’ acute 
pharyngitis with two to three such tablets t.i.d. (subtlety 
of subtleties). Whatever the effect on the patient this 
should give me some interesting material for a paper on 
sulphonamide-fastness. The recommendation for actino- 
mycosis of the lungs is one gramme of sulphapyridine . 
t.i.d. for 6 days, followed by another course in 10 days. 
If this is not successful recourse should be had to pot. iod. 
(I must tell my dispenser to have the pot. iod. ready) 
We get a little bolder when dealing with malignant endo- 
carditis and give four to six grammes daily for 7-10 days. 
- Cannot our teachers tell us that fiddling with sulphon- 
amides without planned dosage and careful adminis- 
tration is futile and dangerous? Will not some 


philanthropist pay for the compilation and free distribu- 


tion to every practitioner of Sulphonamide Therapy 
without Tears for him to prop against his coffee-pot and 
digest with his morning toast ? Meanwhile, there is of 
course the MRC Memo No. 10 at 9d. . 

* * * 

One of my fever nurses has, I think, discovered the 
true action of filix mas. When I asked in her final 
examination what the tarry looking fluid in the bottle 
was used for she answered brightly, ‘‘ As an emetic for 
My fellow. examiner was a bit jealous 
that I had collected the only bon mot of the morning, 
but he had to agree that this may be ny the wretched 
creature loosens its hold on the intestinal wall. Pees 

x mm k E 

They have apparently started some mild sex education 
at my youngsters’ school. The neighbour’s seven-year- 
old was overheard quizzing mine as follows: ‘“‘ Do-you 
know why women have nipples?” ‘ Of course, to 
give their babies milk.” ‘Then why have men nipples 
too?” This stumped my lad and he unwillingl 
admitted ignorance. ‘‘ I know,” said the other, “it’s 
to show the doctor where to put his stethoscope.” 
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Letters to the Editor | : 


PASSIVE MASSEUSE, ACTIVE PATIENT 


Sm,—May I, as one-time chairman of council of the 
Chartered Society of Massage -and Medical Gymnastics, 
thank you for drawing attention to the change in name 
of the society to that of. Chartered Society of Physio- 
therapy ? But I cannot feel that some of your comments 
should be allowed to stand without a mild word of pro- 
test. There is a tendency to regard activity on the part 
of the patient as something new; yet for 24 years the 
full name of the society included ‘‘ medical gymnastics,” 
and members have been trained to encourage patients in 
activity and voluntary effort.. It seems, therefore, a 
little unfair to suggest that they have codperated with 
their patients in the doctrine ‘of ‘lie back and be 


- treated.” 


Mr. Watson-Jones is in favour of giving up “ rubbing.”’ 
I wonder if he ever went out on a cinder track in spikes 
and appreciated the rubber’s efforts subsequently ? If 
healthy muscles can appreciate the treatment, may we 
not be justified in supposing that the same applies to the 


=- wax ‘ skull’) had a. rough mathematical correspondence 


infirm muscle ? He holds that there are no indications _ 


at all for passive forcing and stretching. I. agree, but 
forcing and stretching are as incompatible with passive 
movement as is sodium bicarbonate with hydrochloric 
acid. In passive movement even the patient’s muscles 


must not be allowed to assist’ or resist the movement. | 


~ 
° 


How then can forcing or stretching find any place? 
And why blame myositis ossificans on physical treatment 
when, in a child with (say) a. fracture through the ole- 
cranon fossa, treated with a cuff and collar, every move- 


~ ment of the shoulder involves movement of the elbow. 


Such opportunities for. moyement, vastly in excess of 
those allowed in treatment by mobilisation and massage, 
are responsible for more cases of traumatic myositis 
ossificans than the whole of the massage profession put 
together. Again, there is nothing new in exercises to 
develop the muscles which move a. joint: . they have 
always held a prominent place in the training of the 
masseuse.. -o 


The ultimate aim of physical. treatment is, and always’ 


has been, restoration of function. To reduce the whole 
of physical treatment to the prescription and supervision 
of active muscular exercises would be a disaster. 


`- Park Square, N.W.1. . . JAMES MENNELL. 
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MECHANICS OF HEAD INJURIES 


SIR, —I am in complete agreement with Dr. Gurdjian 
and Prof. Lissner in their main contention that many of 
the approximations made in my article (Lancet, Oct. 9, 
1943) are somewhat inaccurate and uncertain. I should 
like therefore to point out again that the stress figures 
in that article make no claim to the sort of accuracy 
attained by engineers in stress figures for engineering 
structures. The figures are merely there to indicate the 
sort of stresses that are caused by rotational acceleration, 
and to help to convince the doubters that, arguing from 
-what few facts we do know, rotational acceleration -is 
much the most probable cause of lesions remote from the 
site of the blow. 

- Some of their, points can be hriefly answered. The 
question of the attachments between brain.and skull is 
difficult. It is clear that, except near a fracture line, 
dura ahd skull move together as one. In comparison 
with the pia and the rest of the brain, the arachnoid is 
very tough, and moreover is stretched across the sulci. 
Hence, as a first approximation, it- seems to me legiti- 
mate to suppose the arachnoid is inextensible. It is easy 


-= to show that, on this hypothesis, no slip of arachnoid 


relative to skull is possible unless the inside of the skull 
is a surface of revolution (which it clearly is not). 
in a real brain the slip of the arachnoid relative to the 
dura will be small (unless, of course, the forces are 
large enough to tear the arachnoid). Hence, when 
considering the stresses in the brain proper, it is legitimate 
to assume that skull, dura and arachnoid move as one, 
and that the brain is attached to this unit by means of 
the feeble trabeculse. which connect the. pia to the 
arachnoid. Hence the ‘ adhesions [which were allowed 
to grow between the gelatin ‘ brain’ and the paraffin 


1 


Hence 


` this area (Brit. med. J. 1940, i; 830). 


f 


with the attachments between the pia and the somewhat 
less extensible arachnoid.” The tethering trabecule - 
will be highly stressed during a blow, and ‘until they or - 
the arachnoid tear they will exert large forces on the > 
‘brain. These forces are, as Gurdjian and Lissner rightly 
guess, the main cause of the “ contrecoup ” lesions shown 
at the sides of the coronal and horizontal sections. 

. They say “ It is not clear why tensile strains may not 
be the important factor in the causation of lesions 
instead of shear strains.” Since, any unilateral tensile 
strain is mathematically equivalent to a dilatation com- 
bined with a-pair of shear strains, unilateral tensile 
on are just as much the cause of lesions as are shear 
strains. ns 


Laboratory of Physiology 
University of Oxford. : 


RUBELLA AND CONGENITAL MALFORMATIONS 


Sir,—It should not be difficult to establish or disprove 
the relationship reviewed in your annotation of March 4. 
In this area during the last ten years two babies have been Ž 
born with congenital cataract. - Both had also- congenital 
defects of the heart from which ‘one has since died. 
Inquiry elicits the facts that the mother of one had 
rubella during the third month and that of the other 
during the second month of pregnancy. There can be 
little doubt that the disease was in fact rubella. German 
measles was epidemic at the time and was rather severe, 
giving rise to ‘‘ polyarthritis ” in some 35%. of cases in 
During the same 
period there have been born in this area three anen- 
cephalic monsters, one case of severe hydrocephalus, 
and one of mild hydrocephalus with spastic paraplegia. 
None of the mothers of these abnormal infants suffered 
from rubella or any other infectious disease during 
pregnancy. I can find no record of any other pregnant 
woman having rubella during this time, but a colleague 
tells me of a pregnant woman who had a very severe 
attack of morbilli and produced a perfectly normal 
child. | 
: Beaminster, Dorset. . 


ANAPHYLAXIS FROM ANTI-TETANUS SERUM | 


Sm,—On Feb. 24 of, this year a woman of 23 was 
aümitted to hospital with lacerated wounds of the legs 
resulting from enemy action. She was given 3000 units 
of anti-tetanus serum ,and 10,000 units of anti-gas- 
gangrene serum intramuscularly immediattly. These 
doses were repeated on the 26th, and on March 2 she was 
given 10,000 units of anti-gas-gangrene serum alone. On 
March 15 she developed twitchings of one Jeg, which by - 
the 17th had spread to both legs and left little doubt 


A. H. S. HOLBOURN. | 


R. E. HOPE SIMPSON. 


- as to their tetanic origin. To determine her sensitivity to 


therapeutic serum, an intradermal injection of min. 1 of. 
anti-tetanus serum ‘was given with no untoward results ; 
1 c.cm. of anti-tetanus serum with min. 5 adrenaline was 
then injected intramuscularly, again with no ill effect. 
The intravenous injection of anti-tetanus serum was then 
begun, but after 8 c.cm. had been injected the patient 
complained of pain in her arm followed by a tightness 
in the chest. “She died almost immediately despite the 
usual resuscitative measures. | 
_ Such anaphylactic manifestations are fortunately rare 
and virtually confined to the civilian population. The 
Services are protected by toxoid against tetanus, with 
a ‘‘ boosting ”? dose at the time of injury; this has 
undoubtedly decreased: the incidence of tetanus and the 
necessity for the therapeutic administration of anti- 
tetanus serum. i | 

The fallibility of the intradermal sensitivity test is 
pointed out in almost every textbook on bacteriology. 
In most London teaching hospitals it is the practice tot 


‘give prophylactic injections of anti-tetanus serum on the 


eighth and fifteenth days after the initial dose to guard 
against the onsetof tetanus after a long incubation period. 
This practice should be more widely known. If this 
precaution has not been.taken and the patient develops 
tetanus requiring intraveous serum, there still remains 
the safeguard of injection under ether anesthesia, which 
not only helps to relax the tetanic spasm but has been 
shown to minimise the risks of anaphylaxis. 
Harlcy Street, W.1. DONALD TEARE. 
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- —derive great help from efficient rehabilitation. 
` out it they may be handicapped for long periods ; with 
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REHABILITATION OF CARDIAC PATIENTS 


Sir,— Many patients—those with fractures for example 
With- 


it most of them may be enabled to undertake full activi- 
ties and to resume their normal work. The success 
achieved in this direction has led to the suggestion that 
similar methods should be used more widely, and the 


. council of the Cardiac Society felt the time was opportune 


for expressing their views and bringing forward some 
questions for wider discussion. | 

Patients with heart disease are in rather a special 
category as regards rehabilitation. , In the first place 
any activity, including walking or other forms of physical 
effort, must automatically increase the work done by the 
heart. If the patient is going to recover completely—e.g., 
after some temporary infection—cardiac recovery will 
often proceed pari passu with recovery from the infection, 
and no more than simple graduated exercises may be 
needed to ensure it ; in fact he may need limiting rather 
than encouraging in his rate of progress. In other cases 
complete recovery may be impossible and it may be most 
important that he should not return to his previous work 
and activity. 

Further, the correct diagnosis of the condition of the 
heart, and especially of the heart muscle, and the correct 
assessment of the cardiac reserve are of fundamental 
importance, and harm may be done by too much or by 
too little activity at any particular stage. 

In our opinion there is only limited scope for rehabilita- 
tion, as the term is now being employed, for patients 
suffering from organic cardiovascular disease. Physio- 
therapy and graduated exercise are of course useful, but 
must be supervised by a doctor with special knowledge of 
heart disease. The main problem is the decision as to 
how much general activity should be allowed, and ‘this 
depends more on the success of the doctor in charge in 
diagnosis and assessment of the patient’s cardiac reserve 
than on the availability of skilled assistants in physio- 
therapy or occupational therapy. The need for suitable 

_convalescent homes is of course generally accepted. 

There are, however, cases in which the heart is tem- 
porarily under suspicion, which fuller investigation proves 
to be unjustified—e.g., systolic murmurs which the 
inexperienced may hesitate to disregard but the experi- 
enced are able to label as “‘ insignificant.” In many such 
cases all that is necessary is an authoritative opinion that 
the heart is normal and that the patient is capable of 
leading a full active life, but in others rehabilitation may 
be needed. There is also scope for rehabilitation in the 


. case of effort syndrome, which is at least as common in 


civil life as under Service conditions, though here it may 
appear diagnosed as ‘‘ cardiac anxiety state,” “ trau- 
matic neurasthenia’’ or “ postinfluenzal tachycardia.’ 

‘But we suggest that the rehabilitation of these patients, 
whether by graduated exercises or by simple psycho- 
therapy, should not be carried out at cardiac clinics, once 
it has been decided that there is no organic disease. 

We suggest, therefore, that there should be.more well- 
staffed and well-equipped outpatient cardiac clinics at 
general hospitals, preferably under the care of an 
experienced cardiologist. Here a correct diagnosis could 
be made, and the patient could be advised about suitable 
employment and be kept under observation when engaged 
in such employment. The help of the almoner’s depart- 
ment. would often be useful. If necessary the patients 
could receive specialised treatment that experience has 
shown to be more satisfactory in cardiac clinics, such as 
the treatment of auricular fibrillation with digitalis or of 
congestive failure with mercurial diuretics, or the control 
of symptoms of early angina. 

, Special difficulties may arise in finding suitable work 
for patients with some permanent limitation as a result 
of heart disease, and this is a problem that should be 
discussed. Many such persons, especially the younger 
ones with rheumatic heart disease, are precluded from 
those occupations which are most appropriate to their 
condition—e.g., civil service, b ing, and insurance. 
Hence they are forced to take less suitable work for which 
no medical examination is necessary and in which their 
health may break down. Alternatively, they are out of 
employment and the nation is losing citizens who might 
give valuable service for a considerable number of years. 


ASPHYXIA IN THE NEWBORN = 


in each 1 c.cm., made by 
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We recommend that where a patient is fit for particular 
work his acceptance should not be impossible because he 
has valvular disease which precludes his joining an 
ordinary life. assurance scheme ; it should be possible to 
make special arrangements for accepting such patients in 
some branches of the civil service, banking, or the like. 

Another difficulty is With the older patient who is 
beginning to be incapacitated by early signs of failure or 
angina, or by such lesions as hypertension, arterio- 
sclerosis, or myocardial disease which may lead to failure 
if his previous employmentis no longer suitable. Such a 
patient would often be better at work, and would like to 
be at work, but cannot find anything because he is not 
fit for the heavy work that he did before. 

We recommend that there should be some industrial 
advisory board or government department through 
which arrangements could be made to ensure that these 
partially disabled patients could obtain suitable work, 
after approropriate special training when necessary. 
Often training would not be necessary and the patients’ 
previous employers might be able to carry out the medi- 
cal recommendations, especially if they were safeguarded 
against claims against them under the Employers 
Liability Act, in the event of a breakdown of an employee 
known to bé suffering from heart disease. . 

The special care of rheumatic children is being dealt 
with elsewhere in a separate memorandum. 


MAURICE CASSIDY. 


_ Cardiac Society of Great Britain ` Chairman. 
and Ireland. MAURICE C AMPBELL, 
Secretary. 


ASPHYXIA IN THE NEWBORN 
Str,—Prof. Leonard Parsons has drawn attention in 


his Charles West lecture (Lancet, Feb. 26, p. 267) to the 


effect of asphyxia on neonatal mortality and probably 
on mental deficiency, so I need no apology for recording 
a further experience of the method I described some while 
ago of treating this complication by the intracardiac 
injection of ‘ Cardiazol-ephedrine ’ (a solution containing 
gr. + of ephedrine hydrochloride and gr. 14 of leptazol 
Messrs. Knoll of London). 
I have previously (Lancet, 1941, i, 437) reported one case 
in which this measure was followed by the immediate 
commencement of vigorous respiration and crying. This 
second case was no less satisfactory. 


Six days ago I was called to a full-term baby which had 
been born normally about 20 minutes before I arnived. It 
had made a few fruitless efforts at respiration and the heart 
was beating fairly well. I confidently expected that it would 
revive after the intramuscular injection of 0°5 c.om. of 
cardiazol-ephedrine but nothing happened and all attempts 


- at artificial respiration proved unavailing. In 5 minutes 


or so the heart-beat had become slow and feeble so I injected 
0-3 c.cm. into the cardiac cavity—I presume it was the left 
ventricle. I had hardly withdrawn the needle when the babe 
began to cry and breathe lustily, and it continued to do this 
without intermission for several hours afterwards, nor has 
there been any trouble with breathing since. 


Several months ago I had what I thought was a failure 
with this method when a similar procedure with a seven 
months foetus failed to show any response. I was much 
disappointed until I discovered that in the dim light of 
an oil lamp I had inadvertently injected ‘ Coramine ’ 
instead of cardiazol-ephedrine. This regrettable mistake 
seems to support the view I suggested (Lancet, 1941, ii, 
172) that the action of the cardiazol-ephedrine in this 
condition is not that of an ordinary analeptic but borders 
on the induction of a cardiazol convulsion. Sir Joseph 
Barcroft has given grounds for believing that at birth 
the brain is relatively insensitive to stimuli, that the 
main cause of failure to breathe is probably this cerebra] 
depression, and that therefore stronger stimuli than 
normal may at times be required. Once respiration has 
been fully established it is maintained by the better 
known mechanisms of adult life. It should therefore theo- 
retically be possible to start respiration in asphyxiated 
babies by the administration of a semi-convulsant. 
From my experience cardiazol-ephedrine does this 
admirably, and where it fails to do so by intramuscular 
injection it may well succeed if given into the heart. 
The long period Of continuous crying which has marked 
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both my cases is probably an expression of this cerebral 


| excitation. 


My first case is now a very healthy boy of four years 
with no evidence of having so nearly failed to live. To 


-adopt such a simple if heroic measure early seems 


preferable to letting a baby have a long period of semi- 
asphyxia while the establishment of strong breathing is 


. in the balance, for, as Professor Parsons suggests, this 


_ may lead to future mental impairment even if the baby ` 


does not die from atelectasis or other complaints. It is 
quite possible that there are various factors which may 
cause failure to breathe, quite apart from true birth 
injuries. There certainly seems to be one factor which 
an injection of cardiazol-ephedrine will cure, and the 
widespread adoption of this’ procedure when needed 
would not only save many lives but would separate 


- Off clinically one class of asphyxia cases (probably 


SBarcroft’s pure depressed cerebral type) and so enable 
us to find out more about the others. Having now twice 
seen the almost unbelievably dramatic change from a 
lifeless foetus into a lusty infant, consequent on the 
intracardiac injection of cardiazol-ephedrine, I am sure 
that no-one can go to a confinement properly equipped 
to deal with asphyxia neonatorum without an ampoule 
of it in his bag. Strychnine or some other convulsant 
might do as well, but cardiazol-ephedrine has proved 
effective, innocuous and convenient. 

Winsford, Cheshire. W. N. LEAK. 


LARYNGOSCOPE BLADES 


SıRk,—In your issue of Feb. 13, 1943, I described a 
laryngoscope which works on a new principle and stated 
that ‘‘ the precise shape or curve of the blade does not 
seem to matter much provided the tip does not go beyond 
the epiglottis.” I find now that users place too much 


emphasis on the curve. For two years I have used blades 


ranging from those with a well-marked curve to the ° 


perfectly straight (see illustration). Provided the laryngo- 
scope is used properly and the blade is of the right length 
there is so little difference in the performances of the 
various blades that I had some difficulty in deciding 
which was the best for all-round use. I find a curved 
blade easy to introduce and that it accommodates the 
natural curve of a Magill-type endotracheal tube; if 


- however a bronchoscope or a straight endotracheal tube 


is to be passed the straight blade will be found somewhat 
easier. Straight blades, or blades of differing curves, can 
be obtained from, the makers, Longworth Scientific 
Instrument Oo., Oxford. i 


Nuffield Dept. of Anæsthetics, 
° Oxford. R. R. MAOINTOSH. 


PSYCHE AND SOMA 


Sır, —It was with considerable pleasure that I read ' 


Major Torrie’s article on psychosomatic casualties in the 
Middle East. Significantly enough though he described 


~ himself as a ‘ specialist in psychological medicine ” he 
‘appreciates the psychosomatic situation more compre- 


hensively than some of the neuropsychiatrists who have 
appeared since the war began. I think the difference in 
appellation covers wider differences in view than is 
generally realised. Take for instance the following 
extracts from the article on reactive anxiety and its 
treatment by a ‘‘ neuropsychiatric specialist ’’ (Lancet, 
Jan. 1, p. 7) aon 

_‘* Methodical sedation . . . will in most cases clear up 
< physical signs ; appetite must be stimulated. With regard 
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to the remainder, every case must be treated on its merits, 
and the policy pursued makes all the difference in the results 
obtained.” -. oo 
“ All that is required is the removal of symptoms and the 
' careful avoidance of implantation of a belief of permanent 
damage by the therapist.” . : 
. “... there are a few occasions when an economy. of 
truth, not inconsistent with the policy of honesty, is better 
therapy.” l 


And so on. Not surprisingly Surgeon Lieutenant 
Garmany finds that some patients develop ‘‘ a mildly 
paranoid attitude towards the physician ’’ and further 


that ‘‘ the therapist has only to ask a few patients to 


repeat the explanation [i.e. of his fears] again a week. 


later to realise what care, thoroughness and reiteration 
are required to avoid the most extraordinary misinter- 
pretations of his meaning.” His final opinion that 
“ platitudes and generalisations of an elementary kind 
on which ‘there can be no possible difference of opinion 
have their value in placing therapist and patient on the. 
same side of the fence ’’ suggests to me that his psycho- 
therapy had little to do with the improvement in -his. 
cases; they probably responded to the coincident rest 
and sedation—mild acutely traumatic anxieties always do 
respond well to such treatment. . E 

The growing importance of the psychological side of 
medicine is bringing psychiatry more and more into the 
public eye and making this issue a serious one : for few 
of those psychiatrists brought up in mental hospital 
materialistic tradition have any training in the intricacies 
of modern analytic psychotherapy, and many are in 
danger of accepting that all one needs is a few platitudes - 
and what one is pleased to call a little common-sense. 

It looks to me as if neuropsychiatry is attempting to. 
force psychological medicine back ‘into the sterility of the 
materialistic strait jacket. , In your review of Dr. Cobb’s 
book Borderlands of Psychiatry (Lancet, Jan. 8, p. 54) you. 


call it ‘‘ neuropsychiatry at its expository best” and 


quote his faith that ‘‘ the brain is the organ of the mind. 
Only professional quibblers doubt this.” But the way 
in which he seems to lump together epileptics, psycho- 
neuyotics, stammerers and encephalopaths makes me 
suspect that he is one of those who idéntify psychiatry 
with cerebral psychopathology, and when'you ‘say he 
“ regards the doctorsof the mental hospitals and the body 
of medi¢al and psychological knowledge which they 
represent as the basis of psychiatry ” then I feel it is time 
to protest. I cannot for instance agree with Dr. Kirkland 
and Dr. Bleadon (Lancet, Jan. 15, p. 101) that modern 
psychiatry, in its full and comprehensive sense, can so 
easily be integrated into general medicine in the way they 
suggest. ‘‘ The history of the past 50 years ” has shown 
that the temporary separation of analytic psychiatry, 
and its consequent liberation from the shackles of 
Victorian epiphenomenalism, has been all to the good. 
True the time has now come for a re-integration within 
the fold of general, medicine: because general medicine 
and mental hospital psychiatry need the fertilising vigour 


of modern analytic techniques and discoveries. 


In our teaching schools it is rare to find adequate 
instruction in normal medical psychology, let alone 
psychopathology. As for a study of body-mind pheno- 
mena, the student—and sometimes the teacher—does 
not sgem to know that a problem exists. In spite of the 
overcrowded curriculum a lecture or two on the elemen- 
tary philosophy of the body-mind problem, say as an 
introduction to the course on mental disease (or even after 
graduation), would be a wholesome corrective. It 
would at any rate prevent it being dismissed so glibly 
by those who hardly know of its difficulties. ot 

We need to revise our teaching of psychiatry. Cerebral . 
anatomy and physiology are only one small part of the 
subject and mental hospital experience is but an intro- 
duction to its clinical ramifications. Every experienced 
psychotherapist knows “that it is the apparently simple 
short case which needs most skill and experience, just 
as the acute abdomen rather than the chronic case may | 
need most skill and judgment on the part of the surgeon. 
For those who intend to specialise some experience of the 
longer analytic cases is essential as a basis for training, 
and would help to prevent misconceptions. 


Leeds, 1. ' H. EDELSTON. 


\ 
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THE QUESTIONARY 


S1r,—Professor Greenwood’s letter of last week calls 
for comment. 

Question 19 seeks to ascertain the doctor’s views on 
what income the average specialist and average general 
practitioner should have under a National Health Service. 
Clearly the concept is a difficult one and there are many 
alternative forms in which the question might have been 
phrased. All of them, however, would revolve round the 
same nucleus—what doctors think they should get—i.e., 
what they think would be a fair remuneration for their 
services. This problem would arise in a very practical 
form should a National Health Service be introduced and 
would have to be faced. Why, therefore, does Professor 
Greenwood refuse to regard this question as one to 
pid, “ an intelligent answer can be given in a word or 

gure 

Question 28 asks whether medicine. under a National 
Health Service, would be regarded by the doctor as 
an attractive profession for his child. The purpose of 
this question is twofold : to provide a check-up on the 
doctor’s attitude towards the future of medicine under a 
National Health Service, and to enable comparison of 
these views with those of medical students, who are 
being asked their attitude on the same problem. Why 
should it be possible ‘‘ honestly (to) answer this question 
at all” only for “a colleague with a child of age 
to enter on professional training in or after April, 


, 1944”? 


Question 1, Professor Greenwood contends, is designed 
to influence the opinion of the answerer. It is well 


‘known that the British Medical Association has voted 


against the 100% proposal, and the first paragraph sets 
out this decision of the Representative Meeting. The 
second paragraph sets’ out the proposal of the white- 
paper. The third paragraph asks with which the doctor 
agrees. A perfectly straightforward choice between the 
two proposals in the field is offered. 

Question 16 (b) suggests various alternative forms of 
health centres. When this question was drawn up we 
were not aware that the analysis by the BMA summarised 
the white-paper’s proposals as ‘‘ communal consulting and 
waiting room.” If a complaint rests it is perhaps against. 
the analysis: in a single phrase we could not hope to 
do justice to all the details in the white-paper mentioned 
by Professor Greenwood. 


‘ British Institute of Public Opinion. HENRY DURANT. 


Sm,—On March 18 you commented favourably upon 
the procedure adopted by the British Medical Association 
in issuing to their members and to other doctors a list 
of questions devised by the British Institute of Public 
Opinion. You regard it as a ‘ ` useful advance in: demo- 
cratic method within the profession.” . We feel that this 
statement needs qualification. If thee questions had 
been framed in the simplest possible fashion, directly 
upon the matter of the white-paper, we would whole- 
heartedly support your comment. “But several of the 
questions are framed not upon the white-paper but upon 


the ‘“‘ principles ’? adopted by the BMA in September, 


1943. For example, question 5 reads :— 


Principle D : “ The profession rejects any proposal for the 
control of the future medical service by local authorities as at 
present constituted.” 
= “ Do you consider that the white-paper observes or afr inges 
this Principle ? ” 


Objections raised to their policy by the medical pro- 
fession cannot be regarded by the Government as 


fundamental, any more than objections raised by any 


particular minority group of the population. It would, 
however, have been very valuable to the Minister to have 
had the comments of the profession on the main points 
of his policy, obtained as replies to questions set bv a 
completely impartial body. Unfortunately, the BMA, 
in obtaining the services of the British Institute of 
Public Opinion, casts a cloak of impartiality on what is 
in fact a tendentious document. To many doctors some 
of the questions as put will be unanswerable, since they 
are framed neither upon general principles nor Govern- 
‘ment policy, but upon:-the policy of a section of the 
profession only, and moreover a policy which represents 
a considerable retreat from the relatively forward-looking 
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programme established by the Planning Gotrhisaton set 
up by the BMA itself in 1942. 


D. G. LEYS. 
H. JOULES. 


* «* This letter has been referred to the British Institute 
of Public Opinion, and Dr. Durant replies as follows : 
‘ Only two of the questions are framed with reference to 
the Principles adopted by the BMA’s Representative 
Meeting of September, 1943. It is necessary to mention 
this simply because Dr. Leys and Dr. Joules talk of 

‘several.’ Question 6, quoting Principle E, on free 
choice of doctor, will not, I think, cause trouble to any- 
one. Everyone agrees to the principle of free choice, 
which is not to say that everyone agrees with all the 
arguments adduced in the name of ‘free choice.’ . _ This 
leaves Question 5, which after quoting Principle D, ‘ The 
profession rejects any proposal for the control of the 
future medical service by local authorities as at.present 
constituted,’ asks ‘ Do you consider that the white-paper 
observes or infringes this Principle?’ The criticism is 
made that this form of wording presents no opportunity 
to comment on the acceptability of the Principle—i.e., 
to voice an opinion directly on control of a National 
Health Service by local authorities. This criticism is 
considered valid and when the report on the replies to the 
questionary is published care will be taken to draw 
attention to this important point. 

Various minor questions have been raised by doctors 
filling up the form; and the institute asks us to publish 
the following replies : —, 


Q. 1. The last sentence ought to read: “ Should or should 
not this basic proposal of the white-paper be accepted ? ”’ 

Q. 4. Answers on the right refer to (a) 3 ; answers below 
refer to (b). 

Q. 26. All doctors, irrespective of the nature of their 
practice or appointment, may answer this. The replies can 
be sorted out on the basis of the information given under 
Personal Details. 

Q. 27. Where it is difficult to decide the proper category, ' 
insert the profession or occupation. The institute can classify 
it when handling the forms. 
sauce Year of Registration, 1900-1906 sioulig read 1900- 


In signing the forms it is open to doctors to add their name 
and address should they so desire. 


Births, Marriages and Deaths 


- BIRTHS 


BROOMHEAD.—On March 24, at Leeds, the wife of Mr. Reginald 
Broomhead, FRCS—a daughter. 

CARSLAW.—On March 26, at Ballinger, Bucks, the wife of Wing- 
Commander Stewart Car slaw, MB, RAF—& Son. ` 

ESMONDE.—On March’ 25, at oo the wife of Captain Patrick 
Esmonde, RAMC—a daugh ter. 

GIBSON.—On March 24, the wife of Dr. J. Gibson, of Northampton— 
& son 

KENNEDY. —On March 28, the wife of: Dr. F. R. B. H. Kennedy, of 
Wootton Bridge, Isle’ of Wight—a son. 

LANGMAID.—On March 27, at Sherborne, the wife of Surg. Lieut. 
Charles Langmaid, RNVR—a son. 

LLOoYD.—On March 21, at Towyn, Merioneth, the wife of Dr. J. H. 
Marshall Lloyd—a daughter. 

PATRICK.—On March 30, at Larkhill, the wife of Captain. H. L. 
Patrick, RAMC—a daughter. 

SUCHET.—On March 29, in London, the wife of Dr. Jack Suchet— 
& son. 

VICKERS.—On March 27, at Sheffield, the wife of Surgeon Licut 
Commander H. R. Vickers, RNVR—a son. 


MARRIAGES 


PRICE—ANDEKSON.—On March 25, in London, Godfrey Charles 
Price, captain RANO, of Orpington, Kent, to Iris Patricia 
Anderson, section ofticer, WAAF, of Durham. 


DEATHS 


CLARKE.—On March 29, in London, Alexander Annand Grey Clarke, 
MB LOND, DPM, aged 34. 

DUNNE.—On March 27, at Barnby Dun, Yorks, Arthur Briggs 
Dunne, MB CAMB, DPH, barrister-at-law. 

Haia-Brown.—On March 28, at Godalming, Clarence Wiilanr 
Haig-Brown. MD ABERD, formerly medica! officer of Charter- 
house School, aged 85. ° 

HOLGATE.—On March 27, af Camberley, Maurice James Holgate, 
OBE, MB LOND, liceut. -coloncl, IMS, retd, aged 59. 

LUCAS. aon. March 28, at Stratford-on- Aron, Albert Lucas, TROS; 
aged 7 


Parliament 


ON THE FLOOR OF THE HOUSE 
fee - MEDICUS MP | 
THE House has been considering the Education Bill in 


committee, and has. suffered from a severe attack of . 
. griping pains and borborygmi which after treatment 


have been abated. The condition of the patient is now re- 


turning tonormal. The short period of incubation was not 


marked by any unusualsymptoms. Anumberofmembers, 
some Labour and some Conservative, had put down 
amendments demanding equal pay for men and women 


teachers, or more precisely, called for a disregarding of 


the question of sex in fixing rates of pay. Members 


were glad to get out of the purely war atmosphere of so. 


much contemporary discussion, and were luxuriating in 
a discussion of the making of the world to be. And doing 
it very well. But equal pay got só many votes that the 
Government was defeated by a majority of one—117 
votes to 116. Mr. Butler, the Minister of Education, got 
very worked up, pushed his papers into his despatch case 
and slammed it shut—a kind of ‘‘ goodbye to all that ”’ 
gesture which the House watched with some surprise. 
- The Leader of the House was summoned from a confer- 
enee and did his best to meet the situation—after the 
vote—but all he could say was that the Government 
could not undertake to give facilities for a wider dis- 
cussion of the principle of equal pay and so allow a 
withdrawal with the honours of war. But he did accept 
a vote to “ report progress and ask leave to sit again ” 
which is a way of shelving an inconvenient crisis. Mr. 


Greenwood said that the vote did not imply any lack of 


confidence in the President of the Board of Education. 
But Mr. Butler repelled this assurance with a gesture 
and said very:shortly that he ‘‘ was not annoyed.” 

The calm and happy atmosphere of discussion of 
constructive proposals for the future was dissipated by 
the first cramp and spasm of the malady. The tempera- 
ture rose. It was indicated plainly, by the Government, 
that something must be done about it and the hommo- 
pathic remedy of members eating their own words was 
suggested. Mr. Quintin Hogg sizzled in his speech 
and said that the Tory Reform group would not be 
“ blackmailed ”—a word withdrawn under protest in 
favour of “ refuse to submit to pressure of the wrong 
kind.’’ Nothing more could be done with the patient 
_that day, and on the following day the Prime Minister, 
who had. been called into consultation, demanded an 
operation-to delete the offending clause 82, plus a drastic 
purge. Mr. Churchill said it was impossible to distin- 
guish between votes on domestic policy and votes on the 
general policy of the war. Certain general practitioners 
present. described this opinion as ‘‘ Nonsense ”’ 
the consultant’s opinion prevailed, and the unhappy 
Tory Reformers, Labour Party members and others, 
‘submitted to the operation and voted in a sense 
contrary to the day before. So ended the famous 
battle of equal pay for men and women teachers. The 

_ causes perhaps were more psychological than political 
and it is fervently hoped, by all concerned, that similar 

+ attacks will not occur again. They are considered to be 
enfeebling to the constitution. . 


Obi tuary 


SYDNEY DUKE TURNER 
MD DURH, DPH 


Dr. Duke Turner, who died on March 23, had, until his 
retirement shortly before the war, borne the heaviest 
share in a large general practice at Purley for forty years. 
The son of Dr. Richard Turner, he was born at Lewes in 
1874, and educated at Epsom College and St. Thomas’s 
Hospital, where he qualified in 1897, taking the MB Durh. 
three years later. A man of robust health and abounding 
energy he had many interests, both professional and 
social, apart from his practice. ` He was surgeon to the 
Purley War Memorial Hospital from its establishment as 
a cottage hospital in 1899 and for many years chairman 
of its committee of management. He was chairman of 
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the local district nursing ‘association and he tock a 


- practical interest in all matters connected with Epsom 


College and St. Thomas’s. He was keen ọn outdoor 
sports, a strong tennis player, and enjoyed nothing so ~ 
much on his free Saturday afternoons as to watch 
eee or inter-hospital football, or cricket at the 

val. , 7 

In 1901 Dr. Turner married Lilian, daughter of Sir 
James Wainwright, then treasurer of his old hospital. and 
he leaves four daughters and a son, Lieut.-Colonel R. Duke 
Turner, RAMC. 


Wing-Commander RICHARD STANLEY TOPHAM, who 
died on March 10, at the age of 53, graduated MB in 
the University of Leeds in 1915, and was commissioned 
in the RAMC the following year. He served with the 


, Army until October, 1918, when he was appointed to the 


medical branch of the RAF. He took the DMRE in 


1925, and when he was placed on the retired list at 


his own request two years later he settled in practice 
at Chester. He was appointed radiologist to the Royal 
Infirmary and City Hospital there. On the outbreak 


of war he returned to duty with the RAF and early in . 


1940 was appointed senior medical officer with charge 
of the hospital at a large RAF station in England. He 
held this appointment till his death. a 


Notes and News 


DRIPS AND DROPS 


NerrHer February Fill-dike nor (in this country) Martius 
Pluvius having retrieved the balance of the winter’s drought, ' 
it is the duty of all of us to see to our taps. One drip per 
second spells six gallons per week, and that is half the weekly 
bath. A dripping tap becomes a running tap at about half a 
gallon per hour, but we are told on authority that many con- 


-. 


ON 


. sumersdo not take action unless a tap is running at five gallons 


per hour; at this rate 100,000 taps would waste 12 million 
gallons per day. And let no-one forget the utility bath, with 
its modest 11 gallons against the 25 gallons of the prewar bath. 
If Londoners reduce the capacity of their weekly bath from 
25 to 11 gallons the saving of water would amount to 70 
million gallons per week. ^` 


MOCK TRIAL OF ONE-CHILD PARENTS | 


In February the special commission, sponsored by Jewish 
agencies, on the birth-rate in Palestine, held a mock-trial 
of a young couple who only had one child, aged 7 years. 
Over 1500 people, mostly young women, filled the hall. 
The defendants were charged with restricting their family and 
thus endangering the future of their race. .The wife pleaded. 


` that economic considerations made it impossible for them 


to have another child.. They were living in one room, and had 
an agreement with the landlord to limit their family to one 
child: they were prepared to have another if the court would 
ask the landlord’s permission. They blamed the government 
for not providing houses for the growing population, for 
failing to regulate school fees, or to provide sufficient hospital 
beds or creches. The ‘court found the parties guilty but 
appealed to the authorities for a better demographic policy. 


` ¢ 


University of London 
Dr. J. M. Mackintosh, professor of public health in the 
University of Glasgow since 1940, has been appointed to the 
chair of public health at the London School of Hygiene and 
Tropical Medicine vacated by Sir Wilson Jameson in 1940. 
He is 53 years of age and was educated at Glasgow High ponon 


- and Glasgow University, where he graduated in arts in 191 


served in the late war as a sergeant in the RAMO, as an officer in the 
Cameron Highlanders, and (after qualifying in 1916) as a medical 
officer. He enterċd local-government service in 1920, and was 
MOH for Leicestershire and Northampton before being appointed 
chief medical officer of the Department of Health for Scotland in 
1937. Hois a barrister-at-law, FRCP, FROPE and FRSE. 


University of Aberdeen 


On March 29 the following degrees were conferred : 


MD (with commendation).—S. A. B. Black. | : 
. MB, Ch B.—G. E. Mavor (with second-class honours); A. J. H. 
Aitken, Roderic Bain, Marjorie Black, F. N. Forster, J. WwW. Garden, 
G. O. Hadden, W. G. Henderson, James Herd, D. F. Livingston, 
J. W. McAllan, J. D. Melville, Elizabeth A. Morrison, E. L. S. 
Robertson, Elizabeth M. G. Smith, I. M. S. Stewart, Robert Taylor. 
E. F. R. Todd, T. M. Wilson and E. A, Witheridge. 
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University of Liverpool = p : 
' At recent examinations the following were successful] : 


~- * FINAL EXAMINATION FOR MB, CHB 
Part I.—Audrey M. Ashcroft, N. L. Bailey, K. Baker, S. Beacon, 


Dp, T. Binns, R. Brearley, P. M. Bretland, Helen A. Cawson, A. D. . 
H. Clark, N. Coulshed, S. Croft, G. D. Currie, Pauline 


Charnley, M. 
M. Dean, Joan Evans, R. L. Goldson, H. G. Graham, E. A. Harris, 
Ailsa M. Heath, Nellie Hughes, F. G. Ince, R. W. Kennon, Barbara 

. Killick, T. $. Law, Jean Learoyd, A. C. Levinson, H. S. Levy, 
T. R. Littler, J. A. O’Garra, A. E. Pritchard, Rachel M. Rawcliffe, 

. P. Reed, H. Roberts, W. G. Roberts, P. W. Robertson, F. W. 
Sheffield, H. H. Slack, Helen M. Taylor, L. Temkin, R. G. Thomas, 
Maureen M. Tickle, L. F. Tinckler, J. Ward, Joyce Watson, N. P. 
Watson, W. F. Wille, E. H. Wilson, Esmé M. Wren, Aline N. 
Wynroe. } 

‘Part II.—M. K. Alexander, J. T. D. Allen, E. T. Anderton, 
Beryl] G. Anscombe, G. Ansell, K. W. Baruch, J. P. D. Bates, T. J. 
Boag, Edith M. Brown, D. Craddock, H. T. Davenport, B. Dover, 
Monica Drinkel, E. D. -Edmondson, J. L. Edmondson, J. W. L. 
Edwards, R. Ellam, P. Foster, I. J. C. Frew, B. R. Frisby, D. A. 
Gregson, L. Griffiths, B. B. Harrison, C. R. Helsby, G. Hughes, 
L. Jacobs, D. C. R. Jones, E. S. Jones, H. A. Jones, R. S. Jones, 
M. Kirwan, W. T. W. Lawson, Joyce R. Lewis, J. B. Lynch, K. 
McCarthy, M. G. McEntegart, R. H. Martlew, Lucillo F. Morgan, 
D. B. Mossman, C. M. Ogilvie, C. A. Pearson, H. H. Piling, Muriel E. 
St. Pier, W. L. Sanders, J. V. Shepheard, Isabel S. Smellie, G. W. 
Storey, P. J. ylor, W. A. Thompson, Corris Venables, H. Wickham 
and J. R. E. Wilson. i i 


University of Glas gow ‘ 


During April and May the following lectures will be given 
in the department of ophthalmology on Wednesdays at 8 PM : 
the antiquity of ophthalmology, Mr. W. B. Inglis Pollock 
(April 15); ophthalmology and the diabetic patient, Prof. 
A.J. Ballantyne (April 12); the diabetic patient and ophthal- 
mology, Dr. Laurance Scott (April 19); prognosis in squint, 
Dr. I. S. McGregor (April 26); ocular therapeutics, Dr. J. A. 
Conway (May 3); and industrial disorders of the eye, Dr. 
Dorothy Campbell (May 10). | E 


Summer School í 


. The Central Council for Health Education is to hold a 
summer .school at Bede College, Durham; from July, 24 to 
Aug. 3, and another at the Chelsea Polytechnic from Aug. 9 
to 19. Further information from the education officer of the 
council, Tavistock House, London, W.C.1. 


Medical Casualties 
The following RAMC officers have been posted as prisoners 


of war: 


Captain J. E. A. Bartlet, MB ABERD.; Captain Donald Benson, 
MB LEEDS; Captain R. W. W. Brown, MB CAMB. ; 
Campbell, LROPE ; Captain G. M. Davies; Major E. L. Ellis, MRCS; 
Captain J. A. Falk, MB CAMB. ; Captain J. K. Hewat, MD DALHOUSIE; 
Captain W. H. McDonald, MB LEEDS; Captain T. E. Marshall, 
MB SYDNEY; Captain C. B. Meldrum, MB ST. AND. ; Captain W. J. 
Street, MRCS ; Captain R. D. Taylor, MB GLASG. 


Medical Honour 


As announced in our last issue the MC has been awarded 
to Captain J. A. L. Naughton, RAMC. | 

On the night of Nov. 27 the Royal Fusiliers advanced to attack 
Mozzagrogna. Heavy casualties were sustained during the approach 
march from mines and shelling. Captain NAUGHTON attended to 
the wounded and succeeded in evacuating al) casualties whilst still 
under fire. On the next morning two companies advanced into the 
village, suffering casualties. When ordered to withdraw, Naughton 
refused to leave the casualties, many of whom were serious, and it 
was due to his determination that all were successfully evacuated. 
On Nov. 29 two companies again advanced to attack Mozzagrogna, 
and Naughton accompanied them, dealing with casualties under 
diticult conditions. He also succeeded in evacuating the serious 
cases, though he had no transport. In the afternoon he was 
wounded, but he refused to leave his post although in great pain until 
relief arrived. i 


Typhus Vaccine for Countries of Middle East 


Brigadier-General Leon A. Fox, director of the United 
States Typhus Commission, announces that more than 
1,800,000 c.cm. of typhus vaccine supplied to governments in 
the Middle East under Lend-Lease since last June now are a 
gift of the US government. The Typhus Commission has 
instructions to make the vaccine available to public health 
authorities wherever typhus epidemics appear. Shipments 
have gone to Egypt, Persia, Iraq, Cyprus, Cyrenaica, Eritrea, 
Palestine, Trans-Jordan, Tripolitania, Saudi Arabia ahd 
Aden. : 


Imperial Chemical (Pharmaceuticals) Ltd. now issue 
‘ Sulphamezathine °’ sodium in stable solution for intramus- 
cular and intravenous administration. Each 3 c.cm. ampoule 
contains the equivalent of 1 gramme of sulphamezathine. 


Captain Q. F. . 
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Dr. J. C. HENDERSON of Windermere has been appointed 
sheriff for Westmorland. : l 


National Hospital, Queen Square, London 


There will be no further clinical demonstrations until 
Saturday, April 22, when a new series will begin at 10.30 am. 


Royal College of Surgeons of England 


Mr. J. Johnston Abraham will deliver the Thomas Vicary 
lecture on the early history of syphilis at the college, Lincoln’s 
Inn Fields, Londoa, W.C.2, on Thursday, Apri! 13, at 4 PM. 


Royal Society of Medicine 


On Tuesday, April 11, at 2.30 pm, Dr. J. S. Hopwood will 
speak to the section of psychiatry on the insane homicide. 
On April 14, at 2.15 pm, at St. Mary’s Hospital, Paddington, 
cases treated with penicillin will be shown to the clinical 
section. 


Guard for a Tracheotomy Tube 


A patient who underwent laryngectomy in November, 1942, 
‘writes (with his surgeon’s approval) of a device which he has 
made to protect the opening of his tracheotomy tube from 
dust particles, The usual plan, in such cases, is to keep the 
opening covered with a veil made of several thicknesses of 
gauze, but our correspondent finds this unsatisfactory, because 
a muffler or collar may press the veil against the opening, 


partly obstructing it 

rite and setting up a 
L : i cough. He has there- 
wy fore made, out of 
W j 4 gauge 18 nickel wire, 
oa a small cage which 
fits over the tube in 
the manner shown in 
the diagram. The 
two legs at the back 
clip over the rubber 


(a) 
(a) Cage. (b)In position. The clips at the back slip 
over the rubber shield of the tracheotomy tube, . 


(b) 


shield of the tube. 
Mucus can be wiped away from the opening of the tube with- 
out removal of the cage. Over the cage he wears a gauze 


filter made apron-fashion, of 6 layers of gauze, 6 in. square, tied 
round the neck. The cage, which weighs under } oz., prevents 
the gauze from being sucked back against the holé, and pro- 
tects the airway when a muffler is worn. Our correspondent 
is 62 years old; as a chairmaker, he works in a dusty atmo- 
sphere for many hours daily. He has worn the cage and filter 
successfully for nearly 18 months. It would be useful also 


for a simple tracheotomy, for there is room under the front 


bridge of the cage for the patient to slide his finger up under 
the gauge apron and cover the hole in the tube with his finger- 
tip when he wishes to speak. 7 


INFECTIOUS DISEASE IN ENGLAND ‘AND WALES 
WEEK ENDED MARCH 25 ; 


Notifications.—The following cases of infectious disease 
were ‘notified during the week: smallpox, 1 (at Lewis- 
ham); scarlet fever, 2389; whooping-cough, 2244; 


diphtheria, 666 ; paratyphoid, 6; typhoid, 9; measles. | 


(excluding rubella), 2757; pneumonia (primary or 


influenzal), 1270 ; puerperal pyrexia, 170 ;_ cerebrospinal ° 


fever, 101; poliomyelitis, 7; polio-encephalitis, 2; 


‘ encephalitis lethargica, 0; dysentery, 274; ophthalmia 


neonatorum, 82. No case of cholera, plague or typhus 
fever was notified during the week. 


Deaths.—In 126 great towns there were no deaths from | 
measles, 1 (0) from an enteric fever, 1 (0) from: scarlet 
fever, 10 (4) from whooping-cough, 10 (0) from diph- 
theria, 52 (5) from diarrhoea and enteritis under two years, 
and 44 (2) from influenza. The figures in parentheses 
are those for London itself. : 

Huddersfield reported the fatal case of enteric fever. Birmingham 
had 5 deaths from influenza and 8 from diarrhea, . 

The number of stillbirths notified during the week was 
257 (corresponding to a rate of 33 per thousand total 
births), including 28 in London. | 


a 
The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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“VaSOVAGAL fainting reactions, with acute fall of 


‘blood-pressure and slow pulse (Lewis 1932), demand 
detailed study because they constitute one manifesta- 
tion of hemorrhagic or oligemic shock. They become 
increasingly frequent as hemorrhage increases in magni- 
tude. Fainting occurs in 3-8% of donors bled 440 c.cm. 

_ and the incidence rises to. 8:5% when the bleeding is 

increased to 540 c.cm. (Poles and Boycott 1942). 

Studies of the effects of larger venesections on normal 


male volunteers (Wallace and Sharpey-Schafer 1941). 


and our more recent data show that of those bled 
800-1000 c.cm. 11 out of 28 fainted, and of those bled 
1000—1200 c.cm. 15 out of 29 fainted. . 
Michael Foster (1888) thought that fainting was due 
to lack of blood-supply to the brain due to cardiac 
slowing. Lewis atropinised subjects soon after fainting ; 
bradycardia was abolished but low blood-pressure per- 
sisted. He concluded that the low pressure was mainly 
due to vasodilatation in the peripheral vascular system. 
He introduced the term ‘“ vasovagal syndrome’’ to 
denote the association of vasodilatation and brady- 
cardia. As to the whereabouts of the vasodilatation an 
observation of John Hunter’s (1794) is of great interest. 
` He says: “ I bled a lady but she fainted and while she 
continued in the fit the colour of the blood that came 
from the vein was a fine scarlet. The circulation was 
then very languid.” Commenting on this, McDowall 
(1938) considered that the reddening of the blood 
implied vasodilatation in the forearm, and, sirice the skin 
ee ~~ | is pale in fainting, 

oe he thought the 
vasodilatation was 
most probably in 

- the. forearm mus- 
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young male volun- 
teers in the supine 
position about two 
hours after the mid- 
day meal. Cardiac 
“output by a direct 
Fick method and 
mean right auri- 
cular pressure were 
measured by cardiac 
catheterisation. The 
procedure and calcu- 
lations were the 
same as described 
16 elsewhere(McMichael 
and Sharpey-Schafer 
1944). 
this procedure has 
been established in 
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Fig. |—Falnt induced by venesection. Up to the 
end of the venesection, arterial pressure is 
maintained by peripheral vasoconstriction 
(increased total peripheral resistance) In spite 


Wy 0 cles. 

x op METHODS 
R710 80 The observations 
&-20 were made on healthy 


The safety of 


and to the- total peripheral resistance (TPR) thus: BP= __ 


COxTPR. Thus if the blood-pressure falls acutely, either 
CO or TPR or both must decrease ; since CO is known, we 
can arrive at an arbitrary figure for TPR. Measurement of 
the true mean arterial pressure in man is difficult without 
putting a needle in an artery. For following acute changes in 


individual cases, how- 
ever, we can base our 
calculation on systolic 
pressure without fall- 
ing into significant 
error. TPR is ex- 
pressed in the data as 
percentage change 
from the control 
level. | 

Bleeding was carried 
out by venesection, or 
similar effects pro- 
duced by placing 
venous tourniquets on 


_ the thighs at diastolic 


pressure for about 20 
minutes and then 
bleeding a small quan- 
tity. Venous tourni- 
quets on the thighs 
produce a fall of right 
auricular pressure and 
cardiac output similar 
to. that induced by 
venesection (McMichael 
and Sharpey - Schafer 
1944) and about 700 
c.cm. of blood may be 
trapped in the legs in 
this manner (Ebert 
and Stead 1940). The 
method has the ad- 
vantage that rapid re- 
transfusion by release 


of the. tourniquets will | 
_ restore blood-pressure and consciousness promptly if the faint 


is severe, 
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Fig. 2—Faint induced by venesection. 
instance there is a slight further reduction, 
in cardiac output during the faint, but total 
peripheral resistance undergoes a much 
more profound fall. S 


In this 


RESULTS 


Cardiac output and right auricular pressure.—Serial 
estimations of cardiac output in seven subjects who 
fainted after hemorrhage showed that the acute fall in 
the blood-pressure could not be accounted for by a 
further fall in the cardiac output. Therefore it must 
have been due to a sudden decrease in total peripheral 
resistance (i.e., peripheral vasodilatation). 


A typical observation is shown in fig. 1. 


During the 


venesection heart-rate increased while cardiac output 
and right auricular pressure fell. The blood-pressure 
was largely maintained in spite of the decrease in the 
cardiac output and therefore constriction must have 


occurred in the peripheral vascular system. 


A few 


minutes after the end of the venesection, blood-pressure 
fell suddenly, the pulse slowed and consciousness was 


lost. 


During the faint cardiac output and right auri- 


cular pressure were rather higher than they were at the 
end of venesection, when the blood-pressure was still 


maintained. 


It was clear that there had been a sudden 


great decrease in total peripheral resistance. One subject ` 
fainted with cardiac output as high as 4-5 litres a minute. 
In two subjects cardiac output fell further during the 


faint. 


In these two the blood-pressure fall was greatest. 


Calculation of total peripheral resistance, however, 


showed the same great decrease (fig. 2). 


It is not sur- 


prising that cardiac output should’ sometimes fall in a 


of a falling cardiac output. ‘During the faine 
. the cardiac output increases slightly and the fall 
in blood-pressure is therefore due to decrease 
in peripheral resistance. 


over 400 published 
catheterisations in- | 


cluding 140 of our 
own. Forearm blood- 


(McMichael and Sharpey-Schafer 1944). 


‘flow was measured with the Lewis and Grant plethysmograph, 
the arm being immersed in a water bath at 35° C., as previously 
described (Barcroft and Edholm 1943). Results are expressed 
in c.cm. of blood per 100 c.cm. of forearm volume per minute. 

. When cardiac output and arterial pressure are known a 
useful estimate of the resistance to flow imposed by the 
peripheral arterioles may be made as follows. 
pressure is proportional to cardiac output per unit time (CO) 


6294 


The mean . 


severe faint as cardiac slowing in itself reduces output 
In one vaso- . 
vagal faint atropine was given with its normal effect of 
increase in cardiac output and rate. , This was associated 
with a rise in blood-pressure but calculation showed that 
the reduction of total peripheral resistance still persisted. 

Forearm blood-flow.—Five out of six subjects showed 
an increase in forearm blood-flow during fainting. A 
typical example is shown in fig. 3. The fall in blood- 
pressure and increase in forearm flow occurred simul- ` 
taneously ‘as far as could be determined. As recovery 
took place and the blood-pressure rosé, the flow 


Q 
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decreased pari passu. When rapid re-transfusion, by 
defiation of the cuffs on the thighs, was carried out (4 
cases), restoration of the blood-pressure and decrease of 
forearm blood-flow were equally rapid (fig..4). In only 
one.sirbject who fainted was the forearm flow unaltered. 

In his case the fall in the blood-pressure (unrecordable and 
certainly below 50 mm. Hg) and decrease in pulse-rate 
' (38*per- min.) were greater than in any other. Undimin- 


ished flow. in spite of such a profound drop i in the blood- . 


pressure still impes a well-marked dilatation in the 
forearm vessels. 


í 


SITE OF THE VASODILATATION 


The ‘carfliac output and total peripheral resistance 
calculations - made therefrom definitely established 
peripheral 

w_ vasodilatation 
LE as the cause of 

z the acute fall 
sos $ in blood- 
{> pressure. The 
vasodilatation 
demonstrated 
in the forearm 
calls for further 
analysis. The 
skin vessels can 
be excluded ; 
Lewis (1932) 
has already 
indicated that 
skin pallor is 

‘ incompatible 
with increased 
flow. Further, 
Weiss and 
others (1936) 
had found de- 
creased hand 
flow in fainting, which was probably synonymous with 
decreased skin flow. The forearm, minus skin, consists 
of about 70% muscle so there can be little doubt that the 
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Frg. 3—Faint induced by venesection. . During the faint 
muscle blood-flow undergoes a great increase which 
passes off with recovery. 


dilator reaction takes place entirely in the muscle- 


arterioles. McDowall’s interpretation of John Hunter’s 
observation is thus substantiated. 

Recent plethysmographic studies of blood- flow in 
the forearm and calf of the leg (Grant and Pearson 1938, 
Bichna and Wilkins 1941) show that a given procedure 
affects both flows in the same direction. It seems likely, 
therefore, that the vessels of the whole skeletal muscula- 
ture react in the same way, possibly varying in degree. 

The following calculation indicates that it is quite 
probable that the initial splanchnic and skin vasocon- 
striction of hemorrhage may persist during the faint and 
that the fall in blood-pressure is entirely accounted for 
by muscle vasodilatation. 


Let us assume a resting muscle flow of 3 c.cm. per 100 c.cm. 
muscle and therefore 30 kg. of muscle in the body will have 
a blood-flow of 900 c.cm. per min. Using the formula, peri- 
pheral resistance = mean pressure divided by minute flow, 
arbitrary figures may be entered in each of the columns below 
as follows : 


| Resistance 


TPR 
Resistance | 4 

(whole |; , in rest of 

body) in muscle | body 


Period of observation . 


(1) Original CO=5 1. . per min. 
Mean BP 100 mi «+ |(100/5) 20 (100/0 9)111 
(2) Atend of hemorrhage before | , 
faint. O=3 1. per min. 
Mean BP 90. esa Tow 
800 c.cm. per m : 
(3) During the faint. CO=3 1. 
permin. Mean BP 40. Muscle 
flow 2000 c.cm. per min. 


(100/4:1)24 


(90/3) 30 |(90/0-8) 112| (90/2-2) 41 


(40/3) 13 | (40/2) 20 


a a a 


More quantitative studies are needed to settle this 
point, but at present our data are quite compatible with 
the above calculation. 


CAUSE OF THE MUSCLE VASODILATATION 


The increased muscle flow during the faint.is not the 
result of diminished resistance to the blood-stream from 
Joss of muscle tone during the faint. Barcroft and others 
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(40/1) 40 
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(1943) blocked the motor nerves to. the forearm muscles 
in two sympathectomised subjects and found that 
muscular paralysis did not increase forearm flow. 

It seemed possible that adrenaline might play a part, 

for Grant and Pearson (1938) showed that this substance 
is a vasodilator in human muscle, and Saito (1928) and 
Brooks (1935) have described its secretion in haemorrhage 
in animals. Although we produced distinct vasodilata- 
tion in muscle by means of adrenaline’infusions in man 
after bleeding 840 c.cm., this failed to produce any of 
the other phenomena of the faint reaction. 
. A nervous mechanism was next considered. The 
blood-vessels of the resting forearm muscles are, like 
those of the fingers, kept tonically constricted by nervous 
impulses (Barcroft et al. 1943). In six subjects procaine 
block of the nervous pathways to the forearm muscles 
abolished the vasodilator reaction during fainting. A 
full analysis of these experiments will be published later. 
In the meantime it can be stated that the muscle vaso- 
dilatation during the faint is mediated by vasomotor 
nerves. 


DISCUSSION 


Lewis suggested that the similarity between the vaso- 
vagal syndrome and the effects of stimulation of the 
carotid sinus (cardiac slowing and fall of blood-pressure) 
might be explained by assuming that the same central 
and efferent mechanisms were involved in both cases. 
This suggestion is not supported by our data. Since the 
efferent impulses involved in the carotid-sinus reflex 
produce a well-marked splanchnic vasodilatation, this 
dilatation would be expected to dominate the picture. 
This does not happen in posthemorrhagic fainting. 
If the faint is a reflex it follows an unrecognised pathway. 
One possibility is that a low pressure in the right auricle 
may be the trigger mechanism on the afferent side. All 
vasovagal faints are associated with the upright or 
sitting pos- 


ture, bleeding Dap 
or other Š 
means of re- §&400 
ducingreturn q 
of blood to g 
the right „80 
heart. We 9Q 
have found X 60 
that the “ re- Ù ; 
transfusion’ % in VENESECTION 
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SUMMARY es 10. 20 3040 so 60 70 

During 

fainting after Fig. 4—Faint induced by veneseztion and congestion of legs. 
hemorrhage, increase in muscle flow Is considerable, and is promptly 
cardiac out- restored to the initial tesc level by“ re-transfusion » on 
put an d right release of cuffs round the legs. 


auricular pressure are often substantially unchanged. 

The acute fall in blood-pressure cannot be explained 
by bradycardia and decreased cardiac output; it is due 
to peripheral vasodilatation. 

Forearm blood-flow is approximately doubled ; since 
the blood-pressure is about halved this indicates pro- 
nounced vasodilatation. 

The vasodilatation cannot be in the skin, which is 
pale ; it is in the arterioles of the underlying muscle. 

If vasodilatation of the same order occurred through- 
out the body musculature there would be a considerable 
drop in the blood-pressure, possibly great enough to 
explain the fall in fainting. 

The vasodilatation is mediated by vasomotor nerves. 


We express our thanks to the members of the Friends 
Ambulance Unit and of the Belfast Medical Students Associa- 
tion who acted as subjects, and to Mr. A. H. Latham for 
technical assistance. The Medical Research Council defrayed 
some of the expenses. 


References at foot of opposite page 


Zo 


i l 


THE LANCET] 


DR. ROSENOW : 


POLIOMYELITIS [aprin 15, 1944 491. 


POLIOMYELITIS 
STUDIES ON THE INGITING AGENT AND 
SPECIFIC SERUM TREATMENT ` - 


EDWARD C. ROSENOW, MD 
I>IVISION OF EXPERIMENTAL BACTERIOLOGY, MAYO FOUNDATION, 
ROCHESTER, MINNESOTA 
AS a result of studies on mutation 1 and elective locali- 
sation? of streptococci in which great changes were 
- imduced and extremely specific effects were obtained in 
inoculated animals, it was thought that perhaps small, 
filtrable forms of highly specific strains of streptococci 


might be related in some way to the inciting agent of - 


_ poliomyelitis. Accordingly, a study of the bacteriology 
of poliomyelitis was undertaken. 

In studies of cases of acute epidemic poliomyelitis that 
occurred in three widely separated epidemics in 1916, a 
streptococcus resembling certain diplococci_ isolated by 
others,’ 4 prior to the demonstration of the filtrability of 
the inciting agent of. poliomyelitis was isolated con- 
sistently by me® and others,*? from nasopharynx and 
tonsils during life of patients and from emulsions of brain 
and spinal cord after their death. 

Since the apparent inability of some investigators to 


confirm my results in this field has been cited as evidence . 
against validity of this concept,® it is imperative to point 


out reasons for discrepancies. While it is true that tissue 
cultures are favourable for the cultivation of viruses,’ 1° 
as well as bacteria, including streptococci that have been 
adapted to culture mediums, or are otherwise readily 
cultivable, they are not suitable for primary isolations of 
the highly specific streptococcus, as such, from material 
containing virus. The very fact that tissue- containing 
mediums are favourable for the cultivation of the virus 
or the small filtrable anaerobic phase of the streptococcus, 
as we have shown," should be taken to indicate that 
they would be unfavourable for the primary isolations 
of the large, more aerobic streptococcal phase. Those 
workers who have used my methods and mediums con- 
sistently, especially dextrose-brain broth, have corro- 
borated and extended my results. 7 14 5 The discrep- 
ancies and the claimed inability of some to isolate or 
demonstrate the streptococcus and to obtain evidence of 
its specificity, in accord with my results may truly be said 
to be due to differences in concept leading to inadequate 
attempts, to differences in methods, to dearth of experi- 
ment or to misinterpretation of results. 16219 
By-the use of autoclaved dextrose-brain ‘broth and 
soft dextrose-brain agar in tall tubes *° this same type 
of streptococcus has since been isolated consistently 
from the very tissues, fluids or other material in which 


virus has been. demonstrated most often, such as naso-.. 


pharynx,?!-*4 tonsils, stool,” cerebrospinal fluid,”* brain and 
spinal cord. This has been done during studies of alto- 
gether 37 widely separated rural or urban epidemics and 
7 institutional outbreaks of poliomyelitis, and from 
cerebrospinal fuid (CSF) or brain and spinal cord of more 
than 400 monkeys that had succumbed to poliomyelitis 
following inoculation of many different strains of virus.?? 
Pleomorphic diplococci have consistently been demon- 
strated microscopically in the CSF and in the lesions in 
the spinal cord in epidemic ® ** and experimental polio- 
myelitis,“ ? and as microdiplococci in filtrates of active 
virus.*° -The Pere ptorocous has been isolated in NEE AIT 
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prepared dextrose-brain broth from about 20% of large 
numbers of filtrates of virus but never in the type of 
mediums usually employed.?° 

The streptococcus, while of low general virulence, was 
found to have specific affinity for the anterior horns of the 


' spinal cord on appropriate inoculation, producing as the ` 


outstanding manifestation flaccid paralysis in guineapigs, 
rabbits and monkeys—a property that is lost pro oe ae 
on aerobic cultivation, and which: was not foun 
similar ‘streptococci isolated in studies of: atic 
diseases. 5 23 24 27 31 

Relation of the streptococcus and virus was further 
indicated during experiments in which viability of 
streptococcus and virus ran closely parallel.for as long as 
5 years in glycerolated brain and cord tissue of persons 
and monkeys that had succumbed to. poliomyelitis.*’. 
Monkeys that recovered from paralysis after inoculation 
of the streptococcus and those that were thoroughly 
vaccinated with the poliomyelitis T PERRONE vaccine 
often became immune to virus (table 1). ' 


TABLE I—IMMUNISATION AND TREATMENT OF- HONRA AND 
NEUTRALISATION OF VIRUS 


| | Deaths from | 
°” Groups of monkeys | Mon- | Poliomyelitis 
i keys 
' o. | % 
s ——_ 
‘ Inoculated with virus after being immunised 

with the streptococcus es , 92 24 26 
Normal controls inoculated with virus 254 57 | 48 |. 84 


Poliomyelitis. Treat-< streptococcic serum 


Ill with experimental { Riceptozgcsi anti- | 99 | 46 46 > 
| 


ment :— Normal horse serum |. 86 71-| 83 
Inoculated with virus. f H2mune borse serum| 56 15 | 27 
; Normal horse serum 33 26 79 

Treatment :— None | 70 |.56 | 80 


Erythematous ieactions which followed intracutaneous | 
injection of suitable suspensions of the heat-killed strepto- 
cocci served as a susceptibility test.24°2 Reactions 


paralleled roughly the.age and sex incidence of epidemic 


poliomyelitis and proved negative or greatly less in 
persons who had had poliomyelitis. Strongly positive 

reactions were obtained in nearly all persons tested at the’ 
very onset of the disease, regardless of age, and as 

recovery ensued the reaction to re-injection disappeared 

(acquired immunity from apparent infection 27). Well 

contacts and non-contacts shown to have been carriers of 
the streptococcus gave significantly greater reactions to 

intracutaneous injection of suspensions of the strepto- 

cocci during: epidemics than they did afterwards * 

(acquired immunity from unapparent infection). Con- 

trol injections of similar- suspensions -of streptococci 

isolated in studies of arthritis did not give any significant — 
reactions. Moreover, among well persons tested 

during epidemics greatest reactions occurred in the very 

age-groups corresponding to the age-groups chiefly 

stricken in the epidemics from’ which were isolated the 

streptococci incorporated in the test suspensions.** 

During an epidemic, weakness and other symptoms of 
abortive poliomyelitis developed in a-signifieant number- 
of persons who were given subcutaneous injections of 
suspensions of heat-killed streptococci that had, been 
freshly isolated during the same epidemic. Persons who 
gave strongly positive reactions to the cutaneous test — 
gave negative reactions soon after several biweekly 
subcutaneous injections of the poliomyelitis streptococcic 
vaccine; and, concomitantly, viral neutralising pro- 
perties developed i in their blood serum.*! 27 

Highly specific antiserums were obtained by inoculat- 
ing horses during long periods of immunisation (7 months 
to 2 or more years) with suitable dilutions of dense 
suspensions of the freshly isolated streptococci in AA e 
(2 parts) and solutions of sodium chloride (l part), in 
which specific antigenicity of the streptococci is preserved, 
instead of with saprophytised cultures, 

By the use of our special cultural methods, by experi- 
ments in animals and by agglutination and precipitation 
tests with the poliomyelitis antistreptococcic serum, this 
type of streptococcus has been shown to be present con- 
_stantly. in the nasopharynx of persons. while they were ill 
with acute poliomyelitis, absent before and after, and. 
` present in about 70% of well persons during epidemics of 
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poliomyelitis. It was found in 33% of well persons dur- 
ing summer when poliomyelitis was more or less generally 


. prevalent and in 5% of well persons during winter when 


poliomyelitis was absent. = The streptococcus: was 
isolated from, and (by means of the precipitation reaction 
with the poliomyelitis antistreptococcic serum) polio- 


myelitic streptococcal antigen was demonstrated -con-: . 


sistently in material from nature generally—such as water 
in ponds, lakes, creeks and rivers, water from first rains, 
sewage and water-supplies,** emulsions and filtrates of 
flies and mosquitoes, and washings of dust from air- 
conditioning filters, of air of rooms occupied by persons ill 
with acute attacks and of outdoor air during epidemics 
of poliomyelitis.** 3 This type of streptococcus and the 
corresponding antigen have been proved absent remote 
from epidemics, and outbreaks of poliomyelitis-have been 
traced to milk from which the poliomyelitic type of 
streptococcus was isolated.2!-?3 

Precipitation tests with the poliomyelitis antistrepto- 
coccic serum and the serum of persons and monkeys, 
and cutaneous tests made by intradermal injection of the 
euglobulin fraction of the antstreptococcic serum, have 
shown that poliomyelitic streptococcal antigen appeared 


_in the serum and skin of nearly all of 324 persons and 


170 monkeys while they were ill with epidemic and experi- 
mental poliomyelitis, that it persisted throughout the 
course of the disease, and disappeared gradually as 
recovery ensued, and promptly after therapeutic injec- 
tion of the poliomyelitis antistreptococcic serum. 36 37 
Moreover, the cutaneous test proved positive in 54% of 
283 well contacts and in 51% of 408 non-contacts in 
epidemic zones, but in only 13% of 439 well persons ** 


remote from poliomyelitis. . 
The poliomyelitic type of streptococcus was agglutin- . 


ated specifically crosswise by antiserums prepared in 


“horses with strains of streptococci from epidemic and 


experimental poliomyelitis and by convalescent serum 
from persons and monkeys.’ The protection of monkeys 
by immunisation with different strains of the strepto- 
coccus and corresponding vaccines and the curative and 
neutralising action of different batches of poliomyelitis 


antistreptococcic serum in a large number of experiments - 


are well illustrated in table I. 

The results we obtained with different batches of the 
poliomyelitis antistreptococcic serum in the treatment of 
epidemic poliomyelitis in 20 epidemics, 4 institutional 
outbreaks and in many isolated family groups were so 
striking as strongly to suggest causal relation of the 
streptococcus to this disease. The results reported to us 
by physicians to whom the serum was sent on request and 
those of physicians who reported independently were 
strikingly similar to ours. As shown in table uu, the 


TABLE II—RESULTS OF TREATMENT WITH POLIOMYELITIS . 


ANTISTREPTOCOCCIO SERUM OF PATIENTS SUFFERING FROM 
ACUTE POLIOMYELITIS 


l Death r uni 
Cases PS eaths | Fol- | residua 
Condition of first aralysis 
ge de serum treatment | C28°8 tow up cee 
i $ oo No (4) No. % 
487 | 16| 3-3} 460 9; 2-0 
ae haa _| °° 696 | 42| 60) 621 | 20| 3-2 
workers paralysis . 
andphy- Severe paralysis 771 (134 |17-4] 635 | 150 | 23-6 
eyolans,| Total... 1954 |192| 9-8) 1716 |179 | 10-4 
serum ap ” 
Controls, patients 711 | 176) 24-8) 540 |178 | 33-0 
wassent ||” not treated with | | 
serum (during 
quest the same epide- 
mics) - 
Patients treated | 710 |/60| 8-5 
with serum 
Other phy- 
sicians, J |Controls, patients | 2026 | 407 | 20-1 
independ- not treated with 
ently serum (during 


the same epide- 
mics) ! : 


Total treated 
Total controls 


enero | ee | cen | ees | Seer 


i k i aE aa | cree 


2737 | 583 | 21-3 


* Those cases in which data as to end-results were obtained. 
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favourable action of the antistreptococcic serum as regards 
mortality and prevention. of paralysis was directly 
proportional to its early administration. 

The evidence indicating causal relation of the strepto- 
coccus, or of cultivable micro-organisms resembling 
streptococci,®® 4 to what is now considered virus would 
have led promptly, it is believed, to the general accept- 
ance of this concept and the specific serum treatment if 
the inciting agent had not been proved filtrable. and if all 
requirements of proof and nature of such relation could 
have then been fulfilled. 

It has now been found that the many unsuccessful 
attempts which we had made to produce typical polio- 
myelitis and transmissible virus in monkeys with 
streptococci isolated in studies of poliomyelitis were due 
to the use of mediums which became acid from growth 
of the streptococcus. By the use of an autoclaved 
medium consisting of the contents and shells of 19-day 
hatching eggs (passed through a meat-chopper), 1 part. 
and distilled water, 7 parts, which remains neutral in 7 
reaction during long growth .of the streptococcus, 
extremely small filtrable forms and transmissible virus 
developed from streptococci.*® 44 This has been accom- 
plished thus far in the case of each of 6 strains of ‘‘ neuro- 
tropic ’’ streptococci far removed from original source ; 
3 of these were from poliomyelitis and 3 from sources 


` wholly unrelated to poliomyelitis or encephalitis. 


The. changes of size of the streptococci from small to 
large (virus to streptococcus) and from. large to small 


- and filtrable (streptococcus to virus) in the chick-embryo 


medium, without apparent change of antigenicity, resemble 
the phenomenon of polymerisation in which great altera- 
tions of physical properties occur in certain substances 


‘without change of chemical constitution. 


On intracerebral inoculation into mice, guineapigs, 
rabbits and monkeys of appropriate dilutions of the 
chick-embryo cultures of streptococci that had been 
incubated for 7 days or,longer, and of filtrates of these 
cultures, virus takes occurred in 117 of 241 animals, 
includmg 15 of 23 monkeys in the first animal passage, 
and in 1077 of 1820 animals inoculated in subsequent 
successive passages, with emulsions or filtrates of 
emulsions of brain and spinal cord of animals that had 
succumbed to the experimental virus.?? & The symp- 
toms and lesions were at first chiefly encephalitic. 
regardless of species. On successive passages through 
mice the virus remained encephalitic but became virulent, 
for monkeys and on passage through monkeys it became 
poliomyelitic. Symptoms and lesions chiefly of engepha- 
litis developed in 30, of polio-encephalitis in 38 and of 
typical poliomyelitis in 108 Macacus rhesus monkeys after 
inoculation of the virus obtained from the 6 ~‘ neuro- 


_ tropic ” strains of streptococci. 


Isolations of streptococci in dextrose-brain broth from 
pipettings of‘ cerebrospinal fluid and brain tissue of 
monkeys that had succumbed to virus were infrequent 
whereas among mice isolations occurred in 20-45%, 
varied greatly in recurring cycles of from one to five pas- 
sages, inversely to virus takes, and decreased progres- 
sively as adaptation and incidence of virus takes increased 
on successive animal passage. Virus takes were not 
obtained in any of altogether 929 animals, chiefly mice, 
which were inoculated as controls, and streptococci were | 
almost never isolated from their brains. | 

The strains of -adapted poliomyelitic virus ohtained 
from the streptococci were similar to adapted “ natural ” 
poliomyelitic virus. They produced the same clinical 
and pathological pictures in monkeys. They were found 
to be as virulent, filtrable, transmissible in series and 
resistant to preservation in 50% glycerol as “natural ” 
virus. The streptococcus appeared in, the OSF with 
onset of symptoms and was as difficult to isolate, even 
in dextrose-brain broth, from the CSF and brain and 
spinal cord as in experimental poliomyelitis after 
inoculation of ‘‘ natural” virus and epidemic polio- 
myelitis. \ 

Monkeys that recovered from paralytic poliomyelitis 
which developed after inoculation of ‘‘ natural ’’ virus 
were immune to the different strains of adapted experi- 
mental and “‘ natural ” virus and their serums neutralised 
these strains. Monkeys that recovered from paralytic 
poliomyelitis following inoculation of experimental virus 
were immune to, and their serum neutralised, the 
experimental and ‘‘ natural ”’ virus. 
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The results of these studies, summarised all too 
briefly here, indicate that the inciting agent of polio- 
myelitis represents interrelated phases of the strepto- 
coccus and what is now considered virus, that the 
Streptococcus plays the primary rôle in the causation of 
the disease, occurrence of epidemics and immunity, and 
that the virus is the small, filtrable, highly invasive, 
relatively non-antigenic phase of the Sureploceccus: l 
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- VITAMIN.K AS A PROPHYLACTIC ` 
IN 13,000 INFANTS 7” 


i oo P 
sii JÖRGEN LEHMANN, 
car OF THE CENTRAL LABORATORY, SAHLGRENSKA HOSEIT AL, 
GOTHENBURG, SWEDEN. 


. SYNTHETIC analogues of vitamin K ERE on the 
market in Scandinavia at the beginning of 1940. Prelimin- 
ary studies were then started in this laboratory for 
prophylactic treatment of newborn infants. The studies 
were intended to t out a micro-modification for 
capillary blood of Quick’s method for the determination 
of prothrombin, to follow the physiological hypopro- 
thrombinemia._in a large number of newborn infants 
‘during their first week, and to discover the minimal 
dose of vitamin K which would prevent hypopro- 
thrombinemia, These studies were finished on Sept. 1, 
1940, and from that date all babies at the women’s 
clinic of Sahlgrenska Hospital have been treated prophy- 
lactically with vitamin K. 


MICRO-DETERMINATION OF PROTHROMBIN 


My original modification! of Quick’s method has been 
improved as follows. 


A special pipette? is filled with 3-7% sodium citrate to the 
20 c.mm. mark and 80 c.mm. of blood is then quickly drawn 
in up to the 100 c.mm. mark. The fluids are immediately 
blown out and mixed in a cooled conical centrifuge tube 
(diameter 1-5 cm. ; length 10-11 em.), and 0-1 c.cm. of thrombo- 
plastin solution is added. The mixture is left for 1-3 minutes 


1. Lehmann, J. Mschr. Kinderheilk. 1941, 86, 44. Nord. Med. 1941, 
12, 3192 (with English summary). Svenska Lékartidn. 1942, 39, 
2253 (in Swedish). 

2. The pipette is manufactured by A/B Rudolph Grave, Stockholm. 


- 


Rhoads, C. P. and Long, P. H. J. Amer. med. 


at 37—38° C. and 0-1 c.c. of 0- 3349), ‘CaCl, solution (warmed 
to 37° C.) is vigorously blown out. just above the surface, 
producing an instantaneous mixing. “The test-tube is rocked 
every 2-3 sec., the tube thereby being lifted out of the water- 
bath only at "the upward movements. 
using a stop-watch, from the adding of the CaCl, solution to 
the first signs of a coagulum, and the prothrombin index 
calculated by: multiplying the coagulation-time (in sec.) for 
normal blood by 100 and dividing by the coagulation-time 
found, Normal values for adults : * 30.1 10. 

The thromboplastin solution is made by suspending 4 
tablet containing 50-100 mg. of rabbit’s ‘brain in 5 c.cm. of 
0-9% NaCl solution at 87°C. After ‘10. min. .—stirring every 
2 min.—the suspension is left to sediment for 2 min., the 
supernatant solution being then decanted and used. The 
CaCl, solution should be exactly 0-334% and can be used for 
citrated whole blood as well as for plasma.. 


PHYSIOLOGICAL HYPOPROTHROMBIN. ÆMIA 


The prothrombin has been followed daily in two 
series of normal children during the first 7 days after 
birth. The first series of E on 40 infants, 


“were performed in July- 
August, 1940 (“ summer 30 
serjes ”); the second, on 50 = g,|7~~ SUMMER SERIES 


_ special interest as regards the 


infants, in March-April, 1942 X 
(“‘springseries’’). Alłmothers ġ 70 
were prophylactically treated §& 6o 
with vitamin A and D during à| 
pregnancy. One had a slight §°°F 
albuminuria. deliveries X 40 
were spontaneous. No infant N 30 
showed signs of bleeding. N 

It is seen from fig. 1 that &20 
the hypoprothrombinæmia < 10 


lasts longer in ‘the spring 
series than in the summer = “g; 
series. Since the lowest value _ 
shown by each infant is of 


© 


2s 4°33 & @ 
DAYS 


Fig. !—Physiological hypopro- 
thrombinzmia after Irth ; 
normal range of prothrombin 
indices in summer ‘(40 infants) 
and spring (50 infants). 


incidence‘ of bleedings, these 
values have been collated in 
table I. There is ‘a remark- 
ably higher frequency of low Tan 
the summer series. 


or: 


ETT to my 
E E, blecdings from akin lesions are seen below 
an index of 20 (= 5% prothrombin) and from mucous 
membranes (mouth and phafynx) below an index of 30 
(=10% prothrombin). This means that a third of all 
infants born in summer, and two-thirds of infants born in 
spring, would tend to bleed excessively if their vessels were 
cammaged: At birth 6% showed ' an Index below 30. 


DOSAGE OF VITAMIN. K 


The vitamin-K analogue used was sodium-2-methyl- 
1,4-naphthohydréquinone disulphate. It is completely 
soluble in water even at neutral reaction, and is stable 
and absorbed without the preserice: of pile-salts. The 


vitamin was given within an hour after birth and the. 


course of the prothrombin followed daily during the 
first week.. As seen in fig. 2a, a single intramuscular dose 
of 0:5 mg. is as efficient. as 5mg. in preventing the 
hypoprothrombinzmia. The same doses given by 
mouth (fig. 2B) are as effective as by injection. 

The factor determining the speed of increase in pro- 
thrombin is the reactive power of. the liver, not the 


TABLE 
THE SUMMER AND SPRING SERIES 


Lowest prothrombin 
index 


Summer series ° Spring series 
9 i (%) 

0- 9 0 8-0 
10-19 7°35 . 34-0 
20—29 22-5 34-0 
30—39 30-0 12-0 
40—49- 22-5 12-0 | 
50-59 7°5 , 0 
60-69 7°5 0 
70-79 ' 26 ` 0 


The time is noted, | 


[INCIDENCE OF LOWEST PROTHROMBIN INDICES IN. 


> 


pa 
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as all the vitamin then enters the liver. The 0-5 mg. 
_ dose was even optimal for curative treatment of extremely 
low hypoprothrombinzmia. 


PROPHYLACTIC TREATMENT OF NEWBORN INFANTS. 


The main purpose of the investigation was to see if 
the mortality from bleeding in. newborn babies could 
be reduced by the prophylactic treatment. Within 
an hour of birth, 1 mg. of the vitamin (20 drops of a 
0-1% solution) was given by mouth in a single dose. 
The efficiency of the routine treatment was checked 
every month throughout a year by controlling the 
prothrombin in 10 children on the 3rd day after -birth, 
when the prothrombin could be expected to be lowest. 
Of 122 infants controlled in this way only 0.8% showed 
an index below 30 and the majority (82%) an mdex 
above 60. The treatment can thus be considered effective 
so far as concerns the prothrombin level. 

The treatment was started on Sept. 1, 1940, and 
continued for a three-year period to September, 1943. 
Deaths from’ bleeding during this time have been 
recorded, as well as during two three-year control 
periods before the vitamin period—namely, 1934-37 and 
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-Fig..2—Prophylaceic treatment of newborn infants by administration of 
sodium-2-methylInaphthohydroquinone disulphate within an hour after 
birth, (A) by intratmuscular injection ; (B) by mouth. 


1937-40. 
a cause of death or not. This is especially the case in 
prematures (birth-weight 2500 g.) and only full-term 
infants, born alive, have therefore been recorded. ‘‘ Born 
alive ” includes all infants who have shown respiratory 
movements after birth or air in the lungs at autopsy. 
The hemorrhages represented in the material are all 
the well-known types causing death: intracranial 
(rupture of tentorium cerebelli), intracerebral, melzena, 
hematemesis, and intrapulmonary bleeding without 
signs of pneumonia (‘‘ apoplexia pulmonum ” according 
to the nomenclature of Dr. Forselius, prosector of the 
hospital; usually, but erroneously, diagnosed as 
pneumonia). Subserous hemorrhages of the liver, 
and bleeding into the thymus and adrenals, when multiple 
_ or larger than a pea, are included. Even if these bleedings 
are asphyxial in origin, it is possible that a temporary 
-asphyxial bleeding-is increased through hypoprothrom- 
binæmia and then becomes lethal. Cases with diffuse 
punctate asphyxial bleedings in the pleural or peri- 
cardial sac have been excluded. 


TABLE II—DEATHS FROM BLEEDING IN FULL-TERM INFANTS, 
BORN ALIVE, BEFORE AND AFTER INTRODUCTION. OF 
PROPHYLACTIC TREATMENT WITH VITAMIN K. TREATMENT 
STARTED SEPT. l, 1940 


{ ‘ j ` 
! Deaths from bleeding on: 


i Total [Ep nals eee eater eee 
Date : 
infants) Jst | 2nd | 3rd |4-Sth| Total 2-8th day 
, - | gay | day | day | day | (no. and %) 
Sept. 1, 1934, to 
Aug. 31, 193 7977 | 21 7 16 (2-00) 
Sept. 1, 1937, to 
Aug. 31, 1940 9764 | 20 5 18 (1-84) 
Sept. 1, 1940, to f 
Aug. 31, 1913 13,250} 19 4 1 1 6 (0-45) 
l 


Difficulties arise in deciding if bleeding is 


i 
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infants in the vitamin period and 17,740 in the control 
periods. It is evident that most deaths occur during 
the first 24 hours after birth and the number is remarkably 
constant for the three periods. This means that the 
traumatic factor here predominates as a cause of death, 


s. 

TABLE III —SOURCE OF BLEEDING IN INFANTS DYING BEFORE 
AND AFTER THE INTRODUCTION OF PROPHYLACTIO 
TREATMENT WITH VITAMIN-K ANALOGUE 


` Deaths from bleeding on: 


Source of 


bleeding Ist day 2-8th day 
1934-40 1940-43 1934-40 1940-43 
Intracranial 14 3 
Pulmonary l e` 2 1 
Hepatic (subserous) 0 @ 
Adrenals .. 3 1 
Melæna 0° 1 
Thymas, skin, &c. | 0 0 
Total | 41 ! 19 6 


leading to large lethal hemorrhages. The'total of deaths | 
after the first 24 hours» is also remarkably constant 
during the two control periods—16 and 18. In the 
vitamin period, however, there is a drop to only 6 deaths, 
a difference statistically significant. About 1-6 full-term 
infants per 1000 treated have been saved by the treat- 
ment. Thus in Sweden, with 100,000 full-term infants 
born per annum, 160 infants may be saved yearly by 
introducing general prophylactic treatment. The cost 
of the treatment is small—about 30 Swedish krona 
(say 26s.) per 1000 infants or 20 krona (17s.) per saved 
infant. | 

Opinions differ about which kinds of bleeding should 
be included in the diagnosis ‘‘ hemorrhagic disease of 
the newborn.” The best way to answer the question 
seems to be to analyse a large number of infants treated 
with vitamin K and compare them with a similar number 
not so treated, in order to see which forms of lethal 
bleeding disappear among the infants treated. In 
table 111 the different kinds of bleeding causing death 
during the two control’ periods have been separately 
collated for the first day and for the 2nd to 8th days 
after birth. S 

About half the bleedings during the 2nd to Sth days 
after birth in -the control periods are intracranial, 
nearly a third intrapulmonary and 6-12% other forms. 
All types of bleeding were reduced or absent. in the 
vitamin period, so it must be concluded that all these 
types of bleeding—especially the intracranial ones— 
should. be included in the diagnosis. No special clinical 
picture can therefore be assigned to this disease, its only 
characteristic feature being a tendency to bleed, due 
to hypoprothrombinemia, from damaged vessels (trau- 
matic or inflammatory). T 


SUMMARY 


| Using a micro-modification of Quick’s method for 
the determination of prothrombin, the physiological 
hypoprothrombinzemia in 90 newborn infants has been 
followed daily during the first week after birth. In 
spring low values were more common than in summer, 

The minimal but optimal dose of a vitamin-K analogue 
for prophylactic treatment of newborn infants after birth 
was found to be 0-5-1 mg., and was as effective when given 
by mouth as by injection. are 

A comparison of deaths from ‘bleeding in 13,250: full- 
term infants receiving vitamin-K analogue with 17,740 
untreated cases showed that 1-6 per thousand could be 
‘saved by the treatment and that general prophylaxis ean 
be recommended, since the cost is low. 

Hemorrhagic disease of the newborn was found to 

include all forms of bleeding and especially intracranial 
bleeding. | 
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GINGIVAL DISEASE 
IN GIBRALTAR EVACUEE CHILDREN 
J. D. Kine, PH D SHEFF, DPD, LDS 
CAPTAIN ADC; BEIT MEMORIAL RESEARCH FELLOW 
- 7 With the assistance of 


A. B. FRANCKLYN, MRCS, DPH 
ASST SCHOOL MEDICAL OFFR, LONDON COUNTY COUNCIL 
IRENE ALLEN 
Nutrition Building, National Institute for Medical Research 


In 1941 Francklyn reported to the London County 
r severe gingivitis 
(? Vincent’s disease) in children evacuated to London 
Of 946 children examined, 322 (34%) 


Council a high incidence of fairly 
from Gibraltar.* 
were affected, as compared with 29 (9%) of 324 London 
children attending the same elementary schools as the 
Gibraltarians. 


“ The gingivitis,” she said, “‘ appears at first as a hyperæmic 
condition along the dental margin of the gums with a sugges- 
tion of sponginess. At the next’stage the gum process between 
the teeth seems to retract ; at the same time there is a certain 
amount of hypertrophy of tissue, giving a rolled appearance 
to the gum ‘in some cases. There may be a considerable 
congestion of the gums at this stage with a tendency to bleed 
easily. In the last stage there may be an ulcerative process 
around the teeth. The teeth most commonly affected are the 
incisors, both upper and lower, though the condition frequently 
affects all the teeth. Occasionally there is some ulceration of 
the buccal mucous membrane or tonsil. I have not noticed 
any associated stomatitis and there does not appear to be any 
general disturbance in. health. ... . Two interesting facts 
emerge which may have some bearing when the question of 
the cause is looked for—i.e., the Jewish Gibraltar children 


- do not present any gingivitis and the younger children appear 


to suffer less from the 
age.” : : | 
A year later Francklyn found that 30% of Gibraltar 
children had gingivitis out of 837 examined.{ 

The Ministry 
asked to investigate the reasons for this state of affairs. 


condition than those over 8 years of 


NATURE AND RELATIVE INCIDENCE OF TIE 
f GINGIVAL LESIONS 


A preliminary study indicated that the Gibraltar 
children had two types of lesions. The first was a 
marginal inflammation, mainly affecting the incisor and 
canine regions of both jaws and to a somewhat less extent 
the upper molar regions ; the interdental papillsz were not 
unduly involved. The second type was a glazed reddish 


swelling of the interdental gum papillw, progressing to 
‘blunting ’’ of the papillary apex, slight detachment 


- from the teeth, and finally slight but definite ulceration ; 


the upper and lower incisor regions were most commonly 
affected, heemorrhage was not prominent until the later 
stages were reached, and little or no foetor or pain were 
apparent. In most cases the congested papille gave 
the impression that their condition was of long standing, 
Since spontaneous bleeding was not marked and to the 
bright red colour of an acute inflammatory process was 
added a bluish tinge. Indeed, the papillary lesions bore 
a striking resemblance to the subacute type of ‘‘ trench 
mouth ” or Wincent’s disease described by King (1943) 
in adults. On the other hand, the marginal or M-type 
gingivitis appeared to be identical with the gum lesions 
commonly seen in children of this country. 

We have considered that a clinically normal gum, in 
children of 10-14 years, should have the following 
characteristics : 7 | 

(1) Colour: pale pink. es 
_ (2) Texture: fitm, no bleeding on heavy digital pressure. 

_ (3) Connegions : close adherence to the teeth just coronal 

._ to the enamel-cementum junction and to the bone below this ; 
when two adjacent teeth have their interproximal surfaces in 
direct apposition, the gum should completely fill the inter- 
dental space ; the dental margin.of the gum should taper off 
-to the enamel. 


* Memorandum to Dr. J. N. Dobbie (senior school medical officer, 
LCC) on Occurrence of Gingivitis amongst Gibraltar Children, 
by A. B. Francklyn (Nov. 5, 1941). . 

t Second Memorandum (Nov. 7, 1942). i 


‘of Health became interested, and I was ` 


, consistence of the diet (e.g.,. King 1940b). 


The method of classifying the’ lesions was 
developed from that used by King (1940a). Any devia- 
tion from one or more of the above characteristics has 
net Saas as gingivitis, the grading of which has 
shen been : , 


light marginal © .. es oe 


oe cs M+ + 
Slight papilla Es es wig oe as 
Mowe marked papillary (including slight ulceration) pt + 

All the mouth examinations were made by me, using a 
dental mirror and probe, and with the children facing a 
good natural light. By these methods, examination of 
representative groups of English and Gibraltar children 
of approximately similar age-distribution and social and 
economic status yielded the results shown in table I; 
figures obtained before the war (King 1940a) are also 
included. S 

The figure for, all grades of gingivitis is seen to be 
fairly similar for English and Gibraltar children (77-90 % 
and 85% respectively); it also appears that two years 
of war had no appreciable effect on the gum condition 
of English children. However, when the types are 
differentiated a striking. contrast between English and 
Gibraltarians is noted ; only 1-2 % of the former suffered 
from papillary lesions, compared with 40% of those 
from Gibraltar. f | 


. M+ 


TABLE I—RELATIVE INCIDENCE OF MARGINAL (M-TYPE) AND 
PAPILLARY (P-TYPE) GINGIVITIS IN ENGLISH AND 
GIBRALTAR ELEMENTARY SCHOOL-CHILDREN 


0 : re 
l No. of with l % % 
et Age |children| either | with | with 
p years ex- or both | M-type | P-type 
/ amined | types of | lesions | lesions 
z lesions 
ENGLISH 
'’ London and Sheffield |11-13| 130 90:0 | l —! 
boys and girls, 1938. 
Ipswich, boys, 1941. ©|11-14/ 137 774 752 2-2! 
Glossop, boys, 1941. 11-14) 266 87-6 86l 1.5 
GIBRALTAR? 
Evacuees to London, | 10-14] 135? 85-2 45-2 400 
boys and girls, 1941. | `- : 


1. The two types of lesions were not differentiated at this time. 
2. Living in hostels in widely separate parts of London. 
3. In addition, 20 other Gibraltar children (aged 6-9 years) were 
examined. f these, 12 had apparently healthy gums; 8 had 
` M-type gingivitis; and none had the P-type disease. 


Although these findings differ considerably from those 
of Francklyn the discrepancy is easily explained. Her 
‘“ normal ” grade included some of the conditions now 
classified as slight gingivitis and many of her M + and 
M++ lesions came into our M++ and P grades 
respectively. Further, her examinations covered man 
‘children below the age of 10 years. ` 2 4 


POSSIBLE AETIOLOGICAL FACTORS 


In spite of the opinions expressed by other clinicians, 
both medical and dental, we believed that the predilec- 
tion of the P- type lesions for groups of Gibraltar children, 
living in widely separate parts of London, with little or 
no direct contact, precluded the possibility: that the 
lesions were due to infection. Moreover, these children 
attended various LCC schools where they mixed with 
the English pupils who were affected by the generally 
common and eaflier phases of the M-type gingivitis. 


Our experience strongly indicated that factors such as 


general mouth hygiene, occlusion of the teeth, incidence 
and extent of caries, and tartar deposition in these 
children did not differ significantly from those found in 
more than 2500 English children examined by me at 
various times. Undoubtedly carious cavities may pre- 
dispose to or accentuate local foci of gum traumatism, 
but their effect is by no means constant. Food stagna- 
tion and tartar deposition may be the result rather than 
the cause of gingivitis. It is of more than academic 
interest that, in gum disease induced in animals lesions 
of the gingivz and associated tissues may under certain 
conditions precede both the lodgment of food debris 
and deposition of calculus, irrespective of the a car 

ere 
remained, then, the nutritional aspect. 


s 
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- In certain experimental animals, deficiency of vitamin 
A and carotene, especially during very early life, increases 
the susceptibility of the .parodontal tissues to disease at 
a later date (Mellanby 1930, Mellanby and King 1934, 
King 1935, 1936, 1940a, b). But the Gibraltar children 
showed no obvious general signs of vitamin-A deficiency. 
Similarly, the absence of cheilosis and angular stomatitis 
did not lead us to suspect deficiency of riboflavin (Sebrell 
and Butler 1938, Oden et al. 1939, Sydenstricker et al. 1939, 
1940, Jolliffe et al. 1939, Kruse et al. 1940, Shields 1940). 
As. regards vitamin C, it is af course true that, among 
other changed dietetic circumstances, the Gibraltarians 
now obtain a less liberal supply of fruit. Again, however, 
there is no positive evidence that these children are in 


need of more fruit than English children, who are 


usually free from the P-type disease. On the other 
hand, it is claimed by some investigators that vitamin C 
is a most important factor in the prevention and treat- 
ment of various pathological gum conditions, including 
those apparently identical with or closely similar to both 
types of lesions described here (Westin et al. 1937, Kramer 
1937, Roff and Glazebrook 1940, Campbell and Cook 
1941, Kruse 1942, Kent 1943, Stuhl 1943). However, 
in the present investigation the clinical picture did not 
in our opinion suggest the gum conditions said to be 
associated with so-called sub-scurvy ; the gingivz were 
not diffusely spongy, spontaneous hsemorrhages were 
not prominent features, and the reddened affected tissue 
did not have the magenta tinge so characteristic of the 
scorbutic gum. Moreover, Crandon et al. (1940) have 
emphasised the absence of clinical gum affection in 
experimentally induced human scurvy, and Blackstone 
(1942) has reported advanced scurvy with subperiosteal 
hsemorrhages but..no: gum involvement in two young 
children. Burril (1942) compared the vitamin-C level in 
the plasma of 1396 subjects with the state of their 
parodontal tissues and noted that though the vitamin-C 
levels tended to be lower in patients having gingivitis 
or pyorrhoea, the differences were small and of no signi- 
ficance ; further, the seasonal variations in vitamin-C 
level were such that no relationship between low level 
and gingivitis was apparent. 

Since, therefore, the most suggestive clinical pointer 
appeared to be the resemblance of the P-type lesions to 
the earlier phases of subacute Vincent’s disease, which is 
responsive to nicotinic acid (King 1940c, 1943, Schwartz- 
man and Grossman 1941), it seemed reasonable first to 
compare the effects of this vitamin and of local hygienic 
measures on the Gibraltar disease. 


CLINICAL MATERIAL AND METHODS 
A number of the Gibraltar children suffering from the 


M- and P-type disease were chosen and divided into four 


groups; as far as possible they were evenly distributed 
as regards type and severity of lesions. All were boys 


of 10-14 years attending for elementary education the 


School of Distributive Trades, Charing Cross Road, and 
living in neighbouring hostels receiving similar basal 
diets. ‘Owing to lack of coöperation on the part of the 


‘children and their parents, it was finally possible to 


include only a relatively small number in the therapeutic 
trials. Their grouping and treatment were as follows: 

Group A.—Each of 10 affected children was given 50 mg. 
of nicotinic acid daily for the five school days of two successive 
weeks; the vitamin was swallowed in tablet form at approxi- 
mately the same time each day during the school morning 
session. f eke aA 

Group B.—Each of 11 affected subjects received, local 
hygienic treatment for five consecutive days of one week. 
The treatment was as follows :— 


lst day: Application of chromic acid (10%) to all gingival 


tissues, healthy as well as diseased, followed immediately 
by vigorous rinsing of the mouth with 10-volume hydrogen 
peroxide (1; 4 dilution). 

2nd day: Removal of tartar by scaling, followed by further 
application of chromic acid and rinsing with hydrogen 
peroxide. 

3rd day: Removal of any remaining tartar and vigorous 

.  syringing with hydrogen peroxide. 

4th and 5th days: Syringing with hydrogen peroxide. 


-¢ The vitamin supplements were given to each child by J. D. K. 


in person who made certain that they were actually swallowed. 
The local hygienic treatment was carried out by J. D. K. with 
the part-time assistance of Mr. Bergman, LDS, assistant school 
dental ofticer to the LCC. 
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Group C.—Each of 10 affected boys were given 50 mg. of 
nicotinic acid for the five school days of two'successive weeks 
plus the local*hygienic treatment (as for group B) for the five 
school days of the first week. ‘ 

Group D.—A further 5 boys affected by the gum disease 
formed an untreated control group. Precautions were taken 
to prevent their receiving any medical or dental treatment 
elsewhere. 


The children were carefully examined by J. D. K. with 
a mirror and probe §: (a) before the test period ; (4), two 
weeks after the test began (when all treatment was 
completed); and (c) four weeks after completion of 
treatment. The untreated controls were examined at 
the same times: At these examinations special charts 
were used, similar to those employed in other studies, 
but modified and amplified. Details were recorded of 
the number, state of eruption, occlusion and alignment 
of the deciduous and permanent teeth ; incidence, extent 
and situation of carious cavities; presence of broken 
down tooth roots and loose deciduous teeth ; presence, 
site and extent of fillings, crowns, &c.; pain, hzemor- 
rhage and discharges from the gums; colour, texture, 
contour, atrophy, hypertrophy, inflammation of the 
gum margin and interdental papillæ ; general condition 
of lips, cheeks, palate, tongue, fauces, tonsils and 
regional glands ; and state of hygiene of the mouth ; and 
notes were made of any other oral abnormalities and 
obvious indications of defective general health. Separate 
charts were used for each child at each of the three 
examinations so that the findings of the last two examina- 
tfons were unbiased by those recorded previously. 


EFFECTS OF NICOTINIC ACID AND LOCAL THERAPY 
Since the investigation was on a small scale, the results 


are best expressed in terms of the individual gum regions ` 


affected. 


TABLE II—-RESULTS EXPRESSED IN TERMS OF COMPLETE 
RECOVERY OF GUM REGIONS ORIGINALLY AFFECTED BY 
THE FOUR GRADES OF DISEASE | 

A= Nicotinic acid; B= Local hygienic; O = Combined treatment; 

D = Untreated controls ic wt 


No. of Regions showing complete recovery 
` regions - 
Groups onein: After 2 weeks?! After 6 weeks ? 
y pete rear, ot : 
affected o/ Num- o’ 
10 ber - (Q 
M + Lesions 
A 15 66:7 12:17 15 0:0 
B 35 ` 886 Æ 5°37 32 91-4 #4-74 
C 21 90:5 Æ 6:40 21 1100-0 . 
- D ; 6 7 ee > o 
M Lesions 
PER 52 577 & 6°85 36 69:2 £ 6-40 
B 49 44:9 Æ 7:11 33 67°3 & 6-70 
C 69 82-6 Æ 4°56 64 92'838 + 3-11 
D 31 sa 3 9°74 5:32 
P + Lesions 
T A 23 52:2 +10:42 14 60-9 #10-03 
B f 41 22:04 6°47 10 24:44 6-71 
C -> 22 182 & 8:23 12 54:5 £10 -62 
D 14 PE 0 en 
P Lesions : 
is A . 21-42% 7:75 E 39°32 9-23 
B ‘ ee ee 
C 19 31:6 £10.67 6 31°6 410-67 
D 10 ss E og es 


1. At com letion of treatment ; untreated controls re-examined on 
game a e f z 
2. At follow-up examination (no further treatment). . 


Table 11 shows the percentages of gum regions originally 
affected which showed complete recovery after 2 weeks 


and after 6 weeks; the figures are tabulated to show the 


relative effects of the three treatments compared with 


controls for each type of lesion. In only one category do 


the controls show any complete recovery at all—namely, 
three M++ regions. - Local hygienic treatment pro- 
duced good results on the slight (M +) lesions but less 
good results as the severity of the lesions increased. For 


PT ah eae ce ep a ee ee 

$ Direct smears were taken from the gums of 6 boys affected by 
varying degrees of the M- and P-type disease ; all of these 
showed large numbers of fusiform bacilli, spirochectes and cocca] 
organisms. It is pow generally accepted that such organisms 
are mere secondary invaders of tissues already damaged by 
other means (King 1943, and others). i 


` 
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P + regions the difference between group A and group B 
after two weeks is 30-2+12-26 and after 6 weeks 
36-5 +12-19; the difference between group B and 
group C after 6 weeks is 30-1 4+-12:56; all these differ- 
ences are statistically significant. In the most severe 
lesions of all (P+ +) local hygienic treatment produced 
no complete recovery, whereas the nicotinic acid alone 
and the combined treatments showed at least 21% 
complete recovery—in each case the percentage recovery 
figure is nearly three times its standard error and is 
therefore significant. l 

comparison of the nicotinic-acid-alone treatment 
and the combined treatment does not appear to show any 
very clear-cut differences; with the M lesions the com- 
bined treatment seems to have some advantage, while 


with the P lesions the nicotinic acid alone shows slightly 


better figures. ; | 
It was next desired to obtain some finer assessment of 
improvement than that obtained by considering only 
complete recovery, and as we had observed progression 
from M to P type disease in a number of untreated cases, 
it seemed permissible tq assume for statistical purposes 
ae the P type is a more severe stage of the M type 
esion. 
0, M + regions as 1, M + + as 2, P + as 3 and P + + as 4. 
By summation, a total disease figure per mouth could þe 
calculated and from this an average disease figure was 
obtained by dividing by the number of regions which 
were, or could become, affected. l 


TABLE III—COMPARISON OF AVERAGE DISEASE FIGURES 
(M+ =1,M+ + =2, P+ = 3,and P+ += 4) 
A= Nicotinic acid; B= Local hygienic; C = Combined treatment; 


D = Controls 
At ist After After Difference Difference 
exam. | 2°weeks | 6 weeks between between 
(a) ' (b) > (c) (ay and (b) (a) and (c) 
1-21 . 0°40 0-41 —(-81 +0°10 | —0-80 0-11 
1-20 0-47 0-44 —0-73 0-10 | —0-76 40:10 
1-19 0:26 | 0-22 —0°93 40:09 | —0:97 40-09 
1-15 1°45 1-33 +0-30 20°17 | 40°18 40°17 | 
Comparing A and D 1:1140-19 0-98 40-20 
Comparing B and D 1°03 0-19 0:94 40°19 
- Comparing C and D F 1:23 40:19 1:15 0:19 
Comparing A and B - 0-08 0:14 0:04 40°15 
Comparing A and C 0-12 0:14 0:17 20°14. 
Comparing B and C 0:20 0°14 0-21 40:14 


ig nr m aa eae eae 


Table I gives the average disease figures obtained 
by this method for (a) the initial examination, (b) after 
two weeks, and (c) after six weeks, and the differences 
between (a) and (b) and between (a) and (c) The 

_ controls, so far from showing improvement, have de- 
generated ; and comparing them with each of the types 
of treatment the differences are all statistically significant. 
For early lesions, local hygienic treatment was used with 
good effect, but it was progressively less satisfactory 
as the lesions became more severe. Treatment with 
nicotinic acid alone or combined with local hygienic 
methods gave better results than the local treatment 
alone, particularly for the more severe lesions; the 
results with nicotinic acid were however probably 
relatively delayed. Nicotinic acid combined with local 
hygienic treatment appeared to be more effective than 
nicotinic acid by itself. i 


@ 


EFFECTS OF ADDING FOOD YEAST TO THE DIET 


It is well known that deficiency of one component 
of the vitamin-B complex may .be ‘accompanied by 
deficiency of other components. We therefore considered 
it worth while to test the effects of adding to the diet the 
whole complex in the form of food yeast (Torula utilis). 
It was hoped that this trial could be made on a large 
scale and extended over a year; but lack of continuous 
strict dietetic supervision by the hostel authorities, as 
well as ‘the difficulty of ensuring that no other medical 
‘or dental treatment was given, resulted in restriction of 
the test: to a relatively small number of children over a 
term of only two months. The investigation then 
involved the daily addition of 3-5 g. of food yeast to the 
diet of 24 affected children for this period ; “17 controls 
received: no treatment or supplement. Larger doses of 
yeast were not used, in order to avoid the possibility of 


es 
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‘nicotinic acid or yeast. 
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gastro-intestinal disturbanees. Clinical examinations of 
the mouths~before and after the trial were made as 
before, but in these children the disease was to a large 


_ extent confined to the gums in the upper and lower 


incisor regions and the findings can be well and simply 
illustrated by the effects of the yeast supplements on the 
tissues in these areas. The basal diet of both groups of 
children was similar. 7 


TABLE IV—EFFECT OF YEAST SUPPLEMENTS ON THE GUM 
i LESIONS | 


x 


4 No. of children with different 
Group. 


. grades of givitis 
‘ Before test After test 
P . 13 P 2 
M + 3 
Nil 8 
E. Yeast supplement (3-5 g. 
- daily) (24 children)? M++ PONE caei 
| | | M+ ... 6 | Me .. 1 
P e 11 P 6 
M++ 4. 
M + 1 
°F. Untreated controls (17 ae a . 
children)! .. M++ .. 1°| M++ 1 
M+ .. 5 M++ .. 3 
i M + .« | 
: i Nil 1 


1. In these children the P + and P + + lesions were not Boparatod. 
_ The condition here recorded for each child refers to the most 


severe gum- ase present in one or more of the regions 
examined. - 


The results (table Iv) show that the yeast supplements 
considerably improved gingival health, but positive 
inferences are unjustified in view of the small scale and 
rough diagnostic criteria employed. The recovery of a 
few children of group F shows how essential are untreated 
controls in investigations of this kind. : 


INFLUENCE OF CARIES AND OF TARTAR DEPOSITION . 


ON THE GUM LESIONS 


In a number of instances cervical and interstitial 
caries appeared to accentuate the severity of the 
lesions and retard their response to treatment. On the 
other hand, in an equal number of regions the gum 
encroaching on the edges of carious cavities either was ' 
originally healthy or, if initially diseased, responded to 
local treatment and to vitamin therapy in the form of 
Deposition of tartar about the 
necks of the teeth bore no constant relationship to the 
severity. of the disease but its presence tended to retard © 
recovery of the contiguous gum. Obviously no vitamin 
treatment can be expected to remove tartar once it has 


formed, 


j DISCUSSION 

The small scale of the present study obviously invites 
criticism, but detailed consideration of individual gum 
regions, as distinct from general estimation of the con- 
dition of the mouth as a whole, enabledia more-reliable 


. assessment to be made of the results of the main thera- 


peutic trial (groups A-D). The findings indicated that 
administration of nicotinic acid, alone or combined with 
local hygienic treatment, significantly reduced the-extent 
and severity of both types of, gingivitis in the Gibraltar 
children. it might then be inferred that deficiency of 
this vitamin played a part in the etiology of the lesions. 

The beneficial effects of food yeast are suggestive, but 

it is impossible to decide whether they were due to the 

small nicotinic acid content (1-4 mg. daily) or to some 
other components. _ 

_. We believe, however, that many aspects ef the gin- 
ivitis problem are still largely obscure, more particularly 
hose associated with the ætiology of the milder M-type 

lesions, In “trench mouth ” of adults, while nicotinic 

acid therapy is often of value in helping to eliminate the 

ulcerative and immediately pre-ulcerative phases, a 

varying degree of marginal gingivitis may remain. Such 

persistence may be related to local traumatic injury of 
the tissues; but here again the issue is confused. We 
have been unable to trace any constant and clear asso- 
ciation between the Gibraltar disease and mouth hygiene, 


~ 
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cervical or interstitial caries, calculus deposits, mal- 
occlusion, or other sources of gum trauma; nor was 
there any evidence of an infective basis. In some 
instances the milder grades of marginal gingivitis may 
recover apparently spontaneously. In others neither 
conservative local treatment nor’ administration of 
certain vitamins is completely effective. 

The main findings of an unpublished investigation of 
non-ulcerative gingivitis amongst young factory workers 
may be of interest here. In an untreated control 
group, 50% of 32 M+ and 3% of 32 M++ lesions 
recovered during an observation period of four weeks. 
The respective recovery figures in two other groups given 
- nicotinamide (200 mg. daily for two weeks) and ascorbic 
acid (200 mg. daily for two weeks) were 91% of 54, and 
63 % of 55, for the M+ lesions, and 67 % of 41, and 17 % 
of 24, for the M ++ lesions. 

_ It seems evident that some other factor or factors 

must still be sought before the atiology of diseases of 

the gums can be clarified. - 
SUMMARY 

1. An investigation was made of the factors respon- 
sible for the high incidence of the more severe forms of 
gingivitis in children evacuated to this country from 
Gibraltar. 

2. Two main types of lesions were encountered—a_ 
marginal (M-type) inflammation of the gums resembling 
that prevalent among English children, and a papillary 
(P-type) gingivitis uncommon in English children and 
more closely simulating the earlier phases of ulcerative 
gingivo-stomatitis in adults. 

3. Therapeutic tests with nicotinic acid indicated that 
deficiency of this vitamin was a factor in the etiology 
of the lesions. Administration of food yeast (Torula 
utilis) was also of value in treatment of some of the 
lesions. 

4. No significant association could be discovered 
between dental caries, calculus deposits, malocclusion or 
defective mouth hygiene and the incidence of severity 
of gum disease in these children, nor was there evidence 
of any specific infection. 


My thanks are due to Sir Edward Mellanby, rrs, for 
advice and criticism; to Dr. H. E. Magee and Dr. J. A. 
Durante, of the Ministry of Health, for much assistance in 
planning theinvestigation; to Mr. W. J. Martin, PH D, for advice 
on the statistical analysis of the data; to Dr. J. N. Dobbie 
for permission to examine and treat the London children ; 
to Major-General J. P. Helliwell, cnx, for kindly providing the 
instruments for the local treatment, and to Mr. Bergmann 
for his help in such treatment; to Dr. A. C. Thaysen for 
providing the food yeast; to Mr.S. A. Williams and his.school 
assistants without whose help and unfailing interest the main 
_ therapeutic trial would have been made impossible; and to 
the Beit Memorial Fellowship trustees and Medical Research 
Council for their financial support. 
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MEGALOCYTIC ANÆMIA AS A SEQUEL 


MALARIA 


J. R. HEMMING 
OAPTAIN RAMC 


O/C FIELD LABORATORY 


TO 


S. F. SEELIG 
LIEUTe-COLONEL IMS 
O/C MEDICAL DIVISION 


THE following observations were made in a combined 
general hospital on field service which received and 
evacuated large numbers of cases of malarial infection. 
Most cases admitted had to be evacuated to medical 


-units in the L. of C. and further back-areas. so that only 


a relatively small number could be retained for investiga- 
tion and follow-up of the treatment. In addition “to 
the inpatients, many patients who were seen while 


passing through the transit section of the hospital 


presented the clinical features recorded in this paper. 

When large numbers of ‘fever’ cases, both from 
advanced positions and from local areas, began to ‘be 
admitted, many of those who either gave a history of 
fever in the recent past or were actually suffering from 
the blood-positive infection of malaria, presented Similar 
clinical features and a blood-picture which led to this 
investigation. All the 23 cases here recorded had fever 
with rigor within two to three months of admission, or 
had malarial parasites (malignant tertian or malignant 
plus benign tertian) in the blood when admitted. All 
came from highly malarious areas. Most of the patients 
admitted to hospital and many others passing through 
the transit section had been exposed to severe hardship. 
Owing to conditions beyond the control of the medical 
services many had had either no antimalarial treatment 
at all or ‘only inadequate and intermittent treatment, 
because of evacuation from one medical unit to another 
over considerable distances. 


CLINICAL AND LABORATORY FINDINGS 
The clinical features uniformly found were as follows: 


Skin pale with lemon-tinge ; puffy around the eyes, with 

occasional pitting of the ankles. Mucous surfaces very pale. 
Tongue : smooth, atrophic flatness, reminiscent of Hunter's 
glossitis in pernicious anemia. Erosive lesions. common in 
mucosa of cheeks and at angles of mouth. One case showed 
bleeding from gums which resporided rapidly to 400 mg. oi 
ascorbic acid daily by mouth; parasites (malignant tertian) 
present in blood. 
Hemic murmurs and low BP found were referable to the 
severe anemia. The rush of work and other difficulties and 
the grave condition of the patients made it impossible to 
investigate gastric acidity by fractional test-meals, but 
circumstantial evidence suggests that there was subacidity or 
achlorhydria, for most patients suffered from diarrhea which 
was cured when acid hydrochlor. dil. min. 30 t.d.s. was given 
with meals. The feces of all patients were examined both 
microscopically and culturally. In one case Bacillus dysenteriav 
This patient had had diarrheea for 
some weeks ; parasites (malignant tertian) found in the blood. 
Intensive treatment with sulphaguanidine led to cessation of 
diarrhcea and disappearance of the organism from the fæces. 
In no other case were ova, cysts or any other pathogenic 
organism or parasite found. 

Liver and spleen were palpable in all cases, but without 
great enlargement. Lymph-nodes normai. 

The nervous and respiratory systems, fundi and urines 
showed no abnormalities. 

All patients ran a temperature, some a high one, others 
subfebrile, and there was no apparent relation between fever 
and blood-findings—there were cases who ran a low fever and 
had parasites in their blood. 


Blood-picture.—The main findings are set out in the 
table. <All> cases showed a severe, megalocytic anæmia 
with considerable aniso-poikilocytosis, frequent punctate 
basophilia, small and large -nucleated red cells and 
leucopenia ; all showed well-marked hyperchromasia. 
Sternal puncture was impracticable. Quantitative esti- 
mations of serum-bilirubin were made with a view to 
assessing heemolysis ; in no case was a value exceeding 
1 mg. per 100 c.cm. found. No red-cell fragility tests or 
reticulocyte and thrombocyte counts were done. 

Age and race.—No particular age-group was affected, 
No British were among the inpatients, though several 
pene the clinical features of the condition passed 

hrough the transit section. All patients whose data 
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are recorded in this paper were Indians; they in- 
cluded representatives of all. martial classes and the 
other components of the population of India. | 


‘TREATMENT - 


| All cases received quinine sulphate gr. 10 t.d.s. by 

mouth for two days, supported by an intravenous 

injection of quinine bibydrochloride gr. 6 if necessary ; 

Š SUMMARY OF BLOOD FINDINGS 
HOSPITAL CASES i 


Date of 3 : 
Case sonn in Hb % ° r e cI Malaria parasites 
1 | Sept. 4| 60 | 2,410,000 | 1-3 | MT rings 
Sept. 24 65 2,600,000 1:2 | Neg. y 
Oct. 3 65 2,650,000 1-2 | Neg. 
Oct. 18 70 2,800,000 13 | Neg. 
2+ | Sept. 4 40 1,490,000 1-4 | MT rings 
Sept. 26 60 1,970,000 16 | MTr 
Oct. 12 45 1,250,000 1'8 MT rings, crescents 
Oct. 19 50 1,310,000 2 MT crescents 
3 |Sept. 7| 45 | 1,050,000 | 2-2 | MT rings 
Sept. 26 35 1,390,000 1-3 | Neg. 
ct. 10 45 1,600,000 1-4 | Neg. ` 
Oct. 18 60 2,550,000 1:2 | Neg. 
4 Sept. 8 50 2,100,000 1:2 | Neg. 
| Sept. 27 60 2,170,000 l-4 | MT ring3 
Oct. 3 65 3,200,000 1 Neg. 
Oct. - 18 75 3,400,000 1 Neg. 
5 Sept. 10 | 45 1,610,000 1-4 | MT rings 
Sept. 24 60 2,350,000 1:3 | Neg. 
Oct. 3 60 2,740,000 1-1 Neg. 
Oct. 18 70 3,200,000 1:1 | Neg. 
6 Sept. 11 30 560,000 1:3 | MT rings 
Sept. 24 40 1,040,000 2-0 eg. 
Oct. 3 50 2,000,000 1-2 | Neg. 
Oct. 18 60 2,900,000 1 eg. 
7t | Sept. 7 45 1,310,000 1:8 | Neg. 
Sept. 24 45 1,020,000. | 2-2 | MT rings 
Oct. «10 45 1,340,000 1-8 | MT rings 
Oct. 18 30 650,000 2°5 eg. ‘ 
8- | Sept. 17 35 1,640,000 1:1 | MT rings 
Sept. 29 50 2,520,000 1 eg. 
Oct. 12 55 3,210,000 {| 0-9 eg. 
Oct. 19 70 3,480,000 : Neg. 
9 Sept. 17 30 870,000 1:9 | Neg. 
Sept. 29 50 2,970,000 0:9 MT rings + BT tro- 
phozoits 
Oct. 10 55 2,500,000 11 | Neg. - 
Oct. 19] 70 3,250,000 1-1 | Neg. \ 
10 Sept. 19 | 45 1,780,000 1:3 | MT rings 
Sept. 29 55 3,160,000 0:9 eg. 
Oct. 10 60 3,150,000 1 Neg. 
11 Sept. 24 | . 65 2,720,000 1-2 | Neg. 
12 | Sept. 27 | 65 | 2,690,000 | 1-2 | MT rings 
13 Sept. 15 55 2,360,000 1:2 | MT rings 
Sept. 19 50 1,770,000 1:5 MT crescents 
© Pallaqvist. 


tł Cases 2 and 7 showed considerable improvement by the end of 
AMBULANT CASES 


1,030,000 


14 Sept. 1 40 2 Neg. 

15 | Sept. 8] 35 720,000 | 2-5 | Neg, 

16 | Aug. 7| 60 | 2,600,000 | 1-1 | Neg. 

17 Sept. 11 45 1,450,000 1-6 | MT rings 

18 | Sept. 19 30 650,000 2°5 | Neg. 

19 | Oct. 13| 65 | 2,220,000 | 1:5 | MT rings 

20 Aug. 6 50 1,400,000 1:8 | MT crescents 

21 | Aug 9 50 1,910,000 1:3 -| MT rings, crescents 

Aug. 18 70 3,170,000 1-1 Neg. 

22 | Sept. 28 | 65 2,690,000 1-2 | MT rings + 

23 Oct. 15 60 2,400,000 1:3 MT rings 4 BT tro- 
phozoits 


they were then given mepacrine or ‘ Quinacrine ’ 0-1 g. 
t.d.s. for five days, followed . by. two days’ rest and 
‘Pamaquin’ or ‘ Plasmoquine’ 0:01 g. b.d.s. for five 
days. They also received ferrous sulphate, either gr. 3 


‘insidious, and because of that highly dangerous. 


in tablets or gr. 10 in solution t.d.s., and dilute hydro- 
chloric acid min, 30 t.d.s. a 

Domestic liver extract was prepared in the hospital 
according to Castle’s instructions. The extract was 
seasoned with pepper and salt, and no patient of any 
race or caste ever refused it. The supply of fresh liver 
was somewhat erratic, so the desirable dosage could not 
always be attained. Latterly supplies of-injectable liver 
extract became available, and the response to this 
concentrated preparation was notably quicker. The 
diet was carefully supervised and consisted of a generous 
supply of chapatis, rice, dal, ghee, eggs, tinned milk, 
chicken with rich gravy, chicken essence, fresh fruit, 
‘ Horlick’s Malted Milk,’ cocoa and ‘ Marmite.’ 


` DISCUSSION z 


Clinically, these patients presented the picture of 
pernicious anæmia without involvement of nerve tissue. 
It seems likely that they were cases of tropical or 
nutritional macrocytic anæmia'in patients who had been 
exposed to severe hardship and broke down or showed 
signs under the added stress of malaria. Contributory 
factors were the inadequate treatment of the malaria, 
the relatively late diagnosis of the anæmia, and the dela 
in starting effective iron and liver treatment. / 

The malarial manifestations observed in this area, in 
order of frequency, include febrile, afebrile, dysenteric, 
choleraic, cerebrospinal-meningeal,' renal (blackwater 
fever) and respiratory manifestations. These are un- 
likely to escape diagnostic attention because they are 
immediate and dramatic. The malarial complication 
described here is neither immediate nor dramatic ; it is 
Its 
true nature may be overlooked because ansemia is con- 
sidered a ‘‘ normal ’’ sequel to malarial infection, 


To . 


avoid the grave consequences of serious, and may: be > 


irreparable, impairment of the hemopoietic tissues, 
intensive antimalarial treatment must be .carried out 
right from the geographical source of infection. It must 
be continued during evacuation by motor transport, 
train or air, It must never be interrupted, even in the 
face of difficulties which must be overcome. When the 
clinical features described in this paper are present, 
immediate intensive antianzmic treatment must be given. 


SUMMARY | i 


Indian soldiers who developed malaria on field service 
were commonly found to have a severe macrocytic 
anæmia ; the findings in 23 cases are here summarised. 

Treatment with iron, liver and a full diet was 


' successful. . : 


These were probably cases of nutritional macrocytic 
anæmia which broke down under the added stress of 
inadequately treated malaria. l 

The possible development of this condition is an added 
reason for making every effort to treat malaria effectively 
and without interruption on active service. 


Our thanks are due to. Miss Bremner, @aimyns, who 
prepared the liver-extract in hospital, and Assistant Surgeon 
Narain Singh, ımD, who did many of the blood-tests. We 
‘wish also to thank Lieut.-Colonel H. S. Smithwick, íms, oc 
tħe Combined General Hospital, for his permission to collect 
the information contained in this paper, and the Director of 


Medical Services, Indian Command, for permission to publish it. 


RoyaLr FAcuLTY or PHYSICIANS AND SURGEONS OF Gras- 
GOW.—At a meeting held on April 3, with Dr. James H. 
MacDonald, the president, in the chair, the following were 
admitted to the fellowship: William Scott Bell, Falkirk, 


Bishopbiiggs, William Nino Rogers, Epsom, and Walter 
Theodore Strauss, Thornliebank, qua physician; and 
George Brown Mair, Aberdeen, and George Henderson 
Stevenson, Glasgow, qua surgeon. 


The council of management of Preston Hall has appointed 
Dr. J. Douglas Robertson clinical pathologist to the British 
Legion sanatoriums, and Mr. A. T. Fripp visiting orthopedic 
surgeon to the new wing at Nayland Hall for women with 
non-pulmonary tuberculosis. l 

Sir Brunel Cohen has given £1000 towards the cost of the 
X-ray unit which is to be established in the new treatment 


‘centre to be built at Nayland as soon as permission is obtained. 


Í Thomas Gow Brown, Bothwell, Philip Redington Peacock, - 
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PHONO-ELECTROCARDIOSCOPY 


| G. E. DONOVAN, MSC, MBNUIL,DPH 
MEDICAL OFFICER OF HEALTH FOR THE LLWCHWR URBAN 
AND- GOWER RURAL DISTRICTS 


INTEREST in clinical objective methods of studying | 


the heart-beat.has increased. Rappaport and Sprague’s 
paper! reviews the literature. | 

I have been experimenting with a new electrical 

technique and have designed an instrument for amplified 
auscultation, phonocardiography, electrocardiography 
and sphygmography. I call it the phono-electrocardio- 
scope,” and it permits :— 

(a) Simultaneous direct continuous visual recording of the 
phonocardiogram and electrocardiogram, plus amplified 
auscultation. 

(6) Simultaneous direct continuous visual recording of the 

| phonocardiogram and sphygmogram, plus amplified 
auscultation. i 


Slide on transparent 
1O ccm. Graticule 


Electrical 
Sphygmograph 


i DOUBLE BEAM CATHODE RAY OSCILLOSCOPE 
Fig. |—Schematic diagram of the apparatus. 


(c) Simultaneous direct continuous visual recording of a 
stethoscopic phonocardiogram and linear phonocardio- 
gram'of the same area plus amplified auscultation. 

(d) Simultaneous direct continuous visual recording of 
the phonocardiogram of one area with that of another, 

_ plus amplified auscultation. 

(e) Simultaneous direct continuous visual recording of 
any pair of the electrocardiographic leads, such as 
leads 1 and 3. 

(f) Observation for any length of time. 

(g) Detailed visual analysis. The reserve gain of the 
amplifiers and the wide range of time-base speeds makes 
possible traces of any size considered desirable. 

(h) Photographic registration of the traces. 

(i) Accentuation of murmurs of desired sounds and 
attenuation of unwanted ones. | 


Simple electrodes can be used, for non-polarisable 
electrodes are not required; skin current need not 
compensated for; and the -apparatus is impervious to 
overload or shock. Its other advantages include 
_distortionless traces, camera simplicity, silent working, 
easy maintenance and rapid operation. 

Fig. 1 is a schematic diagram and fig 2 is a photograph 
of the apparatus. It is made up of four portable 
mechanically robust units—namely, the amplifier unit, 
the oscilloscope unit, the high-tension unit and the 
camera unit. 
channels of amplification, the output of any pair of 
which can be simultaneously and immediately directly 
observed in oscillographic form on the long afterglow 
screen of the double-beam cathode-ray oscilloscope. 

‘The microphone is of the piezo-electric type, and 
therefore free of inherent noises. The special crystal 
microphone cartridge lies in a case which provides an 
airtight housing for the cartridge eliminating the effect 
of room noises. The cartridge is mounted between 
rubber rings and the case of the microphone has an outer 


1. Rappaport, M. B. and Sprague, H. B. Amer. Heart J. 1941, 21, 


‘2, Donovan, G. E. J. Inst. Electrical Engineers (Wireless Section), 
une, 


DR. DONQVAN : PHONO-ELECTROCARDIOSCOPY 


AMPLIFYING UNIT 


POWER PACK | 
Viewing hood & 


There are, as shown in fig. 1, three separate | 
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covering of rubber. The air chamber in front of the 
crystal element is shallow, but not so shallow as to let 
the skin of a fat patient come in contact with the dia- 
phragm of the crystal unit. An air-pressure equalising 
valve connects the air of the space between the diaphra 
of the microphone and the skin of the patient to the 
external air and protects the crystal from injury while 
the microphone is being applied to the chest wall. The 
sudden high pressure oF low frequency caused by 
application of the microphone to the chest wall is allowed 
to escape through the open valve; this valve -is closed 
while the cardiac sounds are being recorded. A funnel- 
type arrangement can be fitted to the front of the 
microphone if desired. 
The output of the microphone is amplified by a special 
; audion tube amplifier. This has 
an over-all frequency range ey- 
tending from the lowest frequency 
to over 1000 cycles per second, 
but this band can be divided by 
- means of filters so that the fre- 
quency response of the ap tus 
can be given any desired slope. 
These.  frequency-discriminating 
circuits do not curtail suddenly 
the frequency band at a particular 
point, but rather act like acoustic 
filters. This is desirable because 
the cardiac sounds are not pure 
notes but more in the nature of 
noises. <A point to be noted is 
that 25 different combinations can 
be got simply by rotating a pair of 
switches. This action takes only 
a few moments. whereas it is 
difficult to perform with acousticor 
mechanical filters. With the con- 
trols in the intermediate position, 
the phonocardiogram is equivalent 
toastethoscopic one, recording the 
heart sounds as heard through the 
ordinary stethoscope. 
The sounds of interest in 
l auscultation almost all have 
frequencies below 1000 cycles per sec. The hearing 
mechanism follows a rough logarithmic curve, the slope 
of which varies with the intensity of the sound. ' The 
auditory sensation produced by complex sounds may be 
decidedly different in character as well as intensity when 
the stimulating level is increased or decreased. Rappaport 
and Sprague! say “that an amplifying stethoscope is 
not primarily an instrument to be used for making 
sounds many times louder than they can be heard with 
an acoustic stethoscope. 


the intensity can be adjusted as desired, and thus a 


The major advantage of the | 
ne stethoscope over the acoustic stethoscope is- 
ha 


number of modifying characteristics which cannot be- 


overcome with the acoustic stethoscope are eliminated.” 
A tone-compensated gain control has been designed 
and incorporated in the instrument to correct for the 
deficiency of the human ear previously mentioned ; it 
also allows greater latitude in varying the intensity levels 
at which heart sounds can be heard. | 
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Fig. 2<-The phono-electrocardioscops in action. 
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The audiophone for the heart-sound amplifier was 
chosen because of its simple construction, rugged nature, 
ability to cover the required frequency band, compact- 
ness and suitable impedance characteristics, A moving- 
coil ‘ headphone could be used instead and applied 
directly to the ear without the intermediary of a binaural. 
One of the reasons why the binaural is used is that the 
average auscultator prefers to hear the heart sounds 
through this medium. The amplifying of heart sounds 
through a loud-speaker can never be wholly satisfactory, 
and I prefer multiple headphones which can be used with 
my instrument. It is possible with this instrument for 
& group to hear, and see, the sounds actually produced 
by the heart, including those not audible to the human 
ear with the ordinary stethoscope, as well as the sounds 
and murmurs, reasonably amplified, which one should be 
able to hear with the simple stethoscope. The group 
will also have visible evidence of the correlation of these 
sounds with the various phases of the cardiac cycle as 
demonstrated by the electrocardiogram. 

The electrocardiographic amplifier consists of a 
specially designed three-stage resistance capacity coupled 
amplifier. The intercoupling time constants are long, 
and the high-frequency response of the amplifier is 
limited by filter circuits arrangements so that the 
amplifier, though very sensitive, is still very stable. 

The electrocardiographic amplifying channels—or in- 


deed either of the other two amplifying channels—can 


' be used for registration of the jugular pulse. In certain 


patients a simultaneously registered phonocardiogram 
and electrocardiogram may not supply enough informa- 
tion for a complete analysis of all the events of the 
cardiac cycle, Workers like Miller and White? and 
Rappaport and Sprague,! have used the crystal micro- 
phone for recording the pulse. The capacitance of the 
crystal microphone is artificially increased by the 
expedient of shunting an external fixed condenser across 
it. This method is very suitable because it is an electrical 
one and allows the pulse wave to be registered on the 


. long-afterglow screen of the double-beam cathode-ray 


oscilloscope. As a matter of fact, I use a microphone of 
the same type as is employed for registering the heart 
sounds, but fitted with a funnel-type arrangement. This 
method of registering the venous pulse has the great 
advantage that the various factors such as the amplitude 
of the oscillations, are easily controllable by the gain 


Fig. 3—Normal healthy child. Electrocardiogram lead 2. Logarithmic 
. phonocardiogram, mitral area. The slight roughness of the base line is due 
to the subject's breathing. l . 27 ', . 
The traverse of the pair of spots were photographed as they appeared for 
visual observation—opening the shutter at the beginning and closing it at the 

end ofthe traverse of the spots. . 


control of the amplifier. It is also desirable to use an 


electrical technique, especially as the heart sounds and 
electrocardiogram are recorded electrically. _ * 
The double-beam cathode-ray oscilloscope has two 
spots capable of independent deflection in the vertical 
ction while being deflected simultaneously in a 
horizontal .diréction by a common time base ; this, plus 
the fact that the tube is fitted with a screen of long 
afterglow, permits the direct simultaneous and continuous 
observation of two phenomena such as a phonocardio- 
gram and electrocardiogram (fig. 3), or a phonocardio- 
gram and'sphygmogram (fig. 4). These can be observed 
as a pair of traces lasting several seconds. Without 
this afterglow the eye could never appreciate the wave 
nr i e Á 


3. Miller, A. and White, P., D. Amer. Heart J. 1941, 21, 405, 


Fig. 4—Healthy adult. Logarithmic phonocardiogram, mitral area. Jugular 
pulse tracing. 

_ The traverse of the pair of spots were photographed as they appeared for 
visual observation—opening the shutter at the beginning and closing it at 
the end of the traverse of the spots. _ 


form of the traces, even though correctly traced by the 


- cathode-ray spots. 


If desired, these traces can be photographed by 
focusing a camera on the fiuorescent screen of the double- 
beam cathode-ray oscilloscope and taking one traverse 
of the pair of spots as they appear for visual observation 
—opening the shutter at the beginning and closing it at 
the end of the traverse of the spots. ere permanent 
records are desired as a routine, a camera is used which 
works with moving film,.and the spots are stationary in 
the horizontal or X direction. This is possible because 
the afterglow of the spots is. not sufficiently actinic to 
affect the photographic film. ae: 

The apparatus is useful in clinical, teaching and 
research work. . % ° a oO 


A CASE OF CONTRACTED BLADDER 


S. I. Levy, rrcs J.S. HORN, MDLOND,FROS 
SENIOR SURGEON TO EAST HAM RESIDENT SURGICAL OFFICER 
MEMORIAL HOSPITAL; SURGEON, ` AT EAST HAM MEMORIAL | 

ALL SAINTS HOSPITAL AND EMS HOSPITAL 


THE case described here presents two main problems. 
First, it seems clear that the patient. developed a con- 
tracted bladder as a result of injection for hemorrhoids. 
The second problem relates to the most satisfactory 
treatment for contracted bladder.  . , 

l , CASE-HISTORY | X 
. A married man, aged 35, a surveyor by occupation, was 
found to be suffering from hemorrhoids and in February, 
1940, was given a submucous injection in the anal canal of 
5% phenol in almond oil. Immediately after thé injection he 
began to experience frequency of micturition, and this had 
persisted, becoming increasingly more severe until his admis- 
sion to this hospital in April, 194I. : 7 


é 


' 


In the meantime he had attended many hospitals for treat- 
ment for his frequency and said he had been variously in- 
formed that he had a hole in the bladder, that he had ulcers 
\of the bladder, and that he had tuberculosis. _He had had 
hematuria on several occasions and experienced severe pain 
in the suprapubic region throughout the act of micturition. 
He passed his water every 15 minutes during ‘the day and 
hourly at night. Intercourse was normal, and. no blood had 
been' seen in the, semen. Examination of the heart, lungs 
and abdomen revealed no abnormality, and rectal examina 
tion was normal. i T E i 
An attempt.to cystoscope him was extremely difficult since 
his bladder would hold at most 2 oz. of ‘fluid, even when he 
was under full spinal anesthesia, and the mucosa bled readily. 
However, the area on the anterior wall of the bladder sur- 
rounding the air-bubble could be plainly seen, and this was 
seen tg present & polypoidal non-ulcerated proliferation of 
the mucosa. The ureteric arifices could not be identified. 
A repeated search was made for the tubercle ‘bacillus in his 
urine, but none could be found. eee E 
In the course of his illness he had, become somewhat hypo- 
chondriacal, but a psychologist’s opinion was that few of the 
urinary symptoms ‘were not of organic origin, and that the 
hypochondriasis was no more than could be accounted for ' 
by the long illness and feeling of uncertainty.. 


Examination of his urine on several occasions showed many. 
pus cells, some red cejls,;on one occasion a moderate growth of 
Bacillus coli, and on other occasions a very scanty growth of 
diphtheroid bacillus. The blood-urea on admission was 
44 mg. per 100 c.cm. Culture of the urine on two occasions 


failed to grow the tubercle bacillus. ...__ 


a 


i 
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Intravenous pyelography was performed and reported on 
as follows: ‘‘ Right kidney larger than the left. Hydro- 
nephrosis of both kidneys, moderate of the left kidney and 
extreme of the right. The left ureter was uniformly dilated 
down to its entrance into the bladder, but there was no 
‘ visible cause of obstruction. The right kidney functions 
slowly. The ureter was not seen. There was a shadow 
below the right sacroiliac joint, but probably not in the 
ureter. This appears to be an inflammatory hydronephrosis, 
possibly tuberculosis.” 

In view of the cystoscopic findings, the history, the intra- 
' venous, pyelogram and the absence of pathogenic organisms! 
from the urine, a diagnosis of contracted bladder was made. 

Since the history was a relatively short one, it was decided 
to attempt to increase the capacity of the bladder, by employ- 


‘ing tidal irrigation as described by Longacre (1936). Hydraulic - 


pressures varying from 50 to 70 cm. of water were used and 
transmitted to the bladder wall through an indwelling catheter. 
Pain during this procedure was so intense that more or Jess 
continuous ‘ Penthothal’ narcosis was necessary. This 
naturally limited the applicability of the method ; and when, 
after about a week, it was found that his bladder capacity 
had if anything still further diminished, this method of 
treatment was abandoned. - ; 

He was emphatic in demanding that something be done 
to relieve his pain and misery, and was prepared to accept 
any operation whatever the risk. Accordingly it was decided 
to transplant his ureters into his bowel. 
| On May 13, 1941, both kidneys were exposed through 

incisions in the loin and bilateral nephrostomy performed, 
the nephrostomy tubes draining the middle calyces. There- 
after the renal pelves were irrigated thrice daily with normal 
saline. : ) | 

The nephrostomy tubes were retained in situ until June 24, 
when bilateral implantation of the ureters was performed. 
The approach was through a right-lower paramedian incision 
and the ureters were divided about 2 in. below the pelvic 
brim. The implantations were made into the sigmoid about 
2 in. above the pelvic rectal junction, the left ureter being 
implanted at a slightly higher level than the right. The 
Lower technique of implantation was performed. No 
ureteric catheters were employed. The pelvis and sites of 
anastomosis were dusted with’ sulphanilamide powder, and 
the abdomen closed without drainage. | ` 

The immediate postoperative course was characterised by 
intermittent pyrexia up to 102° F. which persisted for about 
10 days; thereafter the patient was apyrexial throughout. 
He was kept on an intravenous drip of sodium sulphate for 
4 days after the operation. 

On July 15 the urine draining from nephrostomy tubes was 
observed to be getting less and the tubes were removed. By 
Aug. 4 there was evidence of urine being passed per rectum, 
and by Aug. 18 both nephrostomies were firmly healed and 
quite dry. . 

The patient was discharged on Sept. 3 in the following 
condition : he was sleeping well, experienced no pain what- 


soever, had put on 8 Ib. in weight, was passing urine per. 


rectum 3-4 times a day, and felt very pleased with life. His 
blood-urea was 56 mg. per 100 c.cm. 

Since then he has attended the outpatient department 
regularly. Intravenous pyelogram in October, 1941, showed 
a good excretion from both sides: there was some hydro- 
nephrosis, more considerable on the right than the left, but this 
had diminished since intravenous pyelography in August. 
There was ballooning of the rectum, which was sufficiently 
dilated to form a reservoir for urine. The blood-urea was 
52 mg. per 100 c.cm. | 

Intravenous pyelograms takeri at 2-monthly intervals 
since then show little change in the appearance of the kidneys, 
and the most recent blood-urea shows a level of 62 mg. | 

DISCUSSION 

It is difficult, in view of the absence of any other cause, 
and of the chronological sequences, to avoid the con- 
clusion that the submucosal injection in the anal canal 
was responsible for the development of this patient’s 
bladder condition. The precise mechanism whereby 
' this could have resulted, is somewhat obscure, but we 
have both seen patients who have developed frequency, 
dysuria and sometimes even hematuria after injection 
of piles. In all cases these symptoms cleared up within 
a few days and led to no permanent trouble. 

It is possible that the injection could start a throm- 
botic process in the venous plexus surrounding the 
prostate and spread from this to the perivesical plexus. 


It is possible, too, that the lymphatics surrounding the 
-prostate and bladder neck could be involved in a chronic 
fibrotic lesion as a result of the injection, but the early 
occurrence of hematuria in at least one case within our 
experience is more suggestive of a primary - venous 
lesion. l 

Whether it is necessary, in order to produce bladder 
symptoms, for an injection in the anal canal to be 
wrongly placed we are not in a position to say, but we 
can state that in the cases in our experience in which 
such ån injection has been followed by bladder symptoms, 
the injections had been carefully placed and had been 
attended by the usual signs of satisfactory injection, 
such as blanching and lifting of the mucosa. We could 
find no reference in published work to the existence of 
a direct lymphatic or venous connexions between the 


‘anal canal on the one hand, and the bladder or prostate 


on the other. oe 

In reviewing reports on the pathology, «etiology and 
treatment of contracted bladder, we find that there is 
a lack of unanimity between the various authors on the 
subject. 

Longacre~(1936) regards contracted bladder not as 
‘being a disease entity, but as the end result of a chronic — 
diffuse cystitis, which may result from a variety of 
causes. Frontz (1921) regards contracted bladder as 
being synonymous with ‘‘elusive ulcer,” ‘* localised 
cystitis,” ‘‘ interstitial cystitis,’ ‘‘ panmural cystitis.” 
He regards the essential lesion as being a subnaucous 
fibrosis. Enge (1940) prefers the name ‘“ interstitial 
cystitis ° to that of ‘‘ elusive ulcer ” and stresses the 
much greater incidence of the disease in women than 
men. In a series of 70 cases which he reviewed, 63 were 
in women. Millin (1941) has recently described a case 
of contracted bladder in a male which was preceded by a 
long history of urethral stricture, vesical and prostatic 
stones and recurrent pyelitis. Engel in discussing the 
diagnosis, a ace the length of history, the frequency, 
nocturia, and hypogastric or perineal pain. The pain 
is made worse by jarring and relieved by voiding, but’ 
soon returns. Urinalysis is usually negative. Bimanual 
examination is exquisitely tender, and the bladder 
capacity . greatly reduced, overdistension producing 
bleeding. Hunner (1914) attributes the lesion to a 
previous tonsillitis or focal infection and believes that 
ureteral stricture which he found in half his patients is 
a factor. Fister (1938) has stressed the similarity 
between the etiology, symptomatology and pathology 
of submucous fibrosis and lupus erythematous. i 
All agree that treatment is long, risky and uncertain. 
Frontz advocates resection of the lesion when this is 
localised, but Kretschmer has discarded this method 
because recurrences are so cammon. - He has found both 
high voltage therapy and presacral neurectomy to be 
useless, while cystoscopic superficial fulguration used in 
conjunction with water distension he had found to be of 
temporary value. He has succeeded in curing 20% of 
105 cases by this method. Engel agrees that sympathec- 
tomy is useless, and attributes the beneficial results of 
light fulguration to the resultant surrounding hyper- 
æmia. Longacre advocates tidal irrigation of the bladder 
using pressures of 60-75 cm. of water with complete 
emptying of the bladder between periods of distension. 
He draws attention to the dangers of distension with 
high hydraulic pressures, because of the risk of rupture 

of the bladder and ureteral reflux. 
Kearns (1932) draws attention to the fact that females 
- cannot usually retain fluid injection into the bladder at 
high pressures, and has described a method of dilating 
the bladder by introducing a rubber balloon attached to 
a catheter and distending the balloon with water under 
pressure. | l 
-Engel considers that ureteric transplantation into the 
rectum is the treatment of choice in selected eases. 
With this view we are in agreement and consider that 
by employing the two-stage method as described above, 
the risks of the operation can be reduced considerably. 


SUMMARY 
A case of contracted bladder. following injection of 
hemorrhoids is described. Treatment was by. ureteric 
transplantation and the postoperative course was 
satisfactory. l 
b References at foot of opposite page: 
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__ THREE AND A HALF YEARS’ | 
TREATMENT WITH SULPHAPYRIDINE 
IN A CASE OF DERMATITIS HERPETIFORMIS © 


B. BARLING, MD LOND, MRCP 
PHYSICIAN AND ACTING MEDICAL SUPERINTENDENT, 
ST. MARY ABBOTS (LCC) HOSPITAL 


DURING the years that have elapsed since Domagk 
‘revealed his epoch-making discovery of the effect of 
‘ Prontosil rubrum’ on the Streptococcus hemolyticus much 
has been accomplished. 
been established for various members of the sulphonamide 
group, but also the duration of treatment. So many 
complications are to be expected from prolonging 
treatment beyond a week or so that this period is not as 
a rule exceeded. The best results are usually secured 


by giving a large loading dose and subsequently smaller. 


doses at 4-hourly intervals in order to maintain a definite 
level of the drug in the blood. : 

The good—one is tempted to add spectacular—results 
with sulphonamides are obtained usually in , acute 
infections, and in the main these drugs do little good in 
chronic conditions. For example, in acute gonorrhea 
sulphonamide therapy is a three-day wonder, whereas in 
chronic gonococcal arthritis little or no response ‘can be 
expected. 

The case reported here has two special points of 
interest: (1) sulphapyridine has been administered in 
such a manner as to break all the rules outlined above ; 
and (2) it has been used successfully for a chronic 


on dermatitis herpetiformis. 


CASE-RECORD 

A man of 40, a very healthy looking member of HM 
Forces, was referred to me in February, 1941, because his 
doctor was worried by the fact that he had ‘been taking 
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This course of treatment has. continued, with slight 
variations. He has had many changes of station and 
has found that on each move there is a flare-up of the 
skin condition which requires increased doses of.sulpha- 
pyridine to keep it under control; for about a fortnight 
he takes 3-0 g. every 48 hours, evenly spaced. The side- 
effects usually associated with sulphapyridine therapy, 
such as depression, nausea, vomiting and Joss of taste, 
have been conspicuously absent and he has shown no 
undue sensitiveness to sunlight. 

During the 3} years much anxiety has been felt by the 
many medical officers of his various units. Blood-counts 


have therefore been made at ‘intervals in the many parts | 


of the country in which he has been stationed. (For 


some of those in the table I would like to express my- 
thanks to the pathologists, unknown to me, who carried. 


out the work.) It will be seen that the hæmoglobin has 


been relatively unaffected, and the same applies to the 


red cells. The. leucocyte count, .however, has been 


3100. Just after this count the patient wrote :— 


“ The MO here frankly confesses that the case is beyond 
his powers to deal with and wants to turn me over.to higher 
authority for observation. If he does that, by reason of my 
previous record with medical boards, I shall most certainly 
be shot out of the Army as unfit which i is not at all my idea 
of things. ... It appears that I cannot on the face of things 
continue with M & B 693 without further lowering the 
leucocytes. 
formis flares up at once and renders me physically. incapable 
of a decent job of work, apart from my own discomfort.” - 


If I stop the M & B 693 the dermatitis herpeti- . 


_ disturbing, especially whet: it reached the low level of . 


At this juncture he was seen again; a further blood- | 


count was carried out by Dr. G. W. Goodhart and in 
consultation we agreed that although the leucocyte 
counts were relatively low and on some occasions 
absolutely low, there was no ‘immediate cause for 


BLOOD-COUNTS 
: aa — 
_ Counts | 17.11.40 | Feb. a 2.4.41- | 19.8.42 | 7.9.42 | 9.10.42 | 16.12. 12 26.1.43] 24.3.43 | 23.6.43 É 8.9.43 
Hæmoglobin% ... S3 uo | m6 | 100 90 | 398 104 iB 
E l (Haldane) ı (Haldane) 
: | 12°41 g¢./100 13° g./100 
Red cells. 4,410,000 ; 5,77 50, 2 | 5,230,0 000 | 5,590, 000 4,350,000 
Colour-index 0°94 09 | os 0°94 00°8 0°8 oss | 0°93 0°95. | 09 
Leucocytes .: 7000 7500 8000 3100 5600 | 4700 4800 | 4400 | 8000 4600 | 6800 
, a i - l 
Polymorphs.— j | 2% 3 | | 
Neutrophil ..' 70% 68% | 67% 68 % 64% ( 64% 70% 796% 64% | -575% 
Eosinophil = +. 1%, A oe Doep 3% 1% 2% / 083% | 1% | 8% 
Basophil .. 3% | 15s 1% 2% E 1% | 08% | 1% | 05% 
Lymphocytes 26% © 22% 25% | 29% | 29% | 33°5 21% | 148% 30% 29°5 % 
cS | Be 
Large mononuclears | So 7% 4% | 2% 2% | 1°35 % 6% | 4% 4% |; £5% 


sulphapyridine for 18 months. He had suffered from 
dermatitis herpetiformis for many years.. To quote his 
own words :— 


“I have in the years prior to the war‘had all the stock 
remedies such as arsenic, 10 c.cm. of own blood, autogenous 


‘vaccines, colloidal calcium, prontosil album, and, I am. 


tempted to say, old Uncle Tom Cobley and all, most of which 
have had beneficial results for a limited period. iy 


‘He was first given ‘sulphapyridine i in October, 1939, for 
acute tonsillitis, and noticed great improvement in the 
skin condition, with eventual freedom from itching and 
vesicles. This was after a course of 2: 0 grammes a day 
or 4 days, followed by 1-5, 1:0 and 0:5 g. in the next 

days. 
antler which it broke œut agains He then kept it under 
control by taking small doses whenever necessary and 
finally settled down to taking 1:0 g. every 48-96 hours. 
If the skin burns or feels scratchy, the drug gives relief, 
he says, in 2-3 hours. 
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He was free from dermatitis’ for 3—4 weeks, | 


anxiety; for in the 35 months during which sulpha- 
pyridine had been taken regularly there was no evidence 
of granulopenia. The white counts since then have gone 
up and down, but the PO haan aS ie percentages have 
remained high. An estimation of blood sulphonamide on 
Jan. 23, 1943, showed it as 0-6 mg. per 100 c.cm. (total 
sulphonamide, including acetyl sulphonamide, 0-8 mg. per 
100 c.cm.). The patient now (July, 1943) reports :— 

“ In actual fact I am very well indeed and feel that there 
is a definite falling off of the condition. .. . I am so free at the 
moment that for the first time for years I have been able to 
bathe, which, as I am on'`leave in S. Devon just now in 
glorious weather, is a very good thing.” ; 


, SUMMARY AND WARNING 


\ 


A case of dermatitis herpetiformis is reported which 


has been treated with regular doses of sulphapyridine for 
nearly 4 years. 
Blood-counts have repeatedly shown leucopenia but 


‘never granulopenia. 


‘The patient has displayed none of the various mani- 
festations attributable to the direct. toxic action of the 
drug, nor any of the sensitisation phenomena. 

This case is recorded because it is unique from the point 
of view of sulphonamide therapy. : Nevertheless it is 
recorded with some reluctance, because it would be 
regrettable if the success of this ’patient’s treatment led 
others to carry out a similar therapeutic programme 
without the cart SEENI of frequent blood-counts. 
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Reviews of Books 


O JAMES BARRETT BROWN, MD, lieut.-colonel, USAMC'}; 

senior consultant in, plastic and maxillofacial injuries 

and burns, ETO, USA; associate professor of surgery, 

Washington University, St. Louis, Missouri; FRANK 

McDowELL, MD, assistant in clinical surgery in the 
~. university. (Lippincott. Pp. 204. 30s.) 


. THIS monograph i is timely and both authors have had 


. extensive éxperience of the treatment of burns in the 


N 


American civilian population. They point out that the- 
problem begins’ at the time of burning and ‘continues 
until ‘the patient finally resumes his place in society. 

Too often the emphasis is entirely on the saving of. 
life, and too little attention is given to eventual. func- 
tion: ‘They insist on open surgical drainage and the 


. treatment of burns as surgical wounds ; coagulants are 


not advocated. A. good description is given of all 
standard methods for primary skin replacement together 
with plastic surgical procedures used in' the late compli- 
cations of contractures and deformities. Colonel Barrett 


_ Brown, who has served in,this country during the war as 


consultant-in maxillofacial and plastic surgery to the 
American Army, evaluates contemporary treatment of 
burns and adds his personal observations and criticisms. 
One would have liked to hear his views on encircling 
mana of the hands. The book can be warmly recom- 
mende 


Fractures and Joint Injuries 


(3rd ed.) R. WATSON-JONES, MCH ORTH LPOQOL, FRCS. 
(Livingstone. Pp. 960. 75s. for 2 vols.) 


WAR experience has brought many changes and addi- 
tions to this great work on fractures and injuries, but 
the new edition, graced by coloured photographs, main- 
tains the distinction of its predecessors.. The gėneral 
principles of fracture treatment, so many of which have 
been established by the author, now jnclude much new 
material on avascular necrosis and vascular complications 


` of injury. Now more ‘than ever, these initial chapters 


form a clear and logical, foundation for the detailed 
methods of treatment described in the remainder of the 
book.: Mr. Watson-Jones has recently shown the ill 
effects of distraction, and new. methods are described 
replacing those liable to cause it. Complications 


of avascular necrosis are considered in relation to carpal 


and ‘tarsal fractures ag well as. femoral neck fractures, 
and clearly defined lines of treatment for injuries of 
these bones replace former more empirical treatment. 
Recent survey of results in a large series of cases has 
caused him to distinguish compression and comminuted 
types of vertebral fractures, and to describe appropriate 
treatment for each.. Bad late results in cases treated 
by astragalectomy have impressed him, and:,this opera- 
tion is no longer advocated.. These changes show a 
vitality and flexibility which stimulate and challenge 
the reader, The sections on war injuries and: wounds 
of bones and. joints explain exactly what is meant ,by 
wound excision or wound drainage, and there are useful 
chapters on the social: implication of injuries, and on 
their treatment in. organised cenfres, 


Therapy of the Neuroses and Psychoses 


(2nd ed.) SAMUEL. HENRY SPANNER: 
(Kimpton. Pp.567. 27s. 6d.) 


IN this second edition, chapters iak been waded: on 
organic psychoses, neuropsychiatric states. in war-time, 
and the unhappily named shock therapies. The chapter 
on psycho-analysis in the first edition has been deleted. 
The title of the book is still rather misleading :. it might 
more properly be called a textbook of psychiatry, with. 

special emphasis on, treatment. .The present title may 
however be one way of ensuring that those who think 


MD TUNINOIŞ: 


the therapy of. mental illness can be learnt without | 


regard to etiology, diagnosis and pathology, discover 
their mistake early. Its enthusiasm and directness of 
style make the, book’ a. ‘satisfactory compendium, , un- 
troubled by doubts and. qualifying after-thoughts. It 
will be profitable reading for all medical students and 
practitioners, including. peyehiauritss who are. more 
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- concerned about doing something that may help their 


patients than about making sure that what they do is 
at all points proof against critical examination. 


TEXTBOOK OF PATHOLOGY (4th ed. Heinemann, 1943). 
—In a review, published in our issue of March 18 
(p. 374), we regret the inadvertent omission of two names 
which appeared as collaborators on the title-page of the 
book. These were A. MURRAY DRENNAN, MD EDIN.. 


FRCPE, professor of pathology in the University `of 
Edinburgh, and JOHN O. OLIVER, MB LOND., major 
RAMC, lecturer on pathology and morbid anatomy and 


assistant pathologist at St. Thomas’s Hospital. London. 


New 


INSTRUMENT FOR TIGHTENING KNOTS 
STEEL WIRE 


THERE are innumerable opportunities in bone surgery 
to utilise the unique qualities of stainless ‘steel. wire— 
flexibility, toughness and tensile strength. If full . 

i advantage is to be taken of these 
Fa qualities the heavier grades of 
Wty a 


Inventions 


IN 


wire must be used. I have found 
wire of no. 20 gauge the most 
useful, with an occasional change 
to no. 18 where additional strength 
is desired. The finer sizes should 
only be used on small bones 
where little strength is n 
Owing to the flexibility of stainless 
‘steel wire, which is one of its. 
merits, it must be tied rather than 
. twisted. Twisted ends become 
loose if stress is placed on them. 
Moreover, the long spike of twisted 
wire impales itself in adjacent 
soft tissue ; if this moves, as does 
muscle for example, the projecting 
wire is uncomfortable and may 
ultimately have to be removed. 

It is not much more difficult 
to tie a knot in the finer gauges 
of stainless steel wire than in 
silk or catgut. But tying a knot 
in the gauge 20 or 18 wire requires 
the aid of some-form of instru- 
ment. Such 'an instrument has 
been developed by a long series of ` 

trials. My thanks are due to 
Messrs. Down Bros., Ltd., for 
applying the fundamental prin- 
ciples which I felt must be in- 
corporated in such an instrument 
(see figure). Its overall length is 
12 in., but models are in future to 
be made some 2 in. shorter. 

The instrument is used as follows. When the wire has 
been passed through the bone its free ends are laid across 
one another and the first throw of a square knot is 
tied. by the assistant with forceps. The slotted. jaws 
of the instrument are then.laid on the free ends close to 
the knot. As the handles are squeezed the jaws first 
grasp the wire firmly and then draw the knot tight. If 
necessary this knot is held with a needle-holder to pre- 
vent it slipping while the second throw of. the square 
knot is formed by the assistant. This in turn is tightened 
with the instrument, the needle-holder being released 
from the first knot as the second jightens down on ‘it. 
The free ends of the wire are then disposed of by bending 
them sharply backwards and. forwards until they break - 
off.. This is more satisfactory than cutting them off 


Aee- 
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The instrument tightening 
. the second throw of a 
square knot. f 


` since the ends break off so close that no end projects to 


catch in soft tissues. 

I have found the instrument of great. value in such | 
procedures as the following: fastening to the spinous 
processes of the vertebre the tibial bone-graft used in 
spinal bone-grafting ; fastening together the fragments 
in fractures of the patella and olecranon ;' suturing com- 
minuted fractures of. the supriicondylar, region of the 


humerus. R. I. HARRIS; ` 
~ Lieut.-Colonel RoAMO. . 
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PSYCHIATRIC CASUALTIES IN BATTLE 

On the field of battle casualties of the mind occur 
without regard to race, unit orrank. Some men break 
down early by reason of an inability to adjust to the 
sights and sounds of the field ; others break only after 
body and mind have been exhausted by days or weeks 
of continuous fighting. The effects of long campaigns 
are cumulative and breakdown is more frequent, even 
in experienced troops, when officers and men are 
required to fight, it may be in strange countries ‘and 
climates, over lengthy periods without ‘Tespite. 
Moreover, the mental health of a fighting unit, what- 
ever its size, is not to be gauged solely by the number 
of psychiatric cases ; it may be reflected in an increase 
of delinquency or of sickness-rates in which venereal 
diseases may be prominent. 

During the present war the proportion of psychia- 
tric breakdown to total battle casualties has varied 
widely. Experience suggests that the human 
material of which a fighting force is composed requires 
careful sifting in order to eliminate men with certain 
personality or hereditary defects at intake or during 
the early days of training. Thus, men with a past 
history of psychotic or neurotic breakdown, or with 
psychopathic traits clearly expressed in delinquency, 
crime or misdemeanour, men whose innate intellectual 
capacity is limited, especially if accompanied by emo- 
tional instability, seldom make good soldiers. Our 
forefathers may have had reason to believe that a 
mixture of hospital pensioners and criminals would 


do nicely for the Army’s adventures abroad. But 


modern war is carried out at such speed and with such 
complex and numerous weapons that soldiering has 
become a highly skilled and technical profession. 


. The soldier must have the intellectual endowment 


required to learn the niceties of his profession, and he 
must not show the red lights which indicate psychia- 
tric dangers ahead. ‘‘ The battlefield,” as a hardly 
pressed N CO remarked when he saw his reinforce- 
ments, ‘“‘ is no place for experiments in euthanasia.” 


After selection comes training. The hastily trained 


soldier who finds himself in action after an insufficient 


. grounding in his craft is already half way to break- 


: 


' and mental demands of battle. 


down because he is unfitted to meet the physical 
Bewilderment follows 


_ With an emotional tension in which fear or panic is 
- already not far away. If the soldier is to do himself 


i 


g 


justice in battle he must know that his equipment 
and weapons are better than, or at least equal to, 
: those of his enemy. Most vital of all, the air above the 
field of battle must be secured for the soldier on the 
ground. It was not without reason that men who 
cracked in the desert fighting of Libya were often 
called “bomb happy” by their comrades.. The 


nerves of the soldier are also profoundly affected by 


his beliefs concerning his home behind him. If that 
is stable, firm in economic security and the cement of 
affection and trust, the soldier will be free from the 
worst,and most w earing of his fears when serving 
overseas. His worries are not always based on fact 
or on reason, but they have often been inflamed by 
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‘irregular.and long delayed news from home brought 
by his last remaining link—his mail. Whatever hard- 


ships and disappointments our fighting men are called 


on to endure, the regular arrival of mail will be the 


most effective bulwark against the insidious infiltra- - 


tion of. deep-seated anxieties about home, which | 
however unreasonable are more disturbing than the 
sights and sounds of battle. o 


If these factors are important for the soldier’s 
mental. health they apply with even greater force to 
his officer. Officer selection therefore deserves the 
greatest care and the most precise research into 
accurate and adequate methods of testing and assess- 
ment. The relationship between an officer and his 
men is the immediate key to conduct in battle. Ifthe | 
leader passes on his intentions and the plans by which - 
he intends to carry them out, if each man believes in 
his leader and his cause, if physical and mental fitness 
together with technical skill have been brought to a 
high level, and if the many factors sketched above 
have been given the earnest and skilful attention they 
deserve, then the incidence of mental breakdown 
among troops in action will be low. Yet it would be 
too much to expect that breakdown will be entirely 
absent, for even a mechanised army is ultimately 
composed of human material. How many psychiatric 
casualties there will be will depend largely on the 
severity of the stresses of battle and the local condi- 
tions in which they. are fought. 
incidence of breakdown tends to rise during lengthy 


stationary engagements in which resistance is hard to 


overcome, especially if they are fought in adverse 
climatic conditions. Exhaustion was a major causa- 
tive factor of breakdown during some of the heavy 
armoured clashes that took place in the heat and dust 
of the Western Desert, or in the infantry trials in the 
cold and wet during the crossing of the Sangro river. 
Lack of sleep cannot be endured indefinitely without 
some loss of mental clarity, a fact staff officers must 
constantly bear in mind. Operations must and do con- 
tinue in spite of illness such as malaria or dysentery, 
in spite of heat or cold, snow or rain, insects or 
dust. And the price must be paid in wounds and 
physical and mental sickness. 

What can the doctor do for a shaken, exhausted and 
perhaps hysterical soldier who has, as he himself puts 
it, “ lost grip of himself ” for the time being ? It isa 
sad reflection on medical education to find that the 
combatant officer often has a better understanding of 
such cases and may be more effective.in their handling _ 
than many medical men. For early treatment re- 
quires no complicated technique and no lengthy 
training. DILLON in the 1914-18 war may be re- 
garded. as the founder of early psychiatric treatment 
by the method of sedation, rest, occupation and return 
to duty, carried out in a hospital centre close to the 
lines of trenches occupied by the Third Army. In this 
war the methods of early treatment owe much to SAR- 
GANT, MACDONALD, PALMER, KENTON and WISHART, 
among others, while the treatment of air pilots and crews 
on their stations by Swank has produced impressive 
results. The keynote of all methods is sedation and a 
skilfully erected atmosphere of reassurance to which ` 
all: members of the therapeutic team—doctors, 
chaplains, sisters, and orderlies—must contribute. 
Karly treatment should begin (and in some instances 
end) with the unit medical officer. When he feels that 


For example, the | 


s 
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evacuation is necessary he should give any suitable 
sedative he has in-his pannier and label the casualty 


:“ Exhaustion.” As soon as possible on the line of 


evacuation expert treatment centres: should be 


E organised. On admission the soldier will present a 


_ motley array of symptoms, from tremors, sweating, 


apprehension and the ° 


‘ce 


startle ’’ reflex to confusion, 
stupor, mutism or paresis. At first too much atten- 
tion should not be given to the symptomatology. 
The men are healthy and of fine morale, their disabili- 
ties are comparatively light and prompt treatment 
will therefore be remarkably successful. The casualty 


should be welcomed, his kit carefully labelled.and a 


prudent search made for undesirable souvenirs such 
as enemy grenades, trifles of which Tommy is an 
inveterate collector. He should be given fluid food 
such as soup, sweetened tea, or cool drinks if the 
weather is hot. If his garments are wet or muddy he 
must be provided with dry warm things, and his 
clothes should be dried, brushed and mended during 
his treatment, for smart turnout is essential to the 
soldier’s self-respect. After reception the doctor will 
wisely see the soldier and reassure him, he will make 
sure that any urgent welfare problems such as a 
postcard home or an inquiry concerning a sick relative 
are attended to, and listen to the man’s own account 
of his condition if that can be given coherently. In 
any case the soldier should be encouraged to talk. 


_ The therapist must make the soldier feel that he is 


ao 


‘is left to sleep as undisturbed as possible. 


“ understood,” and that his cure and return to duty 
are a matter of course. Patience and interest. are 
necessary because this first interview is of great im- 
portance. The soldier must believe that he is getting 
a ‘‘ square deal,” and any anxieties he may have about 
becoming insane or being regarded as a coward or 
malingerer must be confidently and firmly allayed. 


He is then given a laxative—an important, nursing 


detail often overlooked—and an adequate sedative and 
When he 
wakes a generous meal should be given and the process 
of sedation repeated so that 48 hours or more are 
passed in sound slumber. On waking from the narcotic 
period many if not all of the symptoms will have 
disappeared. What remain must be tackled forth- 
with. Amnesias or “ blackouts ” are removed by the 
now familiar method of ‘* hypnonarcosis ” or ‘‘ narco- 
synthesis,” by which the therapist injects a barbitur- 
ate, such as “Amytal’ or ‘ Pentothal sodium,’ 
intravenously while the patient is encouraged to talk 
and revive his period of amnesia. ‘If abreaction is 
well marked and accompanied by much emotional 
excitement the patient should again be narcotised 


-and given further sleep. Other hysterical symptoms 


should be removed before the soldier is allowed up, 
and it may be useful to remember that wide use has 
been made of narcosynthesis in the removal of 
hysterical symptoms in the Middle East and North 
Africa. Hidden anxiety is often released, abreaction 
takes place and the somatic manifestations disappear. 

The next stage sees the soldier out of bed,and the duty 
of the therapist i is to see that he is occupied, interested, 

and his mind diverted so that after 6-10 days he can 


. be sent to a camp or depot as a further stage on his 


way back to his unit, which must be thought ‘of as the 
fighting man’s home until the end of the war. 

All this may be difficult—psychoses, all neurological 
cases, mental defectives and severe hysterical and 
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anxiety states will admittedly require further assess 
ment and a different disposal and treatment. Bu 
our fighting men possess a high courage and an eager 
faith in themselves which results in a power of recovery 
after an attack of “‘ battle nerves that will bea 
revelation to clinicians without experience of the nev 
Army in battle.. The key to success in rapid treat- 
ment is careful organisation and the determination 
to see that the morale of the therapeutic team is no 
whit behind that of its patients. 


H/EMORRHAGE IN THE NEWBORN 


SERIOUS bleeding in the newborn may arise under 
two conditions—first, when there is such severe 
vascular injury that normal coagulation processes are 
unable to stop the hemorrhage, as in birth injuries 
and asphyxia ; secondly, when the vascular damage 
is slight but there is some defect in the coa: culation 
process. The amount of trauma in the sec -ond group 
of cases is so slight that the bleeding appears to be 
“ spontaneous ”’; this degree of damage is probably 
present in every labour, since it seems that red blood- 
cells can always be found in the stools of a newbom 
child. It is to this group that the name haemorrhagic 
disease of the newborn has been applied. Of the 
factors necessary for normal clotting—throm bokinase, 
prothrombin, fibrinogen and calcium—prothrombin is 
known to be diminished during the first few days of 
life, and in most infants suffering from hemorrhagic 
disease this physiological hypoprothrothbinzemia is 
exaggerated. In other instances of the disease there is 
a congenital fibrinogenopenia, and occasionally a 
deficiency in thrombokinase due to a qualitative 
rather than quantitative deficiency of platelets? ; more- 
over, a deficiency of one of these factors. may be com- 
pensated by an eXcess of the other—thus an excess of 
fibrinogen may mask a moderate prothrombin defici- 
ency.? Hypocaleemia can be disregarded as an 
ætiological factor in hemorrhagic disease. 

The normal physiological hypoprothrombinzemia 
occurs during the first week of life and particularly 
from the 2nd to the 5th day ; this is the period in 
which hemorrhagic disease is most likely to show it- 
self, which is said to be why circumcision was delayed 
under the Mosaic Law until the 8th day. The fall in 
prothrombin is greater and lasts longer in the pre- 
mature than in the full-term newborn baby. The 
prothrombin level will return rapidly to normal if 
vitamin K is given either to the newborn infant or to 
the mother at the beginning of labour. Vitamin K 
is not stored in the body, so that at birth the baby 
possesses little or none, and the gradual return to 
normal prothrombin values after the Sth day is sup- 
posed to be due to bacterial synthesis of the vitamin 
in the intestine ; indeed, SALOMONSEN and NYGAARD ! 
have shown that hypoprothrombinemia can be almost 
completely prevented if small quantities of cow’s 
milk or breast milk are given to newborn children to 
form “a nourishing substratum for those microbes 
which very rapidly enter per os and per anum.” 
SALOMONSEN has also shown that. physiological 
hypoprothrombinemia is more marked in the winter 
and spring than in the summer and autumn. The 
incidence of hemorrhagic disease is given by different 


1. Allibone, E. C. and Baar, H. S. Arch. Dis. Childh. 1943, 18, 146. 
2. Baar, H. S. Lancet, 1941, ii, 775. 

3. Baar, H. S. Wien. klin. Wschr. 1934, 47, 1039. 

4. Salomonsen, L. Acta Pad. 1941, 28, 1; Salomonsen, L. and 


Nygaard, K. K. Ibid, 1939, 27, 209. 
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‘authorities as from 1 in 200 to 1 in 500 births, and © 


‘although its manifestations may be slight. they may be 
‘severe and even fatal—thus in 61 cases described by 
‘Capon® there were 5 deaths.. In this series the 
‘symptoms in order of frequency were: melena ; 
‘melena and hematemesis; melzna, hematemesis 
‘and palatal bleeding ; umbilical bleeding. ; hematuria, 
‘epistaxis and bleeding from the umbilicus : bleeding 
‘from the umbilicus, vagina and mouth. | Treatment 
by early blood-transfusion is almost always successful. 


_ Three questions naturally arise from these observa- 
Can hemorrhages in the newborn be prevented __ 
by giving vitamin: K to the mother before delivery 


tions. 


or to the newborn baby? Does vitamin K offer 
‘advantages over blood-transfusion in the treatment 
‘of hemorrhagic disease of the newborn? What 
‘variety and dose of vitamin K should be used ? 
‘SanFoRD and „his colleagues, in a study of 1693 


‘newborn babies, found that although the administra- | 
tion of vitamin K to the baby or the mother before its - 


birth raised the prothrombin level it did not affect 
the frequency of hemorrhagic manifestations. Con- 
sidering the incidence of hemorrhagic disease it is 
‘doubtful whether this series is sufficiently large to 
justify any conclusion; such a criticism, however, 
cannot be brought against the series reported by 
_Lenmann in the present issue. LEHMANN, who 


: incidentally confirmed SALOMONSEN’S observation on . 


the seasonal variations of hypoprothrombinemia, 
gave a vitamin-K analogue to 13,250 babies and com- 
pared the results with those obtained i in 17,740 babies 


who did not receive the vitamin. This investigation, 


is open to criticism on three other grounds—first, it 
only deals with actual deaths from bleeding and not 
with the incidence of hemorrhagic manifestations ; 


secondly, although all premature and: stillbirths were - 


excluded the effect of obstetric factors, such as instru- 
mental labour, was not investigated ; thirdly, it 
included all forms of bleeding except ‘ ‘diffuse punc- 
tate asphyxial bleeding in the pleural or pericardial 
sac.” Practically all British and many American 
pediatricians exclude traumatic and asphyxial bleed- 
ing from the conception of hemorrhagic. disease, 
which in their view only occurs when coagulation is at 
fault, though they admit that the extent and duration 
of such bleeding may be increased if the baby suffers 
from hemorrhagic disease. LEHMANN found that the 
deaths in the first 24 hours were almost identical in the 
control and the vitamin series, and concluded that 
these were largely the result of trauma, a conclusion 
that no-one would dispute. In the deaths between 
_ the 2nd and 8th day there was a considerable differ- 
ence between the control and vitamin series—34 in the 
former and 6 in the latter—but if deaths from visceral 


‘and intracranial hemorrhages were excluded the , 


numbers were reduced to 4 in the control and 1 in the 
vitamin series. In other words, if the usual ‘concep- 
tion of hemorrhagic disease of the newborn be adopted, 

there is no s atistically significant evidence in this 
investigation that vitamin K prevents ‘death from the 
disease. LEHMANN evidently anticipates this: critic- 
ism, because he writes : *‘ All types of bleeding were 
‘reduced or absent in the vitamin period, so it must be 
concluded that all these types of bleeding—especially 


the intracranial ones—should be included in the 


e Capon, N. B, Lancet, 1937, i, 431. EE a 
6. Sanford, H.'N. -» Shm igelsky T and Chapfn, J .M. J. Amer. med 
Ass, 1942, 118, TIN -o i ; aW i 
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under the name acetomenaphthone. 
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diagnosis ” of.hæmorrhagic disease of the newborn.: 
Unless he can produce more satisfying figures from’ 
children who recovered it must be reluctantly. con- 
cluded that his results do not show conclusive evidence — 
of the prophylactic value of vitamin K ; nevertheless, 

there is a growing weight of opinion that vitamin K 
should be used prophylactically in this way, especially 
for „premature children. According to PONCHER, ` 
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. it is also advisable to use it for babies where mothers 


suffered from toxemia of pregnancy.; for those babies 
who have been subjected to severe trauma and 
asphyxia ; for those who have had a hemorrhage of 
any kind ; and for those who have to be operated on 
during the first week of life—a list which supports 
the view that it should be given to every newborn 
babe.. In the treatment of hemorrhagic disease early 
blood-transfusion possesses advantages ` over vitamin 
K, since it is also of value in the rarer cases of hzeemor- 
rhage due to causes other than prothrombin deficiency. 
Blood should always bé transfused even if the vitamin 
is given, and the blood should be fresh since there 
is.some evidence that it ‘loses its efficiency for this 
‘purpose when stored. | 

The choice of vitamin preparation i is still ‘ictonmiied | 


by availability, Pure vitamin K. was isolated from 


alfalfa by Dam, Karger and their. colleagues! in 
1939. In the same year, Doisy and his associates ® 
isolated two forms of vitamin K, one from putrefying 
alfalfa, which they called K,, and another, K,, from. 
putrefying fish-meal. Shortly afterwards they and 
other investigators described the structure of K, as 

2-methyl1-3-phytyl-1 : 4-naphthoquinone and of K, as 
2:3 difarnesyl-l : 4-naphthoquinone, and also syn- 
thesised K,. Phthiocol, a pigment isolated ‘from 
tubercle bacilli, which has the structure 2-methyl-3- 
hydroxyl-1 : 4- naphthoquinone, also has an anti- 
hemorrhagic action and is known as K,. Other- 
substituted naphthoquinones have been synthesised 
and found to have vitamin-K properties ; of these 2- 
methyl-1 : 4-naphthoquinone and‘ 2-methyl-4-amino- 


. naphthol hydrochloride, which have been labelled K, 


and K,, have an antihemorrhagic action considerably 

greater than either of the two natural vitamins (K; 
and K,). K, is fat-soluble and administered intra- 
muscularly ; “it has been used considerably in this 
country, and is official in the BP under the name 
menaphthone (menadione inthe USA). A derivative, 
l : 4-diacetoxy- 2-methylnaphthalene, dissolved in 
olive oil, is available for oral use and is also official 
‘The simultane- 
ous administration of bile-salts (sometimes recom-, 
mended in vitamin-K therapy) is unnecessary. with 
these compounds when there is no biliary or intestinal 
obstruction. Vitamin K, can be rendered water- 
soluble by combining it ‘with sodium’ bisulphite or 
sodium sulphate and can then be given intravenously ; 


the latter preparation was the vitamin-K analogue. . 


used by LEHMANN, but he prefers to give it by mouth 
to ensure that -all of it passes through the liver. 
Neither this preparation ; nor vitamin K,, which is also | 
water-soluble, is available in this country. The, 
"recommended doses of the. official compounds ` are : 

for the mother 25 mg. of menaphthone or 50 mg. of 


7. Poncher, H. G. Advances in Peediatrics, London, 1942, vol. 1, 


8. Dam, H., Geiger, A., Glavind, J., Karrer, P. Karrer, W. Roths- 
child, È. and Salomon, H. Hely. chim. Acta, 1939, 22, 310. ,- 

9. Binkley, S. B., MacCorquodale, D. W., Thayer, S, A. and Doisy, 
"E. Av J. Amer. chem. Soc. 1939, se 1295. 
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acetomenaphthone at the beginning of labour ; for 
the baby 5 mg. of menaphthone as soon as possible 
after birth. | | 

~ : To sum up, it is probably advisable to.give menaph- 
thone either to every mother at or just before the 
beginning of labour or to every newborn child as a 
prophylactic against hemorrhagic disease. If in spite 


‘of this prophylaxis, or because of its omission, hemor- 
rhagic .disease develops, it should be treated by - 


immediate.transfusion with fresh blood. a 


THE WHITE PAPER REVIEWED 


In a series of articles concluded in our Reconstruc- 
tion column this week the white-paper has been 
reviewed. from.a dozen different angles. The various 
reviewers have found excellent reasons for expressing 
dismay, joy, and intermediate emotions. Most 
members of the profession have long been keen that 
the full benefits of medicine should be put at the 
disposal of every man, woman and_child without 
pecuniary obstacle: in this sense almost all are dis- 
posed to welcome a comprehensive medical service. 
Most of us recognise that such a ‘service cannot be 
created unless the limited medical resources of the 
country are used economically, and that this means 
organisation: if the public are to be. guaranteed 
medical care at all times and places, without payment, 
somebody must arrange for doctors to provide it and 
somebody must pay those doctors. So much is 
obvious. : But it is equally clear that the profession 
would have preferred that the arrangement and pay- 
ment should not be in the hands of the local authorities- 


` and the Ministry of Health, whose sense of medical 


values it mistrusts. Unfortunately, by resisting 
increases of the NHI capitation fee the ministry has 
for many years illustrated the power of the Treasury 
over participants In a state service, while the only kind 
of economy known to some of the Iocal authorities has 
been false economy. | 

. The Government insist, on constitutional grounds, 
that final responsibility for a comprehensive medical 
service must be placed on elected representatives 
of the people and not on any professional corpora- 
tion or on nominated boards. Several of our reviewers 
—and no doubt many of our readers—are discontented 
with this decision, and urge that the joint authority 
or other body responsible for the service in each area 
should contain medical and other experts, either as 
full members or.as coépted members without votes. 
Though sympathising with their desire, we doubt 
whether this proposal is as sound as it seems. Coöp- 
tion of experts on subcommittees may well be useful, 
hut we think the profession would be ill-advised to 
rely for its representation on the presence of its momi- 
nees on any council where they would necessarily be in 
a small minority. The expert is most effective when 
he is content to act as an expert, not as an amateur 
politician, and if we have to choose between the 
shadow of executive power and the substance of 
advisory power we shall do well to choose the latter. 


Working through a health services advisory council. 


in each area, doctors and other experienced persons 
could, we believe, not only ensure good planning and, 
management of medical services, but also do much in 
course of time to promote the general health. Of 
our reviewers, the strongest critic of the white-paper 
said with some reason that National Health Service 


is a misnomer for what is merely a medical-service : 
the citizen is invited to believe that health is to be | 


sought not in the fields, the workshop and the home, 


but on the benches of the polyclinic.”” To this the 


Government might reply that the title represents an 
aspiration rather than an immediate fact, and that the 
help of doctors at all points is needed to realise it. 


The advisory councils of the areas could in time / 


exercise great influence on their communities. 


Besides offering ‘‘ devices to secure that the guid- 


ance of the expert is available and does not go 


unheeded,” the Government have tried to remove 


medical objections to the service by inventing a 
Central Medical Board, consisting mostly of doctors, 
which shall employ general practitioners on’ behalf 
of the Minister of Health. Partly because its func- 
tions have not been fully understood, this board has 
evoked much opposition from practitioners—which is 


balanced, however, by a growing demand from 
‘consultants to be employed by it instead of directly by 


hospitals. As we have already said, doctors in a 
National Health Service must be employed and paid 
by somebody, and by undertaking this duty the board 
would make ‘them more independent of the local 
authorities. The proposed powers by which the 
board would equalise the distribution of doctors seem 


- to us unexceptionable ; but A Suburban Practitioner 
-(March 18) drew attention to an important flaw in the 


arrangements for compensation. This, he says, 

‘is offered for only two categories of practice—that 
of the doctor who gives up separate practice and comes 
into the health centre, and that of the doctor who 
retires, or'dies, and whose practice is declared redundant 
by the Central Medical Board, because enough doctors 
still remain in the area to satisfy the needs of that. 
area. It is tacitly assumed that all other practices will 
still be saleable, as they are at present, when a doctor 
vacates them. ... Now, when the state is to offer to the 
young man both practice and premises without imposing 
on him any capital indebtedness, the older doctor will 
have difficulty in finding any purchaser. And if he does. 
it is unlikely that he will realise anything more than a 
fraction of their former value for his assets. So he, too, 
if he can, must seek economic shelter in the health centre, 
for by so doing he ean offer his practice for sale to the best 
buyer—the state.” >- 


Our reviewer rightly regards this form of ‘‘ economic 
sanctions ” as an undesirable means. of bringing 
doctors into the new service, and we agree with him 
that it would be far better for the Government to 
offer compensation for all practices at their full value, 


. and thenceforth abolish their sale and purchase. The 


service must start fair, and afterwards, as A Country 
Doctor said : | 


“ For the doctor it must provide for a decent profes- 
sional standard of life without money worries ; it must 
be sufficiently attractive to a good number of young men 
and women, yet not sufficiently opulent to compete with 
business’ for those after ‘ big money.’ And the choice 
between general practice, consultant work, preventive 
services and administration should be freed from financial 
considerations. As a man grows older and has more 
responsibilities, he needs a larger income and medicine 
should offer him the hope of this if he works well.” 


We must assume that the Government understands 
that proper payment is one of the conditions necessary 
for maintaining a first-class service, which will attract 
the most suitable entrants. Whether such payment is 
possible on the financial estimates given in the white- 
paper is another question. i 
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By selecting unfavourable passages from the twelve 


reviews the reader may picture a service in which the © 


responsible practitioner is replaced by underpaid 
doctors working in uniformity at “utility ° centres 
without hope of advancement save by seniority or 
graft. This is what many of our colleagues actually 
expect ; and the danger must be squarely faced in 


| order that it shall be averted. But in its inevitable 


conflict with bureaucracy the medical profession has 
the advantage of an independent outlook based on the 
long and special education of every member. When 
only a minority of doctors entered public employment 
their position was weak ; but if the majority should 
now decide to make their careers in a National Health 
Service, and are enabled to express their views fully 


and continuously, they need no longer submit to 


standards they regard as low. A Clinical Teacher 
stated the basic issue when he wrote : 

‘‘ If we can produce the doctors with the right outlook 
and the right training, the success of the service is a 
foregone conclusion. The birth pangs may be severe : 
efficient compromise may be attained only with difficulty ; 
but the final result will be satisfactory.”’ 

In its rather negative attribute towards the Govern- 
ment’s proposals the profession today does not seem 
to be aware of its own strength—for construction as 
well as obstruction. To frame a new service worthy 
of the national purpose will need not only our experi- 
ence but also our good will. 


T EES Annotations _ 


a sae 


e 


MADNESS IN GREAT ONES 


“ Great wits to madness sure are near allied,” said 
Dryden : and no student of history would dispute him. 
The difficulty has always lain in deciding where to place 
the thin partition. Dr. Hubert Norman, speaking at the 
section of psychiatry of the Royal Society of Medicine 
on March 14, mentioned want of frankness among bio- 
graphers as a hindrance to diagnosis, and compared it 
to the euphemisms of the friends and relatives of a 
mental patient. .Madness in high places certainly showed 
its effects among the earlier Roman Emperors. Yet 
even here a doubt creeps in, for it'is notorious that the 
Cæsars had what one would call in these days a bad press. 
Sober judgment finds it hard to accept at their face value 
the more lurid stories of Tacitus and Suetonius. Men 
who live under a tyranny are always ready to believe and 
repeat the worst. Probably Tiberius, Claudius, Nero and 
Caligula were all of them mad at some periods ‘of their 
reigns, but it is not so clear that Julius and Augustus 
showed signs of mental disorder, or—if they did—that 
it was familial. The successors of Augustus were not 
closely akin to him ;' Domitian, who was as mad as the 
worst of the Cæsars, was not related to them at all. Yet 
there is evidence that the great events of history moved 
on undisturbed even by these madmen on the Imperial 
throne. Our own George the Third was insane, and Dr. 
Norman considers that his brilliant minister Chatham 
likewise suffered from an attack of manic-depressive 
psychosis. Dr. Norman would blame the American 
War of Independence on George’s madness, but the 
student of history is more prone to detect in this disaster 
the influence of ‘party, education and environment. 
Was Rousseau mentally disordered?  .Dr. 
believes he was, but otkers'may feel that here was a 


_ mind divided from disorder by a thin ;partition, yet 


essentially sane. Voltaire too escapes the verdict of 


mental disease by a narrow margin though no man was 


ever less insane, or acted like a madman more realistically 
(or more consciously) on occasion. 


MADNESS IN GREAT ONES.—ANZESTHETIC DOSAGE AND SHOCK 


. has not made a deep impression. 


Norman , 
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Yet when we have made these reservations we must be 
content to accept Dr. Norman’s main thesis that the 
mental disorders of individuals have at times exercised a 
considerable influence on political events. 


SULPHAPYRIDINE FOR DERMATITIS 
' HERPETIFORMIS 
‘ON another page Dr. Barling records a remarkable 
case in which sulphapyridine seems to have had an action 
rather different from its usual bacteriostatic one. As is 


“now clear from experience of the use of sulphonamides 


to prevent the relapses of acute rheumatism, long- 
continued administration of these drugs does not neces- | 
sarily cause granulopenia. But the risk must be con- 
stantly borne in mind. Agranulocytosis is so grave a 
complication that, as Barling emphasises, such*treatment 
should not be attempted unless the patient can be kept 
under adequate supervision, and leucocyte counts can be 
done frequently. Even then caution is necessary. 


ANAESTHETIC DOSAGE AND SHOCK 


WHETHER in a battle-area tent, òr a civilian hospital 
with exploding bombs nearby, anesthetists soon learn, 
perhaps with some waste ef life, that a shocked person 
requires strikingly small amounts of anesthetic. Anæs- 
thesia is a state midway between life and death, and if. 
his injuries have already brought the patient near death 
little more is required to complete the process. Yet both 
in England during the blitz and in America after Pearl 
Harbour anesthetists wrote that one drug was dangerous, 
and another advantageous in shock, as though the 
pharmacological action of anesthetic agents alters when 
they are given to a shocked patient. Doses were advised 
as though they were standard for all patients and con- | 
ditions. The necessity of correlating the dose of anæs- 
thetic to the state of depression of the patient did not 
appear to be generally appreciated before this war, and 
there are still some anesthetists on whom Guedel’s ! 
message, that the dose of anesthetic to produce a desired 
effect is governed by the patient’s metabolic activity, 
Now after four and a 
half years of war the true value in shocked cases of drugs 


_ of such different composition and vintage as ‘Pentothal ; 


and ether is being realised, and provided they are given 
with due regard to the depression of the patient and only 
in sufficient quantity to produce the requisite effect, 
both can be given safely to the shocked person. Experi- 
mental evidence supports these clinical observations. ' 
Wood and Jaco ? determined the doses of pentobarbitone 
and of ether to produce anesthesia of an arbitrary depth 
in animals recently bled. When a blood loss of 20 c.cm. 
per kg. body-weight had been. sustained the dose of intra- . 
venous pentobarbitone was, reduced by 18%. A 
significant observation was that the safety ratio—the 
ratio of the dose producing anæsthesia to the dose pro- 
ducing respiratory failure—was not altered in these 
animals. With ether, a loss of more than 25% of blood- 
volume reduced the induction time to between 60% and 
75% of the normal, and anesthesia was achieved with 
much lower concentrations than in the normal rat. 
These observations must be well considered by those who 
have to anxsthetise the shocked. Too much attention 
has been focused on the choice of a particular agent and 
too little on the avoidance of overdosage. Clinical * and 
experimental evidence is accumulating in this war to show, 
that the hazards of anesthesia to the shocked patient 
come from such things as unnecessarily deep anesthesia, 
itself a state of shock, excessive and badly timed pre- 
operative sedation, anoxia due to misuse of nitrous oxide, 
and neglect of such a fundamental principle as the main- 
tenance of a clear airway. Prolongation of the recovery 
time, itself undesirable, results from a combination of 
Guedcl, A. E. Inhalation Anesthesia, New York, 1937. 


z. Wood, .and Jaco, N. T. J. Pharmacol. 1943, 69, 2509. 
. Macintosh, R. R. and Pratt, F, B. Brit. med. J. 1939, ii, 107 
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several of these factors. These views have been put 
- forward: by Pask ¢ĉ in a careful survey of general anæs- 
thesia in traumatic shock. Recent controversies on 
what constitutes ‘“‘modern anesthesia’ suggest that 

there is still much to'be learnt, and not only by recruits 
to the ranks of anesthetists. The shocked patient is 
. best served by his anesthetist concentrating on maintain- 
ing a. perfect airway and adequate oxygenation, and on 
keeping the level of anzsthesia as light as possible com- 
- patible with the surgeon’s requirements. 
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work and should not be obscured by emphasis on appara- 
` tus; moreover, drugs and methods which make these 
criteria uncertain of realisation by the inexpert are 
unsuitable for blitz or battlefield. 


IN MEMORY OF WARRINGTON YORKE 


Bic men are an asset to any school, and especially to a 
big school. Warrington Yorke was big in every sense, 
in stature, in intellect and in consuming energy, combined 
with a rare adaptability that ensured him success over a 
wide field of investigation. The Liverpool School of 
Tropical Medicine claims him proudly as a product of the 
school; certain it is that he embodied its spirit and 
vigour over a human generation. For the last 15 years 
of his life he had turned to the chemotherapy of tropical 
diseases. Patient, ingenious, logical work on drug 
resistance in parasites led him to find effective ways of 
attacking protozoal infections on their own ground and 
to the hope of at: last mastering even kala-azar.. The 
Croonian lecture on which he was engaged at the time of 
his death a year ago would have marked an epoch in the 
progress. of sanifying the colonies for which we are 
responsible. 
‘decided that the new chemotherapeutic research depart- 
ment which Yorke inaugurated, but did not live to see 
completed,. shall be associated with his name. These 
stones shall be for a memorial of him. His colleagues, 
friends and past students of the school will no doubt 
agree, but there will be a far larger circle who recognise 
their obligation to a school which came to life 46 years 
ago in response to Joseph Chamberlain’s appeal for 
trained: workers, has never lacked teachers of distinction, 
has organised scientific expeditions without number, and 


during the last war scattered its staff over the various - 


theatres—Ross at- Alexandria, Newstead in Flanders, 
Prout at Cairo, Yorke at Malta, and Blacklock at the 
' Dardanelles. Subscriptions, large or small, may be ad- 
dressed .to the hon. treasurer of the Warrington Yorke 
Memorial Fund,.1, Old Hall Street, Liverpool. 


EFFICACY OF SMALLPOX VACCINATION 


THE Middlesex outbreak illustrates what can be hoped: 


from vaccination. The first case was a man of 24 who 
_ had been vaccinated in infancy and again in 1942; he 
had a mild attack and recovered. There were seven 
secondary cases and four tertiary. Three of the.secon- 
dary cases were fatal: two of these were healthy 
young women who had not been vaccinated at all; the 
third was a woman of 52 who was suffering from car- 
cinoma and had been vaccinated only in infancy. Of 
the remaindcr, three nurses had been vaccinated a long 
time before contact—one in 1926, one in infancy, and 
one at the age of 3—4 years—and one of these was re- 
vaccinated after contact. A man in the fifties had been 
vaccinated in infancy and again at some unknown date. 
Two women and a boy, all tertiary cases, were vaccinated 
for the first time after contact. ` All of these seven 
people had mild attacks. Irrespective of their vaccinal 
history, all those known to have been exposed to infec- 
tion should be vaccinated or revaccinated as soon as pos- 
sible. In one patient in the Glasgow outbreak revaccina- 
tion done on the day of first contact failed to-prevent 


4. Pask, A. E. Brit. J. Anaesth, 1941, 17, 129. 


IN MEMORY OF WARRINGTON YORKE.—A SCHOOL OF HEALTH 


' These consti- 
tute the true criteria of modernity and good anæsthetic ` 


The council of the Liverpool school have - 
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fi. tke vast 


a severe attack, but that is exceptional. 


‘majority of cases, vaccination immediately following 


first contact will protect or ensure a mild attack, 


A SCHOOL OF HEALTH 

IN appointing Brigadier F. A. E. Crew, FRS, to the 
chair of public health at Edinburgh the university court 
pay, honour to one of their own prophets. Long before 
it becamé fashionable to do so, Professor Crew was 
declaring the importance of social medicine. His mind 
always roved beyond the confines of his own department 
of animal genetics, and when two years ago he went to 
the War Office it again became evident that he interprets 
medicine in a wider sense than is usual. His designation 
as director of biological research embodied the claim of 
the medical officer to be not only 4 doctor and sanitarian 
but also a practising biologist, concerned with every 
activity of the soldier under his care. At Edin burgh, 
we may safely suppose, Professor Crew will inspire his 
students to become social biologists, interested in the 
roots as well as the fruits of disease. In asking him to 
do so, his colleagues say that ‘it is not sufficient to 
protect the public individually and collectively against 
the epidemic diseases, but health, bodily and mental, 
must be created and preserved by all possible means 
known to social and medical science.” Side by side with 
their teaching on health the students will receive instruc- 
tion, as before, in environmental hygiene, sanitation, 
and the control of communicable infections—most of 
this being undertaken by Dr. W. G. Clark, Edinburgh’s 
medical officer of health, and his staff. The training 
given by Dr. Clark and Professor Crew will be comple- 
mentary, and other academic departments, such as 
those of child life and health, tuberculosis, psychiatry, 
and social study, will collaborate in creating and develop- 
ing what is termed “ this university school.of health.” 


THE QUESTIONARY 
PRACTITIONERS who have not yet completed and re- 
turned to the British Institute of Public Opinion the 
questionary on the white-paper are asked to do so without 
delay. 


Sir JOHN FRASER is to succeed Sir Thomas Holland 
as principal of Edinburgh University at the end of the 
present academic year. Sir John has held since 1925 
the regius chair of clinical surgery in the university. 


In the annotation on tuberculosis in the young child 
(April 1, p: 442) Dr. W. F. Richards should be quoted 
as saying that of 12 infants under 1 year, 3 died of 
miliary spread. 


A BRITISH COLORIMETER.—IM prewar days we, were content 
to rely on other countries for much of our optical equip- 
ment—colorimeters came usually from Central Europe and 
Ameri¢a. Now the former source is cut off, and shipping 
difficulties and home demands interfere with the latter. It 
has taken 4} years to make up the deficit so far as the 
general laboratory user is concerned, but Tintometer Ltd., 
of Salisbury, have now produced an all-purpose colorimeter 
that should be adequate for all needs. The ‘Ogal’ in- 
strument is a combined full-size and microcolorimeter 
with original features that should help to keep the instru- 
ment in accurate adjustment ; it has a built-in light source 
providing steady illumination, and an easily read scale. The 
price is not excessive by present-day standards. 


SPREAD OF LEISHMANIASIS.—Dr. G. Sternfeld reports 
(Harefuah, 1944) that leishmaniasis, which has long been 
endemic in southern Palestine, round Jericho and the Dead 


Sea, is now spreading to Haifa and the northern parts of 


the country. It seems to be following industrial develop- 
ment. The Arabian population rarely seek treatment for it, 
and immigrants are bringing it in from Aleppo and elsewhere. 
He considers that new endemic centres will be established 
in the north unless sporadic cases are sought and treated 
radically. 


i 
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l | : ° It is clear that once the new service is established the 
Reconstruction Central Health Services Council will play an increasingly 
| | | - important part in adjusting the,conditions under which 

THE WHITE. PAPER REVIEWED - the profession will work. “The scope of this advisory 
| body is almost unlimited, and it is important to observe ` 
XI.—BY AN OFFICER IN ITALY that the council will be expected to take the initiative in 
My attitude on leaving civilian practice to enter the advising the Minister. Again, in the joint-authority area 
Army was; in. brief, that I must reconcile myself to. the local counterpart of this central body is to be free to 
' professional boredom and frustration for the duration express advice and views direct to the Minister. These 
of the war. Tomy surprise and pleasure my forebodings provisions are important safeguards against the develop- 
were falsified by events—especially on being posted ment of a hierarchy in the government of the medical 
abroad. I- was given an opportunity of seeing how a profession. Furthermore it should be virtually impos- 
-comprehensive medical service can be organised to fanc- sible for any individual—however strong his personality — 
tion’ smoothly despite the difficulties inseparable from to stand in the way of a local health services council © 
war. j which wishes to bring to the notice of the Minister its own 
As a system its strength lies in the existence of an peculiar problems. As I see it this machinery provides 
_ administrative machine well tested by experience and us with a guarantee of professional freedom at least as 
requiring only intelligent handling to produce satisfactory good as anything we have enjoyed hitherto. Self- 
results. Motive force is provided by loyalty to a cause government within the limits of a national service seems 
and by a realisation that the welfare of the patients to have been achieved. 
suffices as the raison-d’étre for the whole scheme. . On 


the other hand the power vested in individuals in ‘the a YOUNG AND OLD © | 
administration is in principle so objectionable that only , It is in the nature of things that the proposals, will be 
the exigencies of war make the system tolerable. - welcomed by the young doctor, just as resistance will 


I make these observations because experience in the probably come.in the main from those who have passed 
Services is bound to colour one’s opinions onthe proposed middle age. The reasons are not far to seek. The 
National Health Service. I am old enough to appreciate financial burdens so often assumed by a young practi- 
‘the changes that have taken place in British medicine tioner always tend to be a menace to his health and 
since the NHI scheme got into its stride in the few years efficiency. Under the National Health Service he will 
‘preceding the last war, and the acceleration in progress be able to embark on his professional career in the enjoy- 
‘effected by the Local Government Act of 1929.: I am ment of that peace of mind which is not the least valuable 
young enough to recognise the significance of these events by-product of financial solvency. Incentive will come 
on future developments in a country which prides itself from his desire to pull his weight in the group in which he 
‘on the inevitability of gradualness. Ina word the white-. practises rather than from the incubus of premiums that 

`. paper seems but the logical outcome of that sense of can only be paid out of profits. A guaranteed salary, a — 
collective responsibility for the national health which superannuation. scheme, and the elimination of capital | 
crystallised out of public opinion ‘more than a quarter ofa expenditure on a practice provide a financial background 
= century ago. Here we recognise the simple fact that the so attractive to. young men at the beginning of their 
field of medical practice should not, be regarded as the careers that we may safely assume that the proportion of 
happy hunting-ground of members of a learned profession the profession completely committed to the sd will 
—any more than the sick and wounded of an army should , increase year by year. 
be considered merely as interesting pieces in a museum of . Judging by the Government’s undertaking that some 
military medicine. scheme will be devised for rewarding practitioners who 
e circumstances of civilian practice, no less than show “ extra energy and interest.’ (p. 80), provision has 
‘those of the Services, cry aloud for comprehensive been made for the ambitious youngster. Should he 
“organisation which will save us from haphazard develop- decide to take additional qualifications and endeavour to 
ment, overlapping, and the pettifogging behaviour of fulfil the requirements for grading as a specialist he will 
nonenities who have drifted by chance into admin- know that his aspirations have approval and encourage- 
istrative posts for which they are unsuited. ae ment (p. 25). The white-paper must at the same time 
| | have gone far to allay the anxiety of the senior general 


BEST OF BOTH WORLDS practitioner who has naturally feared that the advent. of 


A serving Officer is soon made aware of the importance a National Health Service would mean the destruction of ^. ` 


of a high standard of health in the community as the his practice built up by careful and conscientious work 
criterion of successful practice, in contradistinction to . over half a lifetime. If he does not wish to practise under 
‘skill and erudition (desirable though these are) relating the scheme he will not be compelled’to do so. On the > 
to comparatively rare diseases. The provisions of the other hand if he joins the Service the Government yo 
-white-paper are calculated to create conditions in which compensate him for the loss of his “ selling rights ” 


_ this outlook may be fostered in civil life. - accordance with a scale to be agreed upon by the 
It is not sufficiently recognised—and least of all by. the profession. 
lay public—that a doctor’s work is largely made up of | Natural: conservatism will cause many of the older 


“ negative findings.” He is often called upon for re- general practitioners to look askance at “ group prac- 
assurance, and this is only convincing because itis backed tice ” at a ‘‘ health centre.” Substitute ‘‘ the consulting- 
by professional skill and experience. If he is to-carry rooms ” for “ health centre ” and there is nothing new 
out this highly important part of his work with the in the proposal; the firm of general practitioners with a 
efficiency it deserves he must be able to make use of any central suite of rooms where they carry out their pro- 
_ of the facilities which modern medicine offers. Further- fessional work is a commonplace throughout the country. 

` more—and here is' the crux of the-matter—he must not Gradual dissociation of the consulting-room from the 
find his work impeded by inaccessibility of these ancil- ‘doctor’s house is a step which will doubtless meet with the 
lary services nor by his patient’s inability to pay for them. hearty approval of that long-suffering body of citizens— 
The hazards attendant on inadequate investigation of ill- doctors’ wives—and this-in itself makes the success of | 
ness will be minimised in the National Health Service just the health centre a foregone conclusion. 
as surely as they have been in the medical services of the The Government’s enumeration of the General 
Forces operating at their best. ` Principles to be Observed (p. 47), including the ‘‘ three 

If doctors concede that the primary duty of ihe medical , freedoms,” constitutes a kind of Doctor’s Charter which 

profession is to collaborate in securing the highest possible ‘makes‘it almost impossible for‘any practitioner to justify - 
‘standard of health for the nation, then the welcome given his remaining outside the scheme. Such are the safe- 
in principle to the white-paper will be cordial and wide- guards against upheavals that in many practices doctors 
spread.§ The methods the Government propose are will scarcely be aware of any. change having occurred. ` 
reassuring and in the best traditions of democratic Thus, a practitioner though enrolled under the National 
administration. The serving officer will be attracted to. Health Service may elect; (1) to remain in the.same ` 
a scheme which offers the comprehensiveness of military practice; (2) to practise alone and not’ as one of a 
medicine with the freedom inherent in the civilian in- group; (3) to see his patients at his own consulting-room 
stitutions of Britain. He is invited to make the best of and not at a health centre; or (4) to continue private 
both worlds. . _ practice for the convenience of those patients who have 


+ 


` the two sides. 
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chosen not to avail themselves of the Service. And more 
likely than not he will preserve his old relationships with 
the surrounding hospitals and clinics, though these may 


have passed to a new controlling body. 


Some exception may be taken to the proposal to forbid 
a doctor in the public service to set up in practice wherever 
he likes. .This may be condemned as an interference 
with the liberty of the individual. In fact, however, 
the hardship is more apparent than real. It is unusual 
to find a recently qualified doctor insisting that he shall 
practise in a particular locality. As a fule, he is content 
to indicate the type of practice that he prefers—city, 
residential area, country, midland, or seaside—and is 
willing to work in any practice conforming reasonably 
well with his requirements. There is every indication 
that, given a list of the doctor’s preferences, the Central 
Medical Board will do everything possible to ensure that 
he shall get the. kind of practice he wants. It would 
obviously be inviting failure to force a doctor to work in 
surroundings uncongenial to him and in a group with 
which he might find real difficulty in obtaining 
cooperation. 


COLLABORATION TO THE FULL 


An accommodating attitude on the part of the 
Government is*constantly evident in the white-paper. 
Clearly: they are ready to go to almost any length in 
making adjustments that will remove hardships and 
inconvenience in the profession consequent upon the 
inauguration of the National Health Service. This and 
the common-sense which permeates the document, 


' considered in conjunction with the reputation for fair- 


dealing which is enjoyed by the British Parliament, 
should dispel uneasiness over future developments. 

The white-paper deals almost exclusively with general 
principles ; we are still at an early stage of the meta- 
morphosis and many important aspects of the scheme 
will be the subject of negotiation between the Ministry 
and the profession. It may be said of the venture as a 
whole, however, that with goodwill on all sides it can be 
made a brilliant success. Lack of forbearance, selfishness 
and failure to place the health of the community first, 
would assuredllyspell chaos in which the medica] profession 
would be the chief losers. It therefore behoves us not to 
oppose the scheme through any narrowness of mind. 

War has proved once again that England is not lacking 
in men and women with a high capacity for organisation. 
It would be idle to deny the great ability manifested in 
the conception of a National Health Service as outlined. 
We should grasp our opportunities to collaborate to the 


‘fullest extent, conscious that we are taking part in a 


national development of historic importance, and one 
that may set a new standard. 


xu.—By A PHYSICIAN 


Most of the public discussion about the white-paper, 
both in medical and political circles, goes on as if it were 
possible to disregard the motives behind the various 
proposals and the.temperaments of those who advocate 
or question them. In reality these psychological factors 
dominate the situation. As far as the communal intelli- 
gence is concerned they are unconscious. I believe the 
time has come for a little social psycho-analysis: the 
conflict should be brought into open discussion. 

The first important fact‘is that there is a conflict. 
The white-paper has been described as a compromise: in 
reality it is about as much a compromise as a tug-of-war. 
The opposite teams at first seem evenly matched and the 
rope wavers slightly about a central position ; but in the 
end one team pulls the other over. 

The conflict can be read between the lines of the white- 
paper itself: it finds open expression in the utterances of 
‘** It is not in the public interest ” says the 
British Medical Association, ‘‘ that the state should 
convert the medical profession into a salaried brafhch of a 
central or local government service. The state should 
not assume control of doctors rendering individual or 
personal health service.” Mr. Greenwood on the other 
hand, a responsible Labour leader, speaking in the 
House of Commons on March 17, said that ‘‘ his party 
accepted the scheme—which was for them a compromise 
—as a very substantial instalment of a complete public 
health service and as a great contribution toward the kind 
of plan which, in the fullness of time, they would like to 
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: aspects of work in certain types of hospital. 
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has no 


see established.’’ Mr. Greenwood, at any rate, 
doubt in which direction the tug-of-war is moving. It is 
` not surprising that the opponents of a state medical 


service are digging in their heels. 

The fundamental defect of the white-paper is that it 
is not based upon agreed principles, acceptable to all 
concerned : it is not even a compromise for which both 
sides have made sacrifices which they know will be 
rewarded by a stable and workable scheme. Conse- 
quently it is in danger of becoming a b: tt leground 
between conflicting views as to the rôle of the st: mn 
social organisation. In this atmosphere it is natural 
that there should be much sensitiveness as to the alloca- 
tion of power in the proposed new Grganisation ; for 
power to control hospitals and doctors means power to 
determine not only immediate developments but also the 
long-term trend of policy towards or away from a state 
medical service. 


THE JOINT AUTHORITY 


Let us consider the bearing of this state of tension 
upon two controversial topics, the proposed joint 
authority and the voluntary hospitals. 

There has been too little frankness in public about the 
attitude of most doctors to the joint authority. It is 
proposed to place the responsibility for the provision of 
hospital and consultant services in each area upon new 
joint authorities composed of representatives of existing 
local authorities. This, it is claimed, is the only course 
consistent with democratic practice. At present, how- 
ever, there is so little democratic interest in local govern- 
ment that borough and county councils are elected by a 
small fraction of those eligible to vote. Apart from those 
doctors who in the past have given up their spare time to 
such public service, members of councils as a rule have 
had no special experience of hospital administration or 
public health. Even the members of the public health 
committees can have had experience only of limited 
Concerning 
most of the highly technical details involved in the pro- 
vision of a complete hospital and consultant service most 
members of loca] authorities can know nothing. For 
many years they have played the predominant part in 
hospital control measured by numbers of beds and 
expenditure of money. But measured by their contri- 


` bution to medical progress how do these hospitals com- 


pare with the financially embarrassed voluntary hos-. 
pitals treating far fewer patients? Why should the 
amalgamation of local authorities in groups ‘change either 
their capacity or their outlook ? Is ‘not such a proposal, 
like Dr. Johnson’s description of a second marriage, ‘“‘ the 
triumph of hope over experience ?.”’ F 


THE VOLUNTARY HOSPITALS 


The attitude of the white-paper to the voluntary hos- 
pitals is very guarded. Their coöperation is rightly said 
to be a necessity, since without the voluntary hospital 
system the new public medical service could not succeed 
for many years. Moreover “a large number of people 

. believe in it . . . and wish to see it maintained.” 
It is undesirable therefore to destroy ‘‘ the independence 
and traditions to which the voluntary hospitals attach 
value ” (my italics). But their preservation will be 
possible only if they “ still look substantially to their 
own financial resources, to personal benefactions and the 
continuing support of those who believe in the voluntary 
hospital movement.” Hence the sum to be paid to the 
voluntary hospital by the joint authority for service 
rendered is not to be assessed as a total reimbursement 
of the cost incurred. 

It is the omissions which are significant. The Govern- 
ment recognises that it cannot do without the voluntary 
hospitals—at present ; but it is careful not to say that it 
wishes to preserve them for their own sake. It is note- 
worthy that it is the voluntary hospitals and not the 
Government that are said to attach value to their inde- 
pendence and traditions : and this attitude seems to be 
implied in the Government's financial proposals. The 
independence of the voluntary hospitals would not be 
threatened by paying them in full for services rendered 
if it were firmly rooted in a social recognition of their 
value. But a state which does not recognise their value 
can justify their continued existence only if charity enables 
them to undercut the state-provided hospital service. ` 


; 
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THE PSYCHOLOGICAL CLEAVAGE 


But is independence of value, in hospitals or doctors ? 
Here we reach the crux of the matter, the deep psycho- 
logical “cleavage which exists between planners and 
libertarians. | | 

The planner believes that organisation is all-important. 
Feeling no great desire for independence he has probably ' 
joined. the state or municipal service. (We should not lose 


sight of the fact that the white-paper was written by . 


whole-time state servants.) He. sees the obvious 
benefits to be derived from better planning: indeed he 
can set no limit tothem. With all this to be done, what. 
need is there of independence; what greater influence 
can the doctor have than as part of/ the Government 
-~ machinery ? l r ele i 

But the libertarian believes that even a more perfectly 
planned health service may bē bought at too high a price 
if it costs the doctor his independence. This means not 
merely his freedom to treat his patients in his own way, 
and his independence of the clinical -hierarchs of the 
municipal service: it means also the social value of a 
profession which can in no circumstances be subjected 
to political pressure.. | 

Controversy on this issue which takes no account of 
the psychological differences between planner and 
libertarian is quite ineffective. ‘‘ The doctors fear 
regimentation ?—Nonsense,”’ ‘say the planners, ‘no 
regimentation is contemplated.” But regimentation 
means something different to the two groups. What is 


paradise to the planner may be regimentation to the ` 


libertarian. 


What is one man’s fold is another man’s 
prison. | : 


= 


A TEST CASE FOR DEMOCRACY 


The medical profession faces the problem of modern 
society in miniature, how to reconcile planning with. 
freedom. The defect of the white-paper is that, pre- 
occupied with details of organisation, it hardly recognises 
that the problem exists, and a great social opportunity is 
being endangered by lack of imaginative statesmanship. 
. If I have been reluctantly critical it is not that I am 
blind to the great potentialities of the reforms envisaged > 
but because they can never be ¢arried out without the | 
wholehearted support and confidence. of the doctors, 
- which it is clear that the Government policy does not at 
present command. l 
Two things would have done much to remove mis- 
givings—a less grudging attitude to the voluntary 
hospitals and a recognition of the need for reorganisation 
and reinvigoration of the local authorities to meet their 
new duties. The new joint authority will need far more 
experience and greater vision than the local authorities 
have ishown in the past if it is to be equal to the new 
demands made upon it, and to receive the confidence of 
the public and the doctors. It is not easy to see how this 
can be achieved on the basis proposed by the white-paper. 
Perhaps it is a mistake to try and put the new wine into 
‘the old bottles, and more imaginative statesmanship 
might have been less tied to the past. It would certainly 
strengthen the joint authority if it were to be a statutory 
body with two-thirds of its members elected by the local 
authorities and the remaining third appointed from other | 
sources—e.g., by the Minister of Health and the universi- 
ties in the area. The London County Council, I think, 
has codpted members on its standing committees. 
Nevertheless, granted the premise that fundamental 
reorganisation is necessary, I believe that the Govern- 
ment’s position on the main questions of central and 
peripheral organisation is unassailable. There are good 
reasons why the organisation of hospitals should be 
largely decentralised and planned on a régional basis, 
and it may be that only a grouping of local authorities 
can provide a method of democratic control which is in 
‘the line of our social development. The proposals that 
the members of the Central Health Services Council 
should be elected and that the council should have the 
right to publish its own report, would, I believe, strike 
at the root of the harmonious relationship between the 


council and the Minister, which is essential to the success . 


of the whole plan. I doubt’ whether such proposals 
would be made or pressed if the Government had the 
confidence of the doctors. | A o 
Confidence, however, does not depend upon one party 
to a trahsaction alone. If we ask that the Government 


` in full awareness of the choice of values. 


should inspire confidence we should be at least equally 


ready to give it. This may.mean taking risks, but it 
would be strange if a country so ready to take risks for 
war would take none for peace. To refuse to take risks 
is a sign of weakness, and the spokesmen of the medical 
profession often speak as though they did not appreciat 
the strength of our position. T a - ah 
Consider for a moment 'the Central Health Services 
Council. Even if the Minister nominates the members 
of this' council he is bound to take account of the 
wishes of the bodies representing medicine in its various 
aspects. The chairman of this council, who should 
have the right to call it together so that it cannot beset ` 
on one side, will have a position of authority and ` 
responsibility second only to that of the minister him- 
self. No minister could afford to neglect the advice of 
such a body, and if differences arise they should not ‘be 
irreconcilable, given goodwill and-a common desire, to. 
work for the good of the service. Similarly at the 
regional level the authority of the local health services 
councils should be equally great, and it should be remem- 
. bered that they will speak for the whole profession 
locally, and not merely for the fraction in the municipal 
service with which the local authorities have had to deal 
in ‘the past. There is no reason why the relations 
between the joint authority and the local health services, 
council should not shake down into something like that 
which exists between the lay and medical committees 
of a voluntary hospital. a 
_ Greater planning is inevitable in every sphere of life : 
“modern society is too complex to survive without. it. 
Some freedom must be sacrificed to make planning 
possible, but initiative and independence of thought 
must be preserved if planning is not to mean some 
form of totalitarianism.. We are entering a new phase 
in sdcial evolution ; but evolution is no longer blind and 
the future depends upon our decisions. The conflict 
between planning and freedom must be solved, not by 
talk but by action, by the achievement of a new he eat 
o ithout. 


contraries is no progression.” . 


THE WHITE PAPER 


a SIR WILSON JAMESON’S VIEW 

AT ‘a press conference in London on March 29 Sir 
‘Wilson Jameson, chief medical officer of the Ministry of 
Health, referred as follows to the Government’s white- 

_paper on the National Health Service :— . 
_ There is one thing I would like to say, speaking as a medical 
man and one who believes in the vital part that the medical 
profession has to play in social well-being after the war. 
Medical men and women, when we put a vast scheme of this 
sort before them that is likely to re-shape all the health ser-. 
vices of the country, nattrally begin by approaching it rather 
warily. They want to look at it from every angle, to see what 
sort of scheme it really is. I confess that I should do exactly 
the same if I were in their place. It matters a very great deal | 
to a doctor what sort of scheme this is, because it affects his 
whole opportunity of healing people, and that is what doctors 
go into their profession to db. 12 ag swe GF 

So a doctor is right to be cautious and to want, to know a - 
‘great deal about the proposals before he feels sure about them 
at all. But I myself, speaking as a doctor, feel quite sure that _ 
this sort of service that we have in mind is going to open up a 
great new field of opportunity for the doctor, and is going to — 
give him just that sort of chance he has always wanted. There 
is, after all, only one way in which a really ambitious drive to 
improve health can succeed, and that is if it is carried out by a 
vigorous and enthusiastic medical profession putting all their 
best into it. Now we want to get just that, and nothing less, 
and I believe we shall get it when the doctors get to know the 

scheme and talk about it with us and, indeed, improve ıt In | 
detail, I hope, with their own suggestions. _ 

What does a doctor really want most ? I think, first of all, 
to be free to practise his profession according to his own 
clinical judgment and through his own individual methods— | 
to have his own personal relationship with his patients. 
Next, he wants to feel that he is backed by the best possible 
resources of higher medicine and surgery—good specialists, good 
hospitals, good pathology, and X\rays and so on. He wants 
to be able to get these things.for all his patients easily and | 
quickly. Lastly, he wants to have a decent career for himself 
with plenty of professional interest about it and enough 


\ 
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financial assurance all the time to free him from being 
harassed and restricted in the work he is doing by reason of. 
personal and domestic worry. 

_ Now these are just the things we want to give him, and if 
we succeed in doing this, I think we can then say to the doctor 
“There you are. You have now got the chance you have 


_'. always wanted. Go on and make the whole show a success.” 


If we can do that, then I can asstire you that we need have no 
misgivings about the success he will make of it. 

“ There will be detailed discussions about a good many 
of the points raised in the white-paper,’’ said Sir Wilson 
in conclusion. ‘‘ All I would like to do at the present 
‘time is to give some sort of general assurance that, as a 
doctor in the Ministry of Health, I really believe that 
this scheme has in it a great deal that will benefit not 
athe the medica: profession but the British public as 
well.” 


Special 2 Articles 


- IMPRESSIONS OF A REPATRIATED 
MEDICAL OFFICER 


E. R. C. WALKER, MB CAMB, FRCPE 
MAJOR RAMO. 


A GROUP of foaim in an officers’ prisoner-of-war camp 
v discussing their lot. ‘‘ Stone walls do not a prison 
make,’ 
manner that some padres occasionally display. ‘‘ Pos- 
sibly not,” replied another, “ but they make a remark- 
ably good imitation of one.’’ It was the realist’s reply 
to the escapist (not, be it noted, the escaper—a, different 
person altogether). 

Most of us who have been repatriated naturally ‘feel 
an obligation to do what we can for those still left 
behind, in gratitude for our relative good fortune. We 
are anxious therefore that as many people as possible 
should have a true and realistic appreciation of what 
the prisoner-of-war has undergone and is undergoing. 
Most particularly is it important that those should 
understand who will be concerned with the welfare of 
these men (and women) when they are freed and come 
home—their relatives and friends, and not least their 
doctors. 
a minor matter I would remind them that British 
prisoners-of-war alone returning at the end of the 
war will number not less than a quarter of a million, 
‘while the total of all belligerents will run to several 
millions. Numerically at any rate they constitute a 
problem of the first magnitude.. It should be remem- 
_ bered too that the vast majority of them owe their 
- misfortune not to any fault of their own but to political 
ineptitude and national unpreparedness. 

__ Some of us were asked to what feature of present-day 
life in this country we found it most difficult to adjust 
ourselves—for example, was it more the concrete things 
like blackout and rationing, or the more abstract, like 
the difference of viewpoint between the people at home 
and our comrades in the camps? This last was a 


difficult point to decide on, because the attitude of. 


those we had talked to since our return varied widely, 
` from sentimental dramatisation to something very like 
selfish unimaginativeness. There were those whose 
demeanour suggested that, despite anything you might 
say. to the contrary, they were convinced that you’d 
been beaten up by the Gestapo every second day or so, 
and those who contrived to convey the impression that 
they thought you’d had a pretty cushy time—shelter, 
plenty of Red Cross parcels, no danger and nothing to 
worry about. Of course, both attitudes are false and 
unjustified by the facts, while the second is definitely a 
little hard to bear. The truth lies between the two; 
and there has been great variation in the hardship 
suffered by different individuals and groups. Thus 
there is a wide difference between the lot of those 
captured in Norway, Belgium, France and Greece and 
of those captured, say, in Tunisia—and the difference 
is not confined to the length of captivity. 
There was published some time ago a book entitled 
` Prisoner’s Progress. 
the type that used to be issued by touring clubs and 
displayed in the bars of AA hotels. It is designed to 
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’ quoted one of them in the somewhat sententious ' 


Lest any should be inclined to consider this . 


It is a sort of pictorial map, of- 
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illustrate the trek into Germany of the old 51st Division 
and the other troops taken at St. Valery. A short 
narrative describes the incidents and places depicted. 
Copies of that book were sent to some of the men who 
had made that trek. They perused it with mixed 
feelings. Understatement is a well-known British 
characteristic ; ; this book is very British. An account 
more in accordance with the facts will no doubt be 
available later. 


THE PRISONER-OF-WAR ATMOSPHERE 


í 

It is a fact that quite a number of our prisoners have 
been shot under inexcusable circumstances, and many 
have been beaten and suffered severe physical injury. 
Hundreds have undergone the torture of long solitary 
confjnement. Even to live month after month in the 
atmosphere of such happenings is a bit trying. Even 
with the best intentions to ‘‘ ameliorate the lot of the 
prisoner-of-war,’’ as the Geneva Convention has it, 
humiliating experiences are unavoidable; and such 
intentions were not conspicuous in German camps. 

Apart from trials of this kind there are other emotional 
difficulties of a more constant nature with which the 
prisoner-of-war must contend. There is the vague and 


nagging sense of frustration that comes with loss of ` 


liberty. ‘It is not for Riches nor for Glory, nor is it 
for Honour we contend, but for Liberty which no honest 
man will yield but with his life.” This noble sentiment 
of Robert the Bruce, which in the unadventurous 
atmosphere of peace we are apt to regard as theatrical, 
must have found a new response in the heart of many 
a Scot—and many a Sassenach too! Some have 
acted on it literally, and many more would do so were 
it not for the sustaining belief that freedom lies ahead. 

In this connexion there is a feature to which Major 
P. H. Newman refers in his excellent article on the 
Prisoner-of-War Mentality (Brit. med. J. Jah. 1, 1944, 
p. 8)—uncertainty as to the length of his durance. 
This is an unsettling factor complicating the captive’s 
almost continuous attempt to appreciate his position 
and to come to some decision. ‘‘ To be or not to be....”’ 
Each one is a Hamlet trying to decide whether he will 
“ take arms,” which means ‘try to escape, or ‘“‘ suffer 
the slings and arrows,” which means resign himself and 


try to work out a modus vivendi. Both the degree of © 


conflict and the decision must depend’ on many factors, 
such as age, temperament and. physical state, but 
obviously one which must count greatly is the estimated 
length of captivity. This estimate is peculiarly difficult 
for the prisoner-of-war. He is more than normally 
prone to wishful thinking, and his normal temperamental 
bias tends to. be exaggerated. This element of uncer- 
tanty is, as Newman points out, one which differentiates 
the prisoner-of-war from the civil prisoner, who knows 
‘more or less what lies before him and can calculate 
accordingly. 

A further point of difference—one which is important | 
for a true and sympathetic understanding of the 
emotional tendencies induced by the experience—derives 
from the human necessity which both feel to fing a 
scapegoat. For the civil prisoner this is usually fairly 
simple. He is commonly a person who has for a long 
time had a grudge against society. So he can continue 
very much in his normal attitude and direct his aggres- 
sive feelings against the society which he already regards 
as his enemy or against the judge who ‘“‘ sent him down.” 
With the soldier it is very different. If he is a normal 
man his training has built up in him what we call 
“ morale ’’—a pride, confidence and trust in his unit 
and the whole organisation to which he belongs. Sud- 
denly, so far as he is concerned, that organisation seems 
to disintegrate, and he is left dazed, bewildered, shocked 
and usually desperately tired. When he recovers a‘ bit 
he begins to wonder how it all happened, and there is 
a strong tendency to feel that he has been let down, 
that the ‘‘ high-ups’’ have made a mess of things. 
Only a few have the philosophy to accept personal 
misfortune impersonally. 

Later comes the “ifs and ans” stage: if only he 
hadn’t done this or had done the other he wouldn’t be 
where he is. And‘then comes one of the hardest fights, 
the fight against self-pity, a foe always ready to take 
advantage of tiredness or an unoccupied moment. 
Curiously enough letters from home, though they are 
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welcdme as water in the desert, sometimes aggravate 
this difficulty.: They may artousé a strong feeling of 
what is being missed, accentuating the sense of separa- 
tion and isolation, or it may be of jealousy of those who 
seem to be having a more successful war. There are 
few things in life at once more foolish and more difficult 
to resist than crying over spilt milk. 2 w” 


HOW OUR MEN ARE TAKING IT 


I have been told that in the first days (I am, of course, 
speaking of.the 1940 debacle) some of our. men rather 
lost grip, though I never saw this myself. Rather they 
seemed to me like the game boxer who, though almost 
out on his feet, yet contrives to cover up and hang on. 
It is my belief that, so far as the men were concerned, 
the huge majority of them never at any time really 
lost faith. They exemplified in a most remarkable way 


the Napoleonic complaint that the Englishman never. 


knows when he’s beaten. The reaction of the men 
under my care in hospital to the very powerful propa- 
ganda to which they were subjected was instructive and 
very encouraging. At the time of the Balkan campaign, 
as a concession they were allowed to listen to the wireless 
“ English News.’’ This, needless to say, referred to the 
charming discourses of Lord Haw-haw, whose every 
caustic sally was received with hoots of derisive laughter. 
The faces of the propagandists were a delightful study 
in Teutonic puzzlement. After a little the experiment 
was abandoned. Can it be doubted that, even though 
they were out of the fight,.these lads were still serving 
their country’s cause? And they were being seriously 
underfed at the time. The daily ration of the officers 


in that hospital, according to my calculation, varied . 


. from 1100 to 1300: calories. The men got rather more. 
Persistent protest led to slight improvement, but I have 
often wondered what would have happened had the 
Red Cross food parcels not begun to arrive. There is 
little doubt about the answer. Had these parcels not 
been sent hundreds, probably thousands, of our men 
would have died—in my view quite uselessly, bécause 
with the strategic set-up as it was at that time starvation 
of Germany was quite impossible. : 

Among the officers there was, I think, more variety 
of reaction. One impression I should like to record, 
because if correct, it is of some psychological interest. 
It seemed to me that of those‘who were impressed and 
oppressed by the German success, the greatest propor- 
tion were in their thirties. The older men had seen and 
taken part in the smashing of the German. military 
machine before, and were for the most part convinced 
that there was no essential reason why this should: not 
happen again. The’ younger men too seemed to have 
more faith. It was among the middle group that one 
found the ‘“ realists’? who regarded their elders as 
“ dead-beats ”’ given over to wishful thinking and their 
juniors as irresponsible youngsters. . Can this pheno- 
menon be associated with adolescence in the disillu- 
sioned 1920’s? Or is it that the dislocating effect is 
greater on the man but recently started out on his 
career? Whatever the explanation it is a background 
point that should be borne in mind in dealing with 
‘problems which may arise. | 

With the improvement in the food position, which 
is now or was when we left Germany quite satisfactory, 
and the steadily growing justification of faith in ultimate 
victory, morale has mounted steadily. It could now 
scarcely be higher. There remains little but impatience 
for the prisoner-of-war to fight. There is sometimes a 
little cloud of doubt, and he wonders if the folks at home 
fully appreciate the urgency of the task. We can best 
help him now—and the imprisoned millions under Nazi 
domination—by going all out to hasten the knock-out 
blow, victory and liberation. 


THE RETURN 


When they come home, what then? -I should like 
to conclude with a few observations based on the 
-experience of those already repatriated and a plea for 
an understanding attitude on the part of all who will be 
concerned with them when they come. 

I wrote earlier of the extremes of attitude which we 
have met at home, the sentimental and the unimagina- 
tive. From these two extremes have sprung such 

‘ mistakes as have so far been made. Of course, there 
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are some'who have given way to self-pity and are neuroti- 


cally trying to exploit their misfortune. They should 
be treated precisely as any. other neurotics by the 
methods approved by modern experience. Indeed, I 
firmly believe that differential treatment of the prisoner- 


of-war should be avoided. as much as possible. It is 


this belief that makes me doubt the wisdom of the 
Returned Prisoners-of-War Associations which -.are 
springing up everywhere. Our British practice, admir- 
-able in many ways, of forming associations for specific 
purposes can be and often is overdone. I am sure that 
most returned prisoners will not want to perpetuate 
their experience, they will want to relegate it firmly to 
the past.: Their problems will mostly be little different 
from those of other ex-Servicemen. It would seem at 
once simpler and more effective that existing bodies, 
such as the British Legion, should extend and modify 
their organisation to meet this new need. 

The normal prisoner-of-war, I am convinced, does 
not want sentimental commiseration with solatium, but 
he does want understanding and a‘just appreciation of 
the contribution he has made. He cannot help feeling 


it that men who joined up possibly long after he was - 


‘in the bag” are promoted to ranks well ahead of his 
own. Of course he. recognises this as inevitable and 
accepts it as the luck of the draw, but is it absolutely 
necessary that, as has happened in a number of cases, 
ranks conferred and’ presumably merited three, four 
and even five years ago cannot be confirmed because of 
regulations designed without any reference to such a 
situation ? It is neither consoling nor very fair to tell 
these men that they might well be buried under Libyan 
sand. They know that it is much more likely that they 
would by now hold ranks considerably higher, sincé many 
of them are experienced regular soldiers or territorials. 

- Wisdom, discretion and flexibility must be shown in 
the handling of these and kindred problems, and these 
men should be given the chance, which is their due, to 
make up for the years that the locusts have eaten. 
This is desirable if only to avoid the presence in the 
body politic of an irritant sore which might well reach 


troublesome proportions. These men have been tried 


and proved in adversity. Wisdom and understanding can 
make them a source of future strength for the nation. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


“ NICE chap, that short fellow.” ‘‘ Yes, a Mary’s 
man too.” “ENT specialist you said?” ‘‘ No GU 
specialist really, but he does the ENT work as well.” 


“ But, I thought you introduced him as the ENT . 


specialist and that short. sandy-haired fellow .. .?” 
“ That’s the radiologist and he’s being trained in anæs- 
thetics by the GU specialist.” ‘‘ But surely old boy, 
surely in a hospital of that size . . .?”?” ‘‘ I know what 
you're going to say. Each man to his own specialty. 
You’re old-fashioned. You belong to the days of over- 
specialisation.: In lots of our‘ places now we have 
radiologist-anesthetist and GU-ENT combinations.” 
“ Well, I’ve heard of people in dance-bands who doubled 
on the sax and the uke, cornet and flute, and so on; 
but, really, how can a man be...?” “ Well, these 
people have been trained. They’ve done a- course in 
each specialty with the best people, and been diligent in 
attendance and application, you know. They do six 
weeks in radiology and ENT, and twelve weeks, I think 
it is, in bacteriology. It gives a fellow a chance to gain 
experience in the different specialties in succeeding 
“Wait a minute! Would you like to 
have a submucous resection done by a fellow who had 
had six weeks training in ENT? It needs some experi- 
ence and judgment, that sort of operation. Even tonsil- 
snatching is an art. And what about the ophthalmo-: 
logical specialists 2 I suppose they can read the Snellen 
types and use a spud? And the surgeons? Are all 
the surgical specialists allowed to do knees?” ‘ Well, 
they’re all on the Register, same as we are, and their 
opinion is as good as yours or mine, in the law. I think 
it’s really a far-sighted policy, you know. When these 
chaps go to pension after the war, they’ll be eminently 
suited for these new health centres. In fact, recently, 
one went from here determined to do a lab. job before 
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he left the service; it was the only specialist‘ appoint- 
ment he hadn’t yet held. He’ll be just the right man to 
be Regional Centres Director.” ‘‘ Then, do vou think 
that the GMC are going too far by starting a Register of 
Specialists ? ” i 
“ Your boat’s along-side, Sir.” I left. 
* %* * 

An outpatient sigmoidoscopy was the next case on 
my list, and I told my HS to pass a sigmoidoscope on 
the patient -who was sitting in the angsthetic room. 
The HS came back and said, “ That is a private patient 
sent up for you to look at her throat.” This is akin to 
the first-hand story of the Berlin surgeon who, desirous 
of demonstrating his new sigmoidoscope to an English 
visitor, followed the old German custom of seizing the 
nearest outpatient, and disregarding her protests passed 
the instrument. When the examination was over he 
discovered that it wasn’t a patient at all but only a 
visitor. However, the tale has a true Teutonic ending, 
for on being- informed that the demonstration of a new 
instrument to a foreigner was for the greater glory of 
the Reich, the temporary patient said ‘‘ Heil Hitler ”’ 
and was well pleased. | 

xk k 

“When I saw the Ra T at the end of Orders, that a 
party of singers from the Opera -House would give a 
concert in the village at 20.30 hours, I madc a bee-line 
for the mess secretary ‘and gladly *paid my 50 lire for a 
ticket. To-night we’ve had it. And what a shambles ! 
First there floated on the stage a pallid creature, as 
flyaway as Rip van Winkle and as inconsequential as 
Ophelia. After an elaborate announcement by a British 
officer relating to her intentions, the massacre began. 
She tore the piece to shreds ; the only parts that escaped 
were those which she inadvertently omitted. Then 


came the. tenor (or was he a baritone? No matter)... 


His gestures did him credit. There followed sundry 
others with operatic aspirations, including the bass, who 
seemed to be constantly drawing attention to the size 
of a fish which he had caught earlier in the day. He 
couldn’t keep still no how. On sustained notes he can- 


tered up tothe footlights as if inviting applause that 


never came. After item five I fled; they were lining 
up. for combined operations, Ophelia and all, and I 
couldn’t take it. 
* x% x 

The ATS with one accord 

Say ‘‘ Ma’am ” when they address her, 

And though this is an ugly sound 

It does not much distress her. 

The men, uncertain, call her ‘ Sir,” 

“ Madam ” or “ Doctor.” These 

Alike she accepts with easy grace, 

For she’s not hard to please. 


But when a sapper, semi-sober, ; 

Greeted her as ‘“‘ kid ” 

She doubted if she filled the rôle 

(And rather wished she did). 

* x x 
We may have our hazards in England now, but apart 

from Landseers, we are not much bothered by lions. 
Livingstone’s account of his lion trouble is still a model 
case-note, as I found on picking up Hughes’s life of him 
the other day. 


i . I saw the lion in the act of springing upon me. He 
caught me by the shoulder, and we both came to the ground 
together. Growling horribly, he shook me as a terrier. dog 
does a rat. The shock produced a stupor similar to that 
which seems to þe felt by a mouse after the first grip of the 
cat, It caused a sort of dreaminess, in which there was no 
sense of pain nor feeling of terror, though I was quite con~ 
scious of all that was happening. It was like what patients 
partially under the influence of chloroform describe—they see 


_the operation, but do not feel the knife. This placidity is 


pr obably produced in all animals killed by the carnivora ; and 
if so, is a merciful provision of the Creator for lessening the 
pain of death. . I had on a‘tartan jacket, which I 
believe wiped off the yirus from the teeth that pierced the 
fesh, for my two companions in the affray have both suffered 
from the usual pains, while I have escaped with only the 
inconvenience of a false joint in my limb.” 


Well, he seems to have solved the problem of comfort 
in anesthesia. 
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Letters to the Editor 


WHOLEMEAL AND LAXATIVES 


Srr,—Your readers may be interested in one of the 
side effects of the composition of flour. At various time 
since 1940 orders were made by the Government of Eir 
regulating the extraction of flour used. The dates and 
effects of these orders are shown in the subjoined table 
and with them the sales of Epsom salts as ascertained 


from the three largest: wholesale distributors in the 
country : 
ae EN poss cepa E 
Extrac- Sales of Epsom salts in tons | 
Year pee va tion of |———— —— 
| four (%), Firm A Firm B F irm C Total 
1930 | octi) 75°) 6 w 31 77 
Jan. 9 | s0 | 
19414 | Jan.27; 90 | > 53 26 324 63? 
Mar. 18, 95 | 
1942 | Feb. 16 100 | 33 24 15 | 42% 
1943 | (same) | 100. © Nil 16 73 | 23! 
These "TEN do not, of course, purport to repi esent the 
total sales of laxative drugs during the period covered, 
but they reveal the trend of such sales and are sufficiently 
indicative of one of the physiological benefits of the us 
of flour of high extraction. 
‘It was pointed out, to me by one.of the firms that there 


had been a change-over from Epsom.salts to proprietary 
articles in public favour, but inquiries elicited the fact 
that the sales of these fell from 4200 packages in 1940 to 
2390 in 1943. These figures are interesting enough, but 
just as interesting perhaps is the information volunteered 
by one firm that their sales of “ Commercial ” Epsom 
salts diminished from 34 tons in 1940 to 12 tons in 1943. 
so that even the cattle appear to have benefited ! This, 
no doubt, has been due to the total stoppage of the 
importation of protein concentrates and the substitution 
of more rational feeding-stuffs in the way of crushed oats, 
barley, &c. 

~ Since Dec. 13, 1943, the flour which is on sale represents 
an approximate extraction of 823%, being comprised of 
10% barley flour of 65% extraction, with 90% wheaten 
fiour of 85% extraction, and it will be interesting to note 
the effect of this reversion on the sales of these 
commodities. l 

Public Health Department, Cork. J. C. SAUNDERS. 


HAZARDS IN THE TREATMENT OF 
l VARICOSE VEINS 
SIR, —Y our leading article of March 11 painted a 


-terrifying picture of the risks run by a patient With 


varicose veins who submits himself to treatment by 
combined ligature and injection. It would, I think, be 
unfortunate if attention was not called to the fact that 
most of these hazards are simply the result of bad surgery 
or the wrong choice of reagents, and so are avoidable ; ; 

and the risk of deep thrombosis or embolism is at least, 
as rare in this operation as in any other. 


Slow healing and local necrosis.—I, like others, have seen 
far too many Service patients who have taken 6-10 weeks 
to heal up after a varicose vein operation. This complication 
is due to: 


(1) Inadequate asepsis during operation—no further 
comment on this is needed. 

(2) Contamination of the wound in the first few days after 
operation. Bandages or strips-of adhesive are of no 
use in anchoring the dressing. A small narrow piece of 
gauze just large enough to cover the incision should be 
fixed on by covering it completely with ‘ Elastoplast.’ 

(3) Imperfect apposition of the skin edges. If, as is usual, 
the incision is oblique or transverse, there is a tendency 
for the skin edges to turn in. This must be prevented 
by using vertical mattress sutures. 

(4) Spilling or leakage of the sclerosing fluid on to the 
wound. This can þe dealt with by (a) packing off the 
wound before injecting ; (b) wiping out the wound after 
injection with a swab soaked in saline ; and (c) using a 
cannula for injecting—it is diflicult to make the injec- 
tion through a needfe. | 
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(5) I am firmly convinced that’ slow healing is more likely 


to occur when sodium morrhuate or ‘ Ethamolin ’ is used. 


for the injection. Most of the cases of slow healing I 
have seen have followed the use of these reagents. I 
have tried all the common reagents and find that the 
non-soapy solutions—quinine-urethane, sodium sali- 
cylate, sodium chloride—give much less perivenitis and 
better healing. 


[ have personally tied and injected the saphena vein over 
00 times without any appreciable complication. Three 
imes, early in the series, the inguinal incision failed to heal 
oy first intention, but the last 400 have healed perfectly 
and no further dressing was needed after the stitches were 
removed -on ‘the 4—5th day after operation. 

Toxic poisoning and anaphylactic collapse.—I agree with 
my friend Mr. Dodd that ‘sodium morrhuate has no virtues 
and often has unpleasant effects. I am fond of ethamolin 
for ordinary—subcutaneous—injections because, unlike 
quinine-urethane and sodium salicylate, there is little risk 
of sloughing if a little escapes from the vein. As I have 
mentioned already, I do not consider ethamolin suitable for 
simultaneous ligature and injection. I used to use sodium 
salicylate (30%) and, though personally I was satisfied with 
it, 1 gave it up because a former assistant of mine had a 
fatal case of poisoning from using it—the dose used was 
probably excessive. For the last two years -I have used 
sodium chloride (30%) and find this completely satisfactory. 

Accidental tying or injection of femoral vein or artery.— 
It is fantastic that anyone so careless and incompetent as 
to make such errors should be allowed to operate. | 

Deep thrombosis and embolism.—I have never seen any 
sign of deep thrombosis or embolism in 900 cases. There 


are many surgeons with similar records and in view of such 
results we should not allow Atlas’s experiences to frighten us. 


I am not impressed by the bogy of so many surgeons 
—the risk of general anesthesia for these operations— 
for the great majority of my cases have been operated 
on under general anesthesia (‘ Pentothal’ or gas and 
oxygen). 

Simultaneous ligature and injection of varicose veins 
is no more foolproof than any other operation, but in 
the. hands of any reasonably careful and competent 
surgeon the hazards are minimal, and the results, as you 
say, are “particularly happy and curative.” 


Liverpool, J. B. OLDHAM. 


REHABILITATION FOR ATS 


S1r,—In view of the scarcity of information about the 
rehabilitation of young adult women after common 
illnesses and injuries, a preliminary report on the 


first 100 cases at a recently opened centre may be of > 


interest. i 
Any cases considered by a MO to require a graduated 

course of physical exercise were accepted., with the 
proviso that they must be able to walk about the camp 
and eat a normal diet. No patients with recognised 
neuroses were accepted, or cases with limbs in plaster. 
Otherwise the sample (100) was unselected, 70% coming 
from hospitals and convalescent homes, and 30% from 
work. The programme was based on the assumption 
that the majority would require a course lasting 4 weeks. 
So far a number are sent too late to require more than 
2 weeks, and a number only reach their peak of fitness 
between 5 and 6 weeks, but the turnover has not been 
large enough to reach any corfclusion as to the optimum 
length of stay. í f 

. On arrival the cases are divided into four medica 
grades, based on the type of PT most fitted to their 
condition. Grades 1 and 2 have a rest period, lying on 
their beds, for an hour during the morning, and are 
excluded from all heavy work, such as scrubbing or 
digging; they have to be in by 10 o’clock on 5 nights a 
week. Grade 1 do all their PT exercises sitting on chairs. 
They have 35-40 min. PT in the morning, held indoors 
because the exercises are not sufficiently active to keep them 
warm in cold weather. They also have 40 min. of games 
out-of-doors in the afternoon. In addition 40% of cases 
have 20 min. of extra remedial exercises during the day 
in small classes with individual attention. Grades 3 and 
4 have an hour of PT in the morning and 40 min. of 
games in the afternoon, all taken out-of-doors when 
_ Weather permits. i 


REHABILITATION FOR ATS 


. advice. 
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Educational training is divided into special subjects 
for an hour in the morning and matters of general interest . 
for 40 min. in the afternoon. Special subjects relate to 
the work the girls are to return to, and aim at giving 
them background to, and interest in, their jobs. In 
addition, various voluntary clubs and societies fostering 
interest in handicraft, languages and music are carried 
on in the evening by the education staff, and an informa- 
tion room provides the news of the day. .. 

For education purposes a medical] grade is unwieldy, 


-. containing very varied ability,.so that both the bright 


and the dull girls get no benefit. It was found necessary 
to subdivide the grades into the more intelligent and the 
less intelligent.. Awakened intellectual interests stimu- 

- lated interest in the remainder of the training, and led to | 
more zest for the physical activities. All training is kept 


` well within the ability of a convalescent, but so graded 


that the next step up is*taken as soon as readiness. is 
shown for it. ' i 


Trainees spend an hour in the early morning in 


- cleaning and tidying their rooms and persons; an hour 


in the morning and 40 min. in the afternoon on. outdoor 
occupations, which include gardening and general main- 
tenance; and 30 min. on practical training in the 
afternoon. The programme ends at 4.30, and the evening 
is free. Some’ entertainment is provided at the centre 
every evening for those who do not wish to go out. 

On admission 37 expressed dissatisfaction with the 
type of work on which they had been employed, and 17 
of these were referred to an industrial psychologist for 
As a result, 2 were put into more suitable jobs, 
and the rest reassured. On. discharge, 32 of these 
expressed keenness and enthusiasm to return to their 
previous work. ` | 

Of the 100: cases, 6 were considered tò be failures ; 
3 were neurotics and 2 of these have since been transferred 
to a psychiatric hospital ; one had dorsal fibrositis which 
did not respond to training in any way, and 2 had severe 
foot defects, which rendered them unemployable in the 
type of work they were fitted for and of too long standing . 
to benefit from the training. 

The results on the whole have been satisfactory, and it 
has been striking how the feeling of wellbeing induced 
has outstripped the actual physical improvement. 
Nearly half the patients showed a gain of weight of more 
than 1 Jb. during the course, and all returned to their work 
fit for full duty, with the exception of the 6 failures 
noted. 


Bromborough, Cheshire. CONSTANCE LARGE. 


REHABILITATION AFTER ABDOMINAL 
| OPERATION 


Sir,—While watching some men exercising after bath- 
ing I noticed one with a hernia which came down when 
he stood up but went back when he lay down. There 
was nothing’ unusual in that, but when I saw that the 
vigorous abdominal exercises he was doing did not pro- 
duce even.a bulge I became interested, and found that no 
amount of exercise which did not fix the diaphragm and 
increase the intra-abdominal pressure would bring the 
hernia down. Some months.later, finding that there 
were always between 100 and 200 herniotomy cases in my 
convalescent depot, and that they had been forbidden to. . 
do PT or heavy work, I decided to give them exercises 
to strengthen their abdominal muscles. A system of 
regular and progressive PT for abdominal cases was 
elaborated which not only benefited them physically and 
psychologically, but taught us what kind of work, and 
how much of jt, they were capable of doing without harm. 
These exercises have now been used in some thousands of 
cases and have toned up the abdominal musculature 
without in any case causing a recurrence of the hernia. 

As a rule hernia cases do not come to a convalescent 
depot till 6 weeks after operation. Many of them have 
had no abdominal exercises before admission, so the 
majority start in the lowest of three grades. The 
exercises are done for 20 min. daily and are incorporated 
into the hour of general PT. In the first week exercises 
are moderately strenuous, in the second more strenuous, 


-and in the third and fourth weeks very strong. At the 


end of four weeks men go out with powerful abdominal 
muscles in which they have complete confidence. 
Exercises likely to raise intra-abdominal tension are 


Y 


. my convalescent depot. 


log swinging in circle to left and right. 
‘facing, one foot forward, log circling towards and away from 


°° 
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avoided. .The following are those in use at present in 


a 
GRADE I ( 6-7 WEEKS AFTER OPERATION) 


(1) Lying on back, one knee bent—quick leg aac 
(2) Lying on back, one knee, bent—raising, stretching and 
lowering of one leg, ‘then both. (3) Sitting, knees bent, hands 
on floor—rhythmical stretching of legs, reaching forward with 
hands to touch toes. (4) Lying on back—raising and circling 
of each leg in turn. (5) Lying on back—raising, parting, 
lowering, raising, bringing together, and lowering of both legs. 
(6) Lying on back, hands behind neck, elbows held down by 
partner, knees bent—knees raised and swung from side to’side. 
(7) Rhythmical retraction of abdomen to contract trans- 
versalis. (8) Position of attention to check posture. i 


GRADE II (7—8 WEEKS AFTER OPERATION) 


(1) Lying on back, arms stretched sideways—alternate leg 


raising and crossing to touch opposite hand. (2) Sitting facing 
in pairs, legs interlocked, hands on hips—leaning backwards 
to angle of 45°. (3) Lying on back, arms extended above 
head, ankles held down by partner—trunk raising and hands 
reaching forward to touch toes. (4) Lying on back, knees 
bent—both knees raised to touch chest. (5) Facing partner, 


astride, left hand grasping partner’s left wrist—turning trunk 


to right against resistance, changing to right grasp and left 
trunk turning. (6) Retraction of abdomen to contract trans- 
versalis. (7) Position of attention to check posture. 

GRADE III (8-10 WEEKS AFTER OPERATION) 


(1) Astride, hips firm, trunk circling. (2) Lying on back, 


arms extended above head, trunk raising and hands reaching _ 


forward to touch.toes ; followed by lying on back, legs raising 
to touch ground behind head with- toes. Rhythmically 
repeated. (3) Lying on back, hands behind neck, elbows held 
down by partner, legs raised to angle of 90°—swinging of legs 
from side to side. (4) Teams sitting facing, log held in arms, 
alternate forward and backward bending. (5) Teams lying 
head to foot, log supported on chests, alternate and both legs 
raising with log raising. (6) Teams standing facing, astride, 
(7) Teams standing 


each team. 


The log exercises are done by iwo teams of 4, and are 
much enjoyed by the men. The log weighs 90 lb. and 
the exercises are spectacular, but not too heavy. 


` Kingston, Surrey. S. D. LARGE. 


TOXIC REACTIONS TO SODIUM DEHYDRO- 
CHOLATE 
SR, —You published on Feb. 5 a letter from me on 
reactions to “ Decholin,’ used intravenously as a test of 


circulation-time, and a further letter on the subject from 
Dr. Winternitz on Feb. 26. I have since had some 


. correspondence with Dr. Winternitz and others on the 


subject, and the position may be fairly summed up as 
follows. 

Reactions of the type described have been experienced 
from time to time by many people using decholin. The 
type of reaction has always been the same—a rise of 
temperature, rigor, and more or less severe malaise 
beginning about an hour after injection. These attacks 
are not peculiar to heart cases, since reactions have also 
been experienced in healthy ‘‘ controls ’’ with smaller 
doses than those commonly used. The makers of the 


‘preparation I used inform me that on testing the remain- 


ing ampoules of the batch (issued in August, 1942), 
reactions typical of a pyrogen were ‘observed in rabbits ; 
the same batch tested at the time of issue did not give 
such reactions. 

_It seems probable therefore that the reactions which I 
observed were in fact due to pyrogens developing after 
the preparation was autoclaved:: This would seem to 
exonerate sodium dehydrocholate itself as a toxic sub- 
stance. The development of pyrogens in distilled water 
is, of course, usually the result of the growth of sapro- 
phytes and is excluded by adequate sterilisation. Since 
reactions of the same type have been observed with 
different preparations of this substance, one has to 
assume provisionally: that there is some factor in the 


mode of preparation which is responsible, in an unpre- 


dictable way. A satisfactory chemical explanation may 
perhaps be forth coming. 
D. G. LEYS. é 


- Inverness. 


—_ 


TOXIC REACTIONS .TQ SODIUM DEHYDROCHOLATE 


"1. Strean, L. P. Canad. med. Ass. J. 1940, 42, 525. 
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CONTROL. OF PERTUSSIS 


Sm,—In your leading article of Feb. 5 you make some 
statements which leave a false impression regarding the 
rôle pertussis endotoxin plays in the clinical course of 
whooping-cough. Apparently the work we have done in 
Canada on pertussis } 2 has been overlooked entirely. In 
fact, the skin test (Strean) using pertussis endotoxin as an 
index of immunity to pertussis was not even: mentioned. 
The pertussis toxoid-vaccine and pertussis anti-endo- 
toxin combined with antibacterial serum (rabbit), both 
products on the Canadian: and American markets ‘for 
several years, were not referred to. 

To control pertussis it is desirable to determine who are 
susceptible and in the event of an outbreak to treat those 
who have been in contact with the disease and also those 
showing clinical manifestations. In papers I presented 
at two annual meetings of the Society of American 
Bacteriologists, abstracts of which were published in the 
Journal of Bacteriology,? it was shown. how immunity to 
pertussis can be determined by a skin test (Strean) and 
how several outbreaks of pertussis involving 750 treated 
patients were controlled promptly with the use of specific 
rabbit antitoxic serum. Furthermore, my published 
data prove that a specific antitoxin has been demon- 
strated in the blood of newborn infants negative to the 
skin test and in older children who had recovered from 


pertussis. 
In this connexion I should like to quote some pertinent 
statements of Evans*: _ í 


“ In view of the potency of pertussis toxin and its lethal 
and necrotic properties, one would supposethat it might be a 
factor in establishing infection by damaging tissue in advance 
of invasion, and that antitoxic immunity would therefore 
have a prophylactic value. This supposition is supported by 
the recent work of Strean and others (1941), who are of the 
opinion, based on clinical results, that pertussis toxin can be 
used to test susceptibility of children to whooping-cough in 
the same way as Schick toxin is used in diphtheria. These 
workers have also obtained results which indicate that serum 
containing pertussis antitoxin, given therapeutically, has a 
beneficial effect on the course of the disease. It will be inter- 
esting to see whether these preliminary results are confirmed 
on a larger scale. Ifso, there will be no reason to doubt the 


_ importance of pertussis toxin, and good grounds for believing 


that something would be gained in prophylactic treatment by 
stimulating the production not only of antibacterial Padi 
but also of antitoxin.” ` 


Large-scale clinical trials have been made on these 
newer products and the results were very encouraging. ` 
In fact, in the treatment of over 1000 cases of pertussis 
no deaths have been reported attributable to H. pertussis 
or secondary invaders in the respiratory tract. Many of 
these cases were infants under 3 months of age and four 
were under 6 weeks. When specific rabbit antitoxin was 
given early in the disease and in adequate Volume, the 
lymphocyte-count dropped promptly, the skin test was 
reversed, the vomiting stopped, the paroxysms were 
reduced in frequency and severity, and the disease was 
shortened considerably. 

Finally, if pertussis endotoxin does not play a rôle i in 
pertussis infection one might reasonable pose the 
question—what kills the mouse when live H. pertussis 


.phase I organisms are injected intraperitoneally or intra- 


venously ; what produces the dermonecrosis in rabbits 
and guineapigs, and why are these manifestations of 
toxicity. completely inhibited when the mouse. rabbit or 
guineapig are protected with specific antitoxin ? 


Bacteriology Dept., 7 
Ayerst, McKenna and Harrison Ltd., Lyon P . STREAN. 


Montreal. 


Thesis, McGill 
University, 1942. With Grent, A. Canad. med. Ass. J. 
1940, 43, 528. With Lapointe, D. and Dechene, E. Jbdid, 
. 1941, 45, 326. 
2. Strean, L. P. J. Bact. 1942, 43, 80. Jbid, 1943, 45, 72. 
3. Evans, D. G. Lancet, 1942, i, 529. 


Foop EDUCATION Soorery. —At 3 PM, on Monday, April 
24, at the London School of’Hygiene, Keppel Street, W.C.1, 
Sir Norman Bennett will give a public lecture on food and the 
teeth. ; 
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E Parliament 


ON THE FLOOR OF THE HOUSE 


MEDICUS MP 


THE Education Bi} has passed through the committee 
tage and was reported to the House. It is to go through 
ts further stages at anearly date. The difficult fence 
>f the Roman Catholic claim to a 75% grant for buildings, 


nstead of the 50% offered, was jumped by making loan . 


facilities available under conditions applicable to local 
zovernment authorities and at the same rates of interest. 
This expedient was viewed with alarm in some quarters 


as likely to perpetuate the existence of Church of 


England schools in single school areas. The religious 
issue is not dead but sleeping. The general consensus 
of opinion in the House is that the religious controversy 
as a previous generation knew it has passed out of 
practical politics. 


This final part of the education debate brought the. 


House up to the Easter adjournment. but it is now 
permissible to say that the House will meet again on 
Tuesday, April 18. Between that date and the Summer 
recess: there is a big programme of legislation—the 
completion of the Education Bill, a debate on the 
Beveridge white-paper and one or more bills to imple- 
ment some of its}provisions, and, of course, the budget, 
which is to be opened on Tuesday, April 25. In the year 
of the Second Front operations prophecies about the 
budget are reserved. It is a case of wait and see. 
Immediately after the House reassembles there is 
to be a debate on scientific research in preparation for 
which the Government have published a white-paper 
(Cmd. 6514), which gives an account of the powers and 
functions of the Development Commission and the 
Privy Council committee. Under this commission work 
the Department of Scientific and Industrial Research, 
the Medical Research Council and the Agricultural 
Research Council. In addition to these, separate 
Government departments have several organisations of 
their own, and there are the many research associations 
formed by industries under the DSIR. Most significant 
of all perhaps is another scientific body, created during 
the war in October, 1940, as the Scientific Advisory 
Committee of the War Cabinet. This committee is 
composed of the president and two secretaries of the 
Royal Society and the secretaries of the DSIR, the 


MRC and the ARC. A cabinet minister, the Lord ’ 


President of the Council, is its president, and Sir Henry, 
Dale is chairman. This committee acts as adviser to 
the Government on special scientific problems and on 
the selection of individuals for particular lines of scientific 
inquiry. It also has the duty of bringing promising 


new scientific or technical developments which may: 


be of importance to the war effort to the notice of the 
Government. - Scientific knowledge and experience is 
now more closely integrated with the work of the Govern- 


‘ment than ever before, and it is that which keeps us ` 


scientifically ahead of the enemy. This vast power is, 
however; only indirectly correlated with the ordinary 
work of the Parliamentary machine’ and the debate 
„on scientific research. may bring out further arguments 
.in favour of some reform of Parliamentary procedure. 
Some measure of reform, such as the delegation of 
discussion and criticism of specific projects to com- 
mittees of the House, rather than to the House as a 
whole, is widely felt to be-desirable.’ The urgency of 
reconstruction on a big scale after the war is generally 
admitted. The working out of the Beveridge plan, 
the Medical Services plan and the world nutrition policy 
of the Hot Springs conference which is to be applied 
In this country, are all great undertakings and only 
some out-of many. The discussion of the organisation 
and control of the Medical Services will be a concrete 
case necessitating the setting up of new machinery. 
The Central Medical Board for administrative control 
and the Health Services Council for scientific advice 
are only two of the new expedients proposed. Mass 
production on bureaucratic lines will not serve the needs 
of sych a service. We are beginning an era of large- 
scale planning. and it is to be hoped of scientific planning.’ 
Parliament will have to face up to new conceptions of 
organisation. | 


PARLIAMENT 


` into a 12-bed hospital at a cost of £18,000. 
turned the proposal down on the grounds that separate — 
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MATERNITY BEDS > ' 
A LOCAL PROBLEM 


NEWCASTLE-UNDER-LYME has a population of nearly 


70,000, but there are no maternity facilities in the 
borough and women have to go ‘for their confinement 
to Stoke-on-Trent, Lichfield, Stone or other outlying 
districts. Mr. J. D. Mack, member for the ‘borough, 
set out a distressing situation on a motion for adjourn- 


£ 


ment in the House of Commons. In December, 1934, he . 
said, the town clerk had suggested to the Ministry of | 
Health that Brampton Tree House could be. converted : 


The ministry 


small maternity homes were uneconomical and suggested 
that maternity accommodation: should be provided in 
connexion with a general hospital. . In March, 1935, the 
ministry wrote that the county council intended to 
develop the poor-law hospital in Newcastle, known as 


St. John’s Institution, into a public health hospital. 


The ministry urged the borough and county councils 


to come to an agreement, but the proposals made by-the | 


county council were unacceptable to the: corporation. 
In 1937 the St. John’s Institution was pulled down, 
though a deputation ‘to the ministry asked that new 
blocks should be built before the old ones were destroyed. 
No alternative accommodation had been provided and 
the county council had no intention of building a general 
hospital at Newcastle. Mr. Mack asserted that in the 
past the ministry has done everything it could by sins of 
omission rather than sins of commission to frustrate the 
borough council’s aim and put no pressure upon the 
county council to erect a hospital inside the borough. 
In May, 1939, the town clerk proposed to the ministry 
that the Victoria nursing-home at a cost of £11,000- 
£12,000 would make a good maternity home for the 
borough, and the MOH sent plans to the ministry but 
they were turned down. Ir 1943 the question was raised 
again but the ministry said that owing to the war they 
could not do much about it: At a stormy interview on, 


Nov. 25 last, the ministry offered to consider the adapta- _ 


tion of a private house if a suitable one could be found. 


But this was not now possible. Mr. Mack thought that — 


the overtures which had been protracted over ten years 
were an indictment of the inefficiency of the ministry 
as well as of the county council. 


_ THE MINISTER’S GENERAL SOLUTION 


‘Mr. WILLINK, in reply,said itwas recognised nowadays - 
that small independent maternity homes were not the 
proper provision for this important service. There 


should always be association with a big hospital for cases - 


of difficulty and complication. He did not remember a 


‘word of criticism in debate on National Health Service 


of the proposals that these homes should bé the concern 
of the new joint authorities, which means that neither 
county nor non-county boroughs will have such homes. 
Hence, except as an emergency measure, one would not 
contemplate bringing into existence a small, local, 
entirely independent maternity: home. He did not 
think he could usefully go back to 1934. He would 
rather deal with the present and the future. The war 
years had increased the demand for maternity beds. 
In 1938 there were in England and Wales 11,500 mater- 
nity beds. Today there were 15,500. In dddition there 
were 2500 emergency maternity beds, and 500 more had 
been approved. Before the war beds were available for 
gpproximately a third of the births ; today there were 
beds for half of the births. On that basis Newcastle- 
under-Lyme ought to have access to something like 
30 beds. Unfortunately it had not been possible to find 
temporary ‘extra’ premises: But the Burslem Hospital, 
which had been taking more Newcastle than Stoke 
patients, though it was nearer Stoke, was adding 18 more 
maternity beds with the approval of the ministry and it 
was hoped that they would be ready by June. Stoke- 
on-Trent owned a hospital known as The Limes Maternity 
Hospital, and a hutted extension has been approved 
there with 16 new maternity beds. The Stoke council 


was prepared to codperate by setting aside 4 of these | 


additional beds for Newcastle patients; there should 
therefore be available within a few months 34 additional 
maternity beds. That should be sufficient to meet the 
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needs of a population of just on 100,000. He hoped that 
Newcastle-under-Lyme would not be too clear in its 
demand for its own specific maternity home. That was 
not what was envisaged in the new health service. 


E Obituary 


Ped 


ALFRED ERNEST RUSSELL _ 
MD LOND, FRCP , 


e 


As we have already announced, Dr. Russell died on 


= March 26 at Finchampstead Ridges, in Berkshire, where 
he had madc his home for several years.’ Like his friend 
-and former colleague, H. G. Turney, who died a few 
weeks before him, he spent almost his whole professional 

. -life at St. Thomas’s Hospital, 
aeons from student days onwards. 
He entered the medical school 
as a scholar in 1889 from the 
Roan School, Greenwich, and 
he worked so well that he won 
the gold medals of both the 
MB and BS examinations. 
Thereafter he served a long 
apprenticeship at St. Thomas’s, 
holding a series of junior 
appointments in the nine years 
from 1893 to 1901. While 
awaiting a vacancy on the 
staff of his own hospital he 
became assistant physician at 
the West Landon Hospital, but 
maintained his connexion with 
St. Thomas’s medical school as 
demonstrator in physiology and 
pharmacology and Salter research fellow. His interests 
were exceptionally wie, and at this time he was writing 
textbook articles on diseases of the blood and of the 
spleen, as well as miscellaneous communications oh lung 
puncture, diabetes, reflex cardiac inhibition, blood plate- 
lets, eosinophilia, coagulation-time, intraperitoneal sup- 
` puration, the treatment of strychnine poisoning and 
tetanus by spinal anesthesia, and the pathology of 
uremia and epilepsy. He was likewise a member of 
many societies. including the Physiological, Clinical, 
Pathological and Neurological. In 1908, when he was 
appointed outpatient physician, he gave the Goulstonian 
lectures of the Royal College of Physicians. choosing 
as his subject disorders of the cerebral circulation and 
their’ clinical manifestations. A book on Emergencies of 
General Practice, written in collaboration with Percy 
Sargent, appeared in 1910. During the late war he 
served for a time in the RAMC, returning to St. Thomas’s 
as physician to inpatients. For many years he was 
physician also to the Connaught Hospital, Walthamstow, 
and he succeeded Sir Seymour Sharkey as medical 
referee to HM Treasury. — 

Russell had a wide knowledge of general medicine and 
never attempted to specialise. Nevertheless he knew as 
much of many specialties as did the specialists. To his 
hospital, both in the wards and on committees, he gave 
of the best that was in him. He liked everybody, and 
everybody liked him. A colleague recalls that for many 
years he was subject to paroxysmal tachycardia. ‘‘If an 


Lafayette 


attack started during a ward round he would demonstrate 


on himself to his class, to his own evident enjoyment, the 
dénouement being the termination of the attack by 
pressure on the carotid sinus, a manœuvre with which 
he was always successful.” ` ù 

On leaving London he settled first at Banstead, and 
continued to see patients in consultation with practi- 
tioners in that part of Surrey, who greatly walued his 
help. His opinion was based on wide knowledge and 
patient care, and it was always given with a considerate- 
ness that came of great kindness of. heart. From 
student days medicine had claimed most of his thought, 
and he had few leisure pursuits. 
the collection of Chinese porcelain and antique furniture, 
in which he delighted. TT, 

Six years ago Dr. Russell was disabled by coronary 
thrombosis, from which he never recovered fully ; but 
he bore his long and trying illness with fortitude and 
unquenchable humour. He died at the age of 73. Mrs. 
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‘he was educated at George Watson’s College 


The chief of these were 
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Russell, who survives him, is a daughter of the late 
Lieut.-Colonel Northcote, RMA, and they were married 
in 1918. | 
| ALEXANDER MORRISON McINTOSH 
CMG, MB EDIN, FRCSE l 

Dr. A. M. McIntosh, who died in Edinburgh on 
March 19, was until recently senior regional medical 
officer for the Scottish Department of Health, and 


during the early years of this war was responsible for 


the organisation ,of the hospitals of south-east Scot- 
land. The son of a Galashiels hosiery manufacturer, 
and the 
University of Edinburgh, and after graduating in 1 898 hbe 


spent some time abroad visiting the medical schools of 


Paris, Freiburg and Berne. - He took his FRCSE in 1902 
and four years later he was appointed surgeon to the 
Ponton Street Dispensary. 
practice during the last war to serve as ADMS to the 
52nd, bdth and 67th divisions, and later to the Sth 
Army Corps in Egypt. On his retirement with the. rank 
of colonel he was awarded the CMG, and in 1919 he 
became deputy commissioner of medical services in 
charge of orthopedics in Scotland for the Ministry of 
Pensions. He joined the health department in’ 1921 
as a district medical officer and for many years he was 
at the head of the referees section of the NHI work in 
Edinburgh and the south-east of Scotland. T. F. writes: 
“ Dr. McIntosh was essentially a kindly man, though 
he sometimes assumed a severity foreign to his nature. 
For some years before he retired his health was only 
indifferent and latterly he found the Scottish winters 
trying. But even when he was able to continue at 
work only with a struggle, he never lost interest in the 
welfare of the patients with whom he dealt and main- 
tained the most cordial relationships with his colleagues.” 


DONALD SRIMGEOUR BATEMAN 
BM OXFD, MRCP, DCH; WING-COMMANDER 


News has reached this country of the death in a 
flying accident of Wing-Commander Donald Bateman 
while serving in the Middle East as physician in charge 
of the medical division of a RAF hospital. He was the 
eldest son of Dr. W. H. Bateman of Bamford, Rochdale, 
and a descendant of William Bate- 
man, the Manchester merchant who 
was one of the founders of the 
Royal Schools for the Deaf at Old 
Trafford. Educated at Epsom Col- 
lege, University College, Oxford, 
and St. Thomas’s Donald Bateman 
qualified in 1930. As a student he 
had been attracted to the study of 
children’s diseases, and after hold- 
ing house-appointments in this 
department at St. Thomas’s and at 
Great Ormond Street he worked in 
Vienna and later in New York in 
the children’s. division of the- 
Bellevue Hospital. On his return 
to England he was appointed 
Wander: scholar and children’s 
registrar at the Westminster, after- 


wards holding similar posts at Great Ormond Street and - 


at the London Hospital. One of his chiefs sums him 
up at this stage: ‘‘ Bateman was an excellent and 
popular teacher, but what always endeared him to me 
was the invariable courtesy and kindness he showed to 
all poor mothers in trouble.” Then Lancashire drew 
him back. He had married Elsie, only daughter of 
Leonard Tweedale of Rochdale, and he hoped to carry 
on the Bateman tradition, So when in 1939 a vacancy . 
occurred on the staff of St. Mary’s Hospitals he filled it 
gladly and was just beginning to find his feet in the 
pediatric department there, besides taking a consider- 
able share in the teaching, when war broke out. He had 
joined the RAFVR in 1938 and was called up at once, 
and it was in his chance posting as flight-licutenant. to 
a RAF hospital at Torquay that he found his métier, 
For here, after Dunkirk and the Battle of Britain, came 
many young pilots who suffered from flying stress’ and 
their management called out Bafeman’s greatest human 
qualities. Nothing was too much trouble to him and 


He gave up his surgital 


x , 5 
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hany, will remember with gratitude the sympathy and 
ncouragement with which he led them back to their 
Id self-confidence. 5N 


H. T. writes: 


way justas'his talents were unfolding. “Though never of. 
obust physique, he had the ability to call forth from him- 

elf the last ounce of effort in a game or a period of work. 

Jis humanity and ready understanding made friend- 
ships wherever he went and with his sense of humour 
md capacity as a raconteur he was a wonderful com- 
9anion.”’ 

Bateman wrote easily and with enjoyment. His 
clinical papers were of the registrar class—informative 
and balanced, as though his clerks were around him 
seeking guidance in what really mattered to.the patient. 
But in biography he let himself go as a hero-worshipper. 
He was a keen member of the Oxford Osler Club and 
summed up Halsted neatly in a surgical journal. His 
biography (1940) of Moynihan is a rich store of facts 
about a commanding personality under whose spell he 
had fallen. 


ARTHUR: DOUGLAS COWBURN 
MRCS, DPH, 


Dr. A. D. Cowburn, a former coroner for South London 
and the Duchy of Lancaster Liberty, and a past president 
of the Coroners’ Society of England and Wales, died on 
March 7 at the age of 74. Born at Queensferry, the son 
of Captain Arthur Cowburn, RN, he was educated at 
Charterhouse, University College, London, and St. 
Thomas’s. He qualified in 1897 and was called to the 
bar by the Middle Temple in 1903. A year later he 
became medical officer to the honourable societies of the 
Inner apd Middle Temple. In 1912 he was appointed 
deputy coroner for West London, but this work was 
interrupted by the outbreak of war. He served as stafl 
surgeon in HMS Queen Elizabeth and in submarine depot 
ships, retiring with the rank of surgeon captain. On his 
return to civilian life he resumed his court work as deputy 
coroner for North-East London. Industrious and pains- 
taking, deliberate but firm in comprehension, Cowburn 
was never afraid to embark upon new procedure, and 
when he was. appointed in 1924 full coroner for South 
London he organised, in association with King’s College 
Hospital,.a panel of pathologists to perform autopsies— 
an idea which has sinee been adopted elsewhere. He also 
supervised the reconstruction of the mortuaries in his 
area. He was astickler for etiquette in and out of court, 
but his alleged gruffness to witnesses covered a kindly 
heart and he was a generous friend to those in distress. 
He once wrote in our columns “ just as there can be no 
happiness withdut health, there can be no civilisation 
without order, no order without law.” Dr. Cowburn 
has done his share to maintain all three.. 


ALEXANDER | ANNAND GREY 
MB, B SC LOND, DPM 


‘De. Clarke, who died on March 29, was born in India 
in 1910, was educated at Marlborough and took the 
BSc Lond at the age of 19. At Jesus College, Oxford, 
he studied forestry and later became a medical student _ 
' at St. George’s. He was casualty officer and house- 

surgeon at his hospitaland was commissioned as surgeon- 
lieutenant RNVR early in 1939. At the outbreak of 
war he was posted to HMS Courageous, the aircraft- 
carrier which was torpedoed and sunk in the autumn of 
that year. His account of the event was brilliant and 
light-hearted: how he stood in his dressing-gown (he 
had been taking a bath) on the tilted deck, considering 
whether to jump in at once or wait till the rescuers 
hove in sight, how a friend already in the water called 
- “ Come in, it’s lovely !’’, the embarrassments attending 
the rescue of a plump companion, the difficulty, later, of 
persuading ratings doing artificial respiration not to 
exert their full muscular power on the half-drowned. 
“ I kept saying “ He’s only got to breathe, you know.’ ” 
Clarke was some two hours in the sea and the devotion 
with which he attended casualties among other sur- 
vivors was highly praised. A few months later he 
developed meningitis, and on his recovery was invalided 
from the Service. He then became keenly interested in 
neurology and psychiatry, and after assisting at Swansea 


CLARKE 


OBITUARY.—-NOTES AND NEWS 


“As a teacher and writer Donald was . and worked there until his last illness. 
ready well known and it is hard that he should bé'taken: - 
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and Littlemore (Oxford) mental hospitals he took the 
DPM in 1941. Early in 1942 he was appointed medical 
registrar to the West End Hospital for Nervous Diseases, 
He acted also as 
assjstant physician. to the Mildmay Memorial Hospital: 
and to psychiatric clinies for children in the Surrey — 
area.’ His wife, a psychologist trained in the Viennese 
school, did much to stimulate his interest in psychiatry, 
and their happy partnership | was ‘rooted © in ‘shared ` 
interests. 


C. C..W.-D. writes: Alex. Grey Clarke was an ideal 
colleague, a loyal friend and an enthusiastic worker. 
His attractive personality, his charm of manner and 
ready smile will be greatly missed by all his fellow- 
workers and his patients. He was especially interested in 
the therapeutics of early psychoses and collaborated with. 
Dr. F. Prescott in a study of the mental and physical 
manifestations of vitamin-B deficiency. The time and 
energy he put into his work, and into reading for higher 
examinations, without doubt lowered his resistance to 
the infection which cut short a promising career. 


Notes and News ae 


REHABILITATION - 7 

In a lecture to the Royal Institute of Public Health and ` 
Hygiene on March 22 Mr. H. E. Griffiths, surgeon to the Albert 
Dock Hospital, London, spoke of three different interpreta- 
tions of “rehabilitation.” One school considers it to mean the- 
vocational training and placing in industry of the per- 
manently partly disabled.. A second school looks upon it as 
a process of hardening and reconditioning patients who have. 
finished hospital treatment but are not yet fit for their 
ordinary work. To the third school it begins with the 
arrival of the ambulance; the whole treatment, from the 
happening. of the accident, must be planned with the idea 
of restoring working capacity. Ideally, rehabilitation 1s 
treatment—not the treatment of a disease or an injury, but 
the treatment of the person suffering from it. 

In time of total war. rehabilitation must be interpreted 
solely in terms of working capacity ; ; and working capacity 
can be summed up in one word—“ power.” Power is pro- 


- duced by muscle action, and in achieving normal muscle 


action lies the whole secret of rehabilitation. (Mr. Griffiths 
discussed this subject more fully in his Hunterian lecture last 
year, Lancet, 1943, i, 729.) 

In industry the processes causing most fatigue are those for 
which conscious rather than automatic action is necessary ; 
the manager at the end of his day is often in a state of greater 
physical exhaustion than the labourer. When a particular 
muscle* action or movement becomes reflex it can be per- 
formed over and over again with infinitely less fatigue. Thus 
‘power is produced partly by conscious muscle action, partly by 
mainly reflex action. It is lost through three primary factors 
—pain, fear, and fatigue. In walking, every step is made a 
conscious effort by the pain of a blister, or by fear, when 
falling off a plank raised high above the ground; but on a 
route march men who have become ‘leg-conscious through 
fatigue have their minds distracted when the regimental band 
comes out to meet them : once again reflex action takes the | 
place of conscious thought. 

In preventive rehabilitation, said Mr. Griffiths, we must aim 
at preserving muscle power by maintaining normal reflex 
action ; and we can only do this if we know the patient and 
his normal reflexes. In other words, we must study the 
patient as a whole and not concentrate only on the injured 
part. It must be rememberéd too that pain and fear are 
closely allied. The fears that have to be prevented are five—of 
pain, of deformity, of unemployment, of industrial de-grading, - 
and of litigation. At the Albert. Dock Hospital a special 
department deals with these last four, and it has been an 


- unqualified success. 


British Orthopsedic Association ' 


The spring meeting will be held in Leeds on Friday and 
Saturday, May 12 and 13. At 9.15 am on Friday in the 
physiology lecture theatre at the Medical School papers will 
be read by Leeds men, and at 2 pm there will be a:olinical 
demonstration at the Infirmary by members of the staff. On 
Saturday in the physiology lecture theatre, after a business 
meeting at- 9.15 am, short papers will be read by medical 
officers in the American and British Armies, 
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Royal College of Physicians of London Ka % S 
On Tuesday and Thursday, May 9 and 11, at 4 Pm, Dr. T. L. 
Hardy will deliver the Croonian lectures at the college, Pall 
Mall East, S.W.1. 
-- the large intestine. 


Medical Casualties 
The following casualties among RAMC officers have ‘been 
announced : oS : ns: 
Wounded.—Captain J. W. R. Battram, MRCS, Captain R, A. S. 
Gibb, MB ABERD, and Captain B. C. M. Palmer, MB CAMB. 
Captain 


` Prisoners of War.—Captain G. F. Allan, MB GLASG. ; 
H. A. Deverell, MB EDIN.; Major P. V. MacGarry, MRcs ; Lieu- 
tanant Jacob Markowitz, MB TORONTO; Captain C. R. Robson, 


MB LEEDS. 


Medical Honours — f | 

The MBE has been awarded to Captain S. D. Stock, MB 
LOND., RAMO, and the DSC to Surgeon Lieut.-Commander 
W. F. Viret, mros, RN, and Surgeon Lieutenant Ranyl 


Rhydwen, MRCS, RNVR. 


London Association of Medical Women’s Federation 


On Tuesday, April 18, at 7.45 pm, at 26, Portland Place, 
W.1, Dr. Neville Goodman, deputy director of health in the 
_London office of UNRRA, will speak on problems of health in 

Europe. : 


British Institute of Radiology . 

A meeting of medical members will be held at 32, Welbeck 
Street, London, W.1, on Friday, April 21, at 2.30 pm, and on 
the following day at the same hour Dr. F. Blair Hartley will 
address the institute on the future of radiology in obstetrics: 


Royal Society of Medicine f 

A meeting of fellows will be held on Tuesday, April 18, at 
5 PM. On April 19, at 2.30. Pm, the section of comparative 
medicine will hold the fourth discussion of their series on the 
limitations and uses of comparative medicine. The subject is 
to be neurology and psychiatry and the openers are to be Dr. 
Dorothy Russell, Mr. J. R. M. Innes, D so, Mr. W. S. Gordon, 
PHD, Mr. W. H. Andrews, Dsc, and Prof. Samson Wright. 
Cases will be shown at the section of dermatology on April 20, 
at 4 PM. On April 21, at 4.45 pm.at the section of radiology, 
Mr. Alan Brews, Miss Margaret Tod and Dr. Frank Ellis will 
open, a discussion on the radiotherapy of ovarian growths. 
Specimens will be shown at the meeting of the section of 


obstetrics and gynecology on the same day at 5 pm. 


Red Army Medicine ~ E 
: The London Jewish Hospital Medical Society and the 
Jewish Emergency Medical and Dental Association are 
holding a meeting at BMA House, Tavistock Square, London, 
W.C.l, on Sunday, April 16, at 3 pm, when a film of the Red 
Army medical service will be shown. The speakers will 
include Prof. S. Sarkisov and Prof. Samson Wright. 


Eugenics Society 

: At a meeting to be held at 5 pm, on Tuesday, April 18, at 
the rooms of the Royal Society, Burlington House, Piccadilly, 
London, W.1, Mr. D. Caradog Jones will speak on the standard 
of living. - 
Faculty of Radiologists 

_ 'A meeting of the diagnosis section will be held on Saturday, 
April 22, at 10.30 am, at the Royal College of Surgeons, 
Lincoln’s Inn Fields, London, W.C.2, when Major D. C. Eagle- 
sham, RCAMC, will speak on opaque myelography of lumbo- 
sacral disc herniations, and Dr. A. M. Rackow on appendix 
radiology. ` `. 


Naval Medical Compassionate Fund 

A meeting will be held‘at 3 pm, on April 28, at the Medical 
Department of the. Navy, 64, St. James’s Street, London, 
S.W.1, to elect six directors. 


Appointments 


BERRY, G., MB: examining factory surgeon for Longton, Lancs. 
Murphy, F. D., MB NUI, FRCS: asst. surgcon to the Royal United 
Hospital, Bath. l 
UPTON-JONES, BERTHA, MRCS: examining factory surgeon for 
` Newhaven, Sussex. 


The fact that goods made of raw materials in short supply owing 
to seer conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


! 


BIRTHS, MARRIAGES AND DEATHS 


His subject will be order and disorder in- 
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| Births, Marriages and Deaths. i 


BIRTHS 


CaNE.—On March’ 5, at Tabora, Tanganyika Territory, the wife 
. of Dr. Hugh Cane—a daughter. 
CANNEY.—On April 3, the wife of Dr. R. I.. Canney of Cambridge— 
& son. : 
DE MorGAN.—On April 2, at Douglas, I.O.M., the wife of Dr. 
-H. A. De Morgan—a son. 
DIGGLE.—On April 8, at Chester, the wife of Surgeon-Lientenant 
W. M. Diggle, RNVR—a son. a 
GREEN.—On April 3, at Guildford, the wife of Mr. Anthony Green, 
FRcs—a dayghter. 

HINDE.—On March 19, the wife of Surgeon Lieutenant G. de B. 
Hinde, RNVR—a daughter. = 

INNES.—On April 1, at Queen Elizabeth Hospital, Birmingham, the 
wife of Mr. Alexander Innes, FRcs—a daughter. 

KLABER.—On April 2, at Bishop’s Stortford, the wife of Dr. Robert 


Klaber—a daughter. 
t Carshalton, the wife of Dr. J. F. Loutit— 


LoutTir.—On March 29, 
' BOn. ; 

MEADE-Ki1NG.—On April 5, at Cheltenham, the wife of Dr. M. L. 
Meade-King—a daughter. 

MILLER.—On April 3, at Herne Bay, the wife of Flight Lieutenant 
R. McKenzie Miller, MRCP—a son. 

NorTon.—On April 5, the wife of Dr. Alan Norton—a daughter. 

PETERKIN.—On April 4, at Warminster, Wilts, the wife of Captain 
D. B. Peterkin, RAMO— son. . 

STOKES.—On April 2, at Gidea Park, Essex, the wife of Dr. Wilfred 
Stokes—a daughter. . 


THOMPSON.—On March 30, at Spilsby, Lincs, the wife of Dr. Harold 


Thompson—a son. ` 
VICKERS.—On April 5, at Oxford, the wife of Dr. H. E. Vickers 
—®& son. - . 
WIGLEY.—On April 1, the wife of Surgeon Lieut.-Commander Guy 
Wigley, RNVR—a daughter. 


MARRIAGES 


ASHBY—ROFFEY.—-On April 1, in London, Michael George Corbett 
Ashby, lieutenant RAMC, to Pamela Mary Roffey. 

DAVIDSON—CARTWRIGHT.—On April 4, in Edinburgh, Ian M. 
Davidson, FRCSE, to Josephine Cartwright. 

PETERS—Sims.—On April 8, at Winchester, Rudolph Yerel Peters, 
lieutenant RAMO, to Joan M. Sims.. a 

STROTHER-STEWART—MACKENZIF.—On_ April’ 1, at Richmond, 
Yorks, Cuthbert Ridley Strother-Stewart, lieutenant RAMC, 
to Irene Michael MacKenzie. 


DEATHS 

COULTER.—On April 9, at Newport, Mon., Robert James Coulter, 
MB DUBL., FRCSI, DO. . 

KENNEDY.—On April 4, at Ash, Surrey, James Crawford Kennedy, 
CBE, MD EDIN., MRCPK, DTM & H, colonel RAMc, retd., and 
medical inspector, P. & O. B.I. and Associated Lines. 

Macnair.-—-On April 5, at Roberton, Norman Macnair, MD GLASG., 
FRFPS. 


PICKLES.—On April 8, at Thoralby, North Sork bhre Toin Jagger 


Pickles, MB LEEDS, formerly of Leyburn, aged 55. 
Roppy.—On March 15, at sea, Francis Augustus Roddy, MB DUBL., 


DPR, liout.-colonel RAMC. 
SMITH.—On April 1, at Southend-on-Sea, Henry Cleveland Smith, 


MRCS, DPH, , 
SMITH.—On April 9, at Hove, Herbert Sydney Smith, MD BELF., 


aged 57. 
VALENTINE.—On March 27, at Southsea, John Archibald Valentine, 


MD DUBL., DTM & H, aged 70. 
VENABLES.—On March 31, in London, John AET Venables, 


DM OXFD, late physician New Lodge Clinic, aged 5 
Youna.—On April 7, Charles Augustus Young, CB, OMG, LRCPI, 
colonel AMS (retd.), of Laxton, Wokingham, aged 80. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
| WEEK ENDED APRIL 1 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 1 (Sherborne 
RD); scarlet fever, 2450; whooping-cough, 2141; 
diphtheria, 724; paratyphoid, 0; typhoid, 5; measles 
(excluding rubella), 2643; pneumonia (primary or 
influenzal), 1277 ; puerperal pyrexia, 168 ; cerebrospinal 
fever, 86; poliomyelitis, 6; polio-encephalitis, 0; 
encephalitis lethargica, 1; dysentery, 309 ; ophthalmia 
neonatorum, 74. No case of cholera, plague or typhus 
fever was notified during the week. | 

| Deaths.—In 126 great towns there were no deaths from 
an enteric fever or from measles, 2 (0) from scarlet fever, 


. 13 (2) from whooping-cough, 11 (2) from diphtheria, 


53 (10), from diarrhoea and enteritis under two years, 
and 32 (2) from influenza. The figures in parentheses 
are those for London itself. 


Darlington and Middlesbrough each had 2 deaths from whooping- 
cough. irmingham reported 5 deaths from influenza. . 


For the month of February no death from smallpox was reported 
from the areas outside the great towns. 
The number of stillbirths notified during the week was 
217 (corresponding to a rate of 28 per thousand total 
births), including 17 in London. 


| 
| 
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ANALYSIS OF BATTLE CASUALTIES 
ADMITTED TO.MIDDLE EAST HOSPITALS 
APRIL l, 1942, TO MARCH 31, 1943 


Parie WILES, MS LOND, FRCS, FACS 
BRIGADIER; CONSULTANT SURGEON (ORTHOPÆDIC) MEF 


OFFICERS in charge of the surgical divisions of general 
hospitals with the MEF submit a voluminous quarterly 
report. This is divided into clinical and statistical 
sections: the former consists of detailed accounts of 
certain types of case ; -the latter is a pro-forma standard- 
ised for this and other Commands, and is an analysis by 
lesions of all cases admitted and their disposal. Toil 
and sweat must go into the compilation, but the labour 
is well worth while. The value of the clinical section is 
obvious; the statistical is a great aid in planning for 
the future. 

This paper is concerned chiefly with deaths of battle 
casualties following admission to general hospitals. 


TABLE I— BATTLE CASUALTIES— ADMISSIONS TO AND DEATHS 
- IN GENERAL HOSPITALS 


| h 
Serial Admissions Deaths 


Lesion Soe ge eee a 
no. No. A No.l % 
slight .. ia am 880 0 ; 8i 0-9 
1 Head { serious o TD 652] 23 } 5°3) 94 l14-4 
. slight .. eG ae 291; 1-0 ; 0| 0 
2 |Neck{ Sieht oa 81 85 
CNS not involved. bà 81) 0-3 : 1/ 12 
3 Spine { CNS involved - 110| 0-4 } 0:7) 97 24-5 
; slight -. |, 621) 21 : 2| 0-3 
4 |Face and jaws | serious : |) 325] 11 } 3:2) 31 0-9 
5 Eyes .. ae “a ia 591; 2-0 71 1-2 
6 Chest (pleura involved) zs 917! 3-2 74| 8-1 
7 |Abdomen (involving Penne: l 4-7 
neum or viscera) .. 348| 12 47 |13:5 
8 |Abdomino-thoracic ..  .. | 103| 04) | 17/t6-5 
9 |Trunk (not involving pleura, c or l 
peritoneum or viscus) 2517) 8&7 16| 0-6 
10 ‘Limbs, soft-tissue wounds of— 
(a) not involving important | 
structures | . 8382 | 28-9 149.9) 29) 0:3 
g (b) involving nerves or main 
vessels a '1411/ 4-9 27| 1-9 
11 (External genitalia ..  .. 89| 03` —4a[ 14 
$2 Multiple SRE wounds, not 
serious eg 2020; 7-0 9| 0-4 
“tik slight .. bg {i 466) 16) 9. 3| 0-6 
13 i Burns{ serious m .. | 332| 141 } 2-7) 48l13-9 
14 |Blast (ruptured: ear- drums ong l 
others) 7 618; 2-1 15| 2-4 
15 jAmputations performed before 
admission— 
Upper limb .. a hea 248; 09 2°4 
Lower limb .. ma me 514 1-8 > 3-5) 17| 3:3 
Fingers and toes .. -- | . 234; 0-8 3/ 1-3 
16 |Fractures due to paise leema l 
Humerus’... ie 619; 2:1 -9| 1°65 
Forearm  .. is oe T54) 2:6 15| 2:0 
. Femur | ia ae Silwi 651; 2:2 49| 7-5 
Tibia .. aia ws Sa 1093) 3-8 13| 1-2 
waon aa bladder or wal eat aig 
ee £ K . 5 
Pelvis with. bladder or 18-8 
urethra .. ae 23! O-1 3113-0 
Carpus and hand .. ae 729| 2:5 Í 0-7 
_ Os calcis Ja 318; 1-1 1| 0:3 
Foot other than os calcis nr 677; 23 3| 0'4 
Others she es 519 1:8 12| 2-3 
17 Woints,lesions due to ee 
Shoulder “ee si 162; 06 1|; 0°6 
lbow. ais RE, ARA 191 0-7 4| 2-1 
Hip . 37) 0-1 1 38| 41108 
Knee 514 1-8 : 13) 2-5 
Ankle 97| 0:3 „5| 52 
Others RES 100! 0-3 1| 1-0. 
r slight .. ae 443; 15 1| 0-2 
18 [Miscellaneous { serious 3 130) 0-5 6| 46 
Totals .. Bi ++ |28, 993 |100-0 611| 2-1 


6295 


~ 
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The figures have been compiled from the reports of ‘all 


' general hospitals in the MEF, for the period April 1, 


1942, to March 31, 1943. All troops, United Kingdom, 
Dominion, Indian and Allied, are included, and also per- 
sonhel of the Royal Navy and Royal Air Force admitted 
to military hospitals. Owing to the frequency of inter- 
hospital transfer.of patients in an area of active opera- 
tions, it is necessary to ensure that transfers are excluded . 
when calculating the total casualties. The method 
of doing this cannot readily be explained without 
reference to the original pro-forma, but it is available 
in a restricted publication. 

It must be emphasised that all figures refer to numbers 
of lesions ; when a patient has more than one serious 
wound each is entered under the appropriate heading. 
The number of lesions analysed is 28,993 ; this is about 
3% greater than the number of patients concerned. The 
figures for the regional distributions of wounds and 
percentage deaths for each are given in table I. 


Comparison with ‘War of 1914-18 
MORTALITY 


Table 1 gives the mortality-rates for all wounded 
admitted to hospitals: during various periods and in 
various theatres of operations of the Great War and for 
the MEF during the period under review. The Great 
War figures? are for admissions, whereas those of the 
MEF are for lesions. The difference between the 
mortality-rates is startling—the MEF rates are less than 
a third of those of the Great War. If the rate had been 
as high as it was in Egypt and Palestine during the Great 
War, an additional 1546 men would have died during this 
one year alone. 


1 


TABLE II—DIED SETER ADMISSION TO HOSPITAL-—WOUNDED 
ONLY 


% of ad missions 
MEF (April 1, 1942, to March 31, 1943 —————-—————— 


(whole force) bes ses ae ote 2-1 
1914 ` 6-16 
; 1915...» 6-21 
France and Flanders (J) 1916 ~ 7°30 
(whole. force) 1917 .-.. 4 — 8-70 
1918 sa ; 7°15 
1914-18 .. 7°61 
Macedonia l 
(British and Daminion troops) 1915-18 ea 7-14 
Egypt and Palestine 
(British and Dominion troops) 191 6-1 = on 7-44 
Mesopotamia . | 
1914-18 “f Whole force ee ee ee 8-95 
' \ British troops only .. ni 10:45 


The figures seem almost too good to be true and the 
first reaction is to look for the nigger in the woodpile. 
Very many factors are concerned ; some of them are 
given below without any, attempt to assess their relative 
importance. It is not always possible even to say in 
which direction they operate. 

(1) The mortality in forward units might be thought 
to have been greater in this war than in the last. Com- 
prehensive statistics are not availabłe for either period. 

Lieut-Colonel (now Colonel) Ralph Marnham, who was 
officer i/c surgical division of the only general hospital 
in Tobruk during the later part of the siege, analysed his 
figures for the period Oct: 20. to Dec. 31, 1941, in his 
quarterly report. During the greater part of this time 
the hospital was acting as a casualty-clearing station, 
with which conditions were closely comparable; there 
were no operating units in front of it. It had the normal 
staff of officer i/c division and two surgical specialists 
without additional surgical teams. Most of the cases 


- were received within 6 hours of wounding, but towards 


the end, after the garrison had broken out, the interval 
went up to 24 hours. Evacuation was by hospital ship 
to the Delta. There were 5497 surgical admissions of 
which 4495 were battle casualties and the rest principally 
traumatic cases. The total number of deaths was 189 
and of these 86 followed shortly after admission, without 
operation. The death-rate was ore one 3:4% of all 
admissions or 4:2% of battle casual 

Sir Anthony Bowlby in the History of the Great War® 
quotes Frankau’s figures for a CCS. n France between 
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May, 1915, and April, 1918. In all 11,155 wounded were 


treated; the death-rate varied in different periods from 


1-3 to 10:0% with an average of 4:2%. The exact agree- 
ment between these two sets of figures is curious. The 
number of battle casualties operated on at Tobruk was 
1657, or 36-9% of the admissions. This is to be compared 
with 23-5% in the battle of Estaires in April, 1918, and 
figures from 16 to 36% in different earlier battles in 
France. + ue 

(2) The medical organisation for the collection and 
disposal of casualties reached a very high standard in 
the MEF. The facilities were so much greater than in 
similar areas in the last war that there can be little 
comparison. We speak glibly of air evacuation, avail- 
ability of blood, mobile surgical units and so on, but 
readily forget the thought and effort that has enabled 
these modern developments to be applied. The period 
under review includes the battle of Alamein, a battle 
on a stable front with base hospitals 60 or 70 miles behind. 
The casualties in this battle, though heavy, never 
flooded CCSs and hospitals as they did in times of battle 
in France in the last war, when as many as 10,000 
wounded were handled by eleven CCSs in a single day. 
As the lines of communication in the desert lengthened 
air evacuation was-used more extensively, but chiefly 
for the less seriously injured. The most serious cases 
are no more fit to travel by air than by road ; hence the 
surgeon had to be taken to the patient. Mobile operating 
units were used in Palestine and Syria in 1917-18; the 
self-contained, mobile field surgical unit of the MEF is 
a logical development of them. Once again the organisa- 


tion was equal to the demand and it was usually possible ` 


for the worst cases (e.g., abdominals), not only to be 
operated upon early, but also to be held for some days 
until fit to travel. 

(3) The general condition of the wounded on arrival 
at a medical unit depends on many things. 


(a) The general health before being wounded is clearly of 
great importance. It was excellent in the desert. Previous 
physical training, adequate rations and healthy living condi- 
tions all played their part in producing a phenomenally low 
sick-rate.: The desert life afforded a striking contrast with 
the squalor of the trenches of Flanders. 

(b) Climatic conditions —Bowlby® drew attention to the 
greatly increased mortality in France during the winter 
months. Exposure to cold is well known as a potent agent in 
producing shock; conditions in the desert, were generally 
much more favourable. l 

(c) Fatigue at the time of wounding also plays a part. - The 
desert army was largely motorised and extreme fatigue 
not common. By contrast, the troops in Sicily were marching 
and fighting for days on end with little sleep. Forward 
surgéons with experience in both areas found that wounded 
they would confidently have expected to recover in the 
desert not infrequently succumbed in Sicily. On the other 


hand dehydration was to be expected in the desert, when | 


water, even for drinking, was so limited. 

(d) Severity of the wound.—The number killed outright 
relative to the number wounded was much greater in desert 
warfare than in the Great War because of the different condi- 
‘tions of battle. And since the proportion killed was greater, 
it is reasonable to suppose the proportion seriously wounded 
would also be greater. This was borne out by experience, 
particularly in heavily mined areas and among armoured 
units. 


(4) Blood-transfusion, born in the last century, and 
in its infancy in the Great War, has reached adult 
stature in this war. The very fine service for which 
Colonel J. S. K. Boyd, DDP, MEF, and Lieut.-Colonel 
G. A. H. Buttle, o/c Base Transfusion Unit, were re- 
sponsible, made blood available at the most forward 
operating units, and even ahead, in great quantity. The 


number of wounded transfused varied from 9% to 18%. . 


The average quantity of fluid given per patient trans- 
fused was about two pints of blood and one of plasma. 
But it was not uncommon for one man to receive 10 or 
even 20 and more pints of blood. Transfusions were 
often continued during evacuation by ambulance. 
Modern methods of resuscitation were undoubtedly 
responsible for saving a great number of lives. They 
brought many men who must otherwise have succumbed 
within range of surgical aid. Moreover, they meant 
that those who survived the first few days arrived at 
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base hospitals in much better condition. It is fair to 
say that the good general condition at the time of wound- 
ing and the excellence of resuscitation methods played 
a large part in the success of work in the general hospitals. 

(5) Infection.—The influence of chemotherapy and 
modern hospital ward technique is hard to evaluate. 
Most casualties received sulphonamides locally and by 
mouth soon after wounding, and on the lines of evacua- 
tion. Lieut.-Colonel R. J. V. Pulvertaft, ADP, MEF, has 
shown that the number of contaminated wounds—i.e., 
those from which pathogenic organisms could be. cul- 
tured—was no less than in the Great War. Be that as 
it may, the gross ‘“‘ hospital ’’ infection that is said to 
have ravaged the base hospitals in France was not seen 
inthe MEF. The Great War figures on which Pulvertaft 
based his comparison with the present war do not appear 
‘to be representative. 

Gas gangrene was probably not so uncommon in the 
desert as is generally believed. Major J. D. MacLennan® 
estimated that clostridia were recoverable by culture 
from 20 to 30% of wounds, although they were mostly 
of low pathogenicity. He found that about 1% of all 
wounded developed an anaerobic cellulitis. An addi- 
tional 0:32% had true gas gangrene, the case-mortality 
approximating to 50%. It appears, therefore, that 
about 0:16% of all wounded died with true gas gangrene 
as the principal or major contributory factor. Sir 
Cuthbert Wallace * considered the most reliable figure 
for the incidence of gas gangrene in France in the Great 
War was provided by an investigation in June, 1918, 
in the Bethune area. It was then found that 1-2% of all 
wounds were involved. The case-mortality was 237%, 
equal to 0:28% of all wounded. When it is remembered 
that anaerobic cellulitis and anaerobic myositis were not 
differentiated at the time of the Great War. it seems 
probable that the incidence and mortality-rates were not 

‘very different in the Western Desert. oe 


REGIONAL INCIDENCE AND MORTALITY 


In The History of the Great War? is an analysis of 
1,043,653 casualties of which 206,976 were wounded. 
The figures are for individual patients. Itis a weighted 
sample taken from hospital records of British troops of 
all ranks, all arms and all areas for the years 1916—20. 
(No explanation is offered as to why the over-allmortality- 
rate in this sample is lower than for the individual 


theatres of operations given elsewhere in the same 


volume ? and reproduced here in table rm.) ` This analysis 
includes an: investigation of the regional incidence an 
mortality of wounds. - 


TABLE II-—-WOUNDED-—REGIONAL INCIDENCE AND MORTALITY- 


RATES COMPARED WITH GREAT WAR . 
= % ofallwounded| i. 
MEF admitted hos- % died 
Serial Region pital i 
no. i 
table 1) Great Great 
pape arcat | MEF ‘Wan | MEF 
1-28 | All wounded .. ve — — | 625 2-1 
1,2,4,5; Head, face and neck .. — 16-58 | 11-9 S-61 | 37 
6 ;;Chest .. 3:78 3°2 16:26 8-1 
7 | Abdomen si Sx 2°27 1-2 43°37 13-5 
8 | Abdomino-thoracic D — 0-4 — | 165 
, 6:05 4°7 | 26-45 10-1 
- , Extremities (upper . 
a ol and lowor) includ- \ 69-70 | 59:9 | 3-19 1:3 
? ing amputation j 
3. 15| Wounds with frac- 
16.17 ‘ture, major and 7 | 12-77 | 26-8 8:70 2-6 
> = | oinor , 


amma- o 


Unfortunately it is impossible to construct tables to 
compare exactly because insufficient information is 
given—e.g., when tabulating the nature of wounds‘ a 
distinction is made between major and minor fractures 
but no definition is given; it cannot be an ordinary 
one because 1:98% of the minor fractures died. It is 
possible to make comparison under some - headings, 
and this has been done in table u1; but tod much stress 
should not be laid on differences in regional incidence 
because of the variation in the methods of compilation. 
The MEF figures for injuries to the extremities do not 
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include multiple ‘flesh wounds, not serious, whereas the 
Great War statistics probably do. 
tion with conditions of battle—e.g., wounds of the 
extremities, abdomen and chest were somewhat com- 
moner in Gallipoli than France, but the position. was 
reversed for wounds of the head and face.’ Differences 
of this nature, however, are not great enough to explain 
why wounds with fracture were so very much commoner 
in the desert than in the Great War—almost double. It 
is true that wounds of joints have been included in 
fractures in the MEF series, whereas it is not stated 
whether they were included in the Great War figures. 
Certainly some wounds of joints do not injure the 
bone, -but any error here is at least balanced by the 
exclusion from the MEF figures of serious wounds of the 
face and jaws which almost certainly caused fractures. 


Summary 
1.. 28,993 wounds treated in ‘general hospitals of the 
° MEF in the year ending March 31, 1943, are analysed. 
The regional incidence and regional mortality-rates are 
tabulated. Compared with the Great War, there was an 
unexplained increase in the proportion of wounds with 
fracture. — 

2. The over-all mortality-rate in the MEF was 2:1%. 
The rates for the Great War varied from 6-16 to 10-45% 
according to the date and place, and the method of 
compilation. The regional mortality-rates were lower 

in the MEF in approximately similar proportion. 

3. The reasons for the difference in over-all: mortality- 
rates. are discussed. The mortality-rates at forward 
units are shown to be about the same and therefore not 
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H. J. NIGHTINGALE, MS LOND, FRCS 
SENIOR SURGEON TO THE ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL 


Wounps in this war do not differ materially from those 
in the last, but with the advances in surgical technique 
and equipment in the last '25 years we are all hoping for 
better results. It is possible that many of us in Britain 
may in the near future be coping with the same problems 
that we faced in Rouen in 1918. What follows is a 


Voice from the Past—a paper read to the Southampton. 


Medical Society in 1919, and it is given without apology 
or comment. In many directions our treatment today 
would be greatly different, but in many I think we were 
on sound lines. The surgeon today starts where we left 
off, and these figures, based on 7000 operations with a 
mortality of 2:4%, may form some sort of yard-stick for 
comparison. | ee 
* o+ * 

I am attempting to give some idea of the surgical work 
of a base hospital in France. en I was at No. 11 
Stationary Hospital all the operative work was done by 
two surgeons only and my figures represent the results 
of a surgical partnership ‘between Major R. L. Horton 
and myself. There was of course a great contrast in the 
variety and condition of our cases according to the state 
of affairs at the front. When times were peaceful man 
of the cases had been already dealt with at the CCS, but 
when there was a push on the majority had to be sent 
straight 'to the base. Our hardest work was in the 
offensive of March, 1917, for during the retreat of the 
Sth Army the CCS’s were often knocked ’out, and the 
wounded were put straight on the train from the FA. 
Under such conditions I -have known a train arrive with 
- 20 or 30 men who had died en route. We looked on 100 
admissions a day as our normal average in the quieter 
times, rising to 500, 600 or even more during a push. 
The vast majority of our operations were, of course, for 
wounds, and the one vital necessity was adequate drain- 
age and the cleansing of the wound as far as possible, 
including the removal of the foreign body and fragments 
of clothing or equipment that are found so frequently. 

Treatment of the wound itself. —The ideal method of 
treating a wound is complete excision and suture, but 
only in a few cases is this practicable. A gutter wound 
or @ superficial through and through wound not going 
near vital tissues can be completely excised; a scalp 
wound can also be excised, and if there is a fractured skull 
the damaged and septic bone can be removed and one 
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There is also a varia- |. 
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a contributory factor ; ; the incidence of gas gangrene 
was also similar. -On the other hand, several factors 
contributed to the wounded reaching general hospitals 
in perhaps better general condition in the MEF. The 
organisation for their collection and disposal, although 
dealing with smaller numbers, was possibly more efficient; 
the general condition at the time of wounding was good 
and the climate favourable; an extensive blood-trans- 
fusion service enabled a high standard of resuscitation 
to be reached: mobile field surgical units sited in ad- 
vanced areas treated wounds early ; and air evacuation 
was often used for longer distances. Chemotherapy and 
modern ward technique appear to have reduced the ` 
severity of ‘‘ hospital” infections, and large transfusions 
of blood combat it. = 


I am greatly indebted to Major-Gen. W. C. Hartgill, OBE, 


MO, director of medical services, MEF, for permission to make - 


use of the documents on which this paper is based, and to 
Brigadier R. F. Walker, Colonel R. Marnham, and Lieut.- 
Colonel R. J. V. Pulvertaft for invaluable advice and criticism. 


REFERENCES 


: Diaea of Medical Services, MEF. Administrative Instruction 

359 of 1943, Appendix A. 

i Ofcial Medical History of the War, Oae a and Medical 

Statistics, London, 1931, Chapters 4 to 1 

. Ibid, chap. 20. ' ; 

Ibid, p. 279, table XII. 

Official Medical History of the War, Surgery, London, 1922, 
vol. I, D. 238.. 

Ibid, p. 148. 

Ibid, Appendix A: 

Palvertatt, Ri J. V.. Lancet 1943, ii 

; MacLennan, J. D. Ibid, 1943, ii, 63, las, 123. 


POND. Seo O Oopa 


can consider that the whole wound has been excised. 
This kind of excision is good surgery and the results are 
excellent. But how often do we read on the Field 
Medical Card ‘‘ wounds excised and drained,” and on 
looking at the patient we find a huge area of skin re- 
moved? The muscles, swollen by the infection, ‘are 
bulging through the skin and in many cases the track of 
the missile is completely ‘closed. This wide removal of 
skin is utterly wrong and wholly unnecessary and we 
never practised it. The torn dirty and septic skin edges 
of the wound were excised as near the wound as possible, 
and the deep fascia and muscle cut away only so far as 
to give adequate drainage—the best type of wound is one 
Lael is funnel-shaped from skin to the site of the foreign 
ody. 

Having drained the wound satisfactorily from a 
mechanical point of view, how is it to be dressed ? I 
think I have tried all the various methods that one after 
the other became popular for a time, only to be discarded 


for something newer and more fashionable. Each has 
certain advantages and its keen advocates. We used 
bipp, and I believe for our work it is the best. One great 


advantage is that the dressing is painless, and a man who 
is desperately ill and septic cannot stand the pain of 
pulling off a dressing that sticks badly, or on the other 
hand, a daily anesthetic. This makes bipp highly 
popular with the patient himself ; he can eat his dinner 
after a dressing and there is not the rise of temperature 
due to the pain, and the opening up of fresh paths of 
infection that must occur when removal of the dressing 
causes bleeding from the granulations. Lastly the pus 
escapes more easily between the wound and the dressing 
and does not get bottled up ; we used to insert a plug of 
gauze covered with bipp.into the depths of the wound 
and leave it for 2 or 3 days. We found that it never 
acted as a cork but the pus escaped between the plug 
and the walls of the wound. When the plug was removed 
it was not replaced—the oily layer left in the track kept - 
it open and allowed free drainage, and we rarely found it 
necessary to reopen the wound. 

Flavine is a good antiseptic but retards granulation and 
healing. If one excises a wound and packs it with 
flavine, in 2 days time it looks exactly as if it had only 
just been operated on. We found it most useful in one, 
way : if we excised a wound completely or did anamputa- 
tion and felt that it was not quite safe to suture at once, 
we packed with flavine and sutured in 2 or 3 days. These 
cases did very well and if there was any chance of doing 
delayed primary suture we always used flavine. 

I have analysed 7000 consecutive operations performed 
by us, and propose to give figures for some of the more 


` 
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important conditions met with. We had 167 deaths, a 
mortality of 2:4%. 

- Head wounds.—These cases travel well before opera- 
tion—better in fact than after—and in consequence were 
not as a rule opérated on before reaching the base. We 
made it a cardinal rule to operate on every case of scalp 
injury, however trivial it might appear, as there is no 
other certain means of telling if there is injury to the 
skull. We excised the wound and examined the skull 
thoroughly in every case—if there was no bony injury 
the wound healed quicker and better than if left alone. 


I remember one man coming in as a walking case witha . 


* small scalp wound; he had never lost consciousness 
and had no headache or other symptoms— in fact he was 
making himself useful in the ward when he was brought 
protesting into thé theatre—and I removed a shrapnel 
ball from the brain. 

We operated on 429 cases of scalp injury and in 190 or 
44% there was bone damage. The prognosis in fracture 
of the skull depends on whether there is penetration of the 
dura by fragments of bone or by the FB. In our cases 
we had 99 cases of fracture of the skull without dural 
injury and 1 died—that one not being a gunshot wound 
but a very extensive fracture due to accident and extend- 
ing to the hase of the skull. But in 91 cases with bone or 
metal lodged in the brain we had 27 deaths. Even if one 
subtracts 8 cases that came in completely comatose and 
almost moribund and where the injury was found to be 
too extensive for any operation to be done, the mortality 
is nearly 20%. i } 

Our technique was as follows. The wound was excised 
down to the bone, and the outer table examined; if this 
showed a groove or a guttered wound it was chiselled 
away and the inner table thoroughly examined. If we 
were quite satisfied that this was not involved we did not 
do more. We found practically that the majority of 


small guttered or pitted-wounds did not involve the inner - 


table but that the cracks usually did. More often the 
skull would be completely fractured and then we removed 
the fractured and depressed bone with gouge forceps, and 
relieved all compression caused by bone or by extradural 
clot. In 8 cases we deliberately opened the dura and 
evacuated intradural clot, usually for hemiplegia. All 
| did well. 

In cases of penetrating injury to the brain we removed 
an area of bone round the site of entry, excised the torn 
edges of the dura and explored the track with the un- 
gloved finger. By this means bone or metallic fragments 
are readily felt and can be removed by the finger tip and 
a small spoon or flat instrument. The track is easy to 
follow and usually quite definite. A FB beyond the 
reach of the finger should, I think, be left alone, but it is 
easy to follow a fragment less in size than a pea for 2-3 
inches. All probing by metallic instruments or groping 
in the dark with forceps is to be avoided strictly. We 
hardly ever drained our cases, even superficially, but 
closed them completely. 

We met that bugbear of the cranial surgeon—severe 
hzmorrhage from a venous sinus, on 8 occasions without 
a death. One case I shall not forget quickly as at the 
critical moment the lights went out for an air-raid, and I 
had to finish by the dim religious light of an electric 
torch. The largest piece of metal I have ever removed 
successfully was nearly a cubic inch in size and weighed 
an ounce and a half. We kept every case of fractured 
‘skull for a least a fortnight and if the dura had been 
injured for at least 3 weeks. 

. Amputations—We had 121 amputations with 27 
deaths—a mortality of 22%. I have never done the 
guillotine operation and have no reason to think I ever 
shall. Cases that were not sutured at the time were 
packed with gauze soaked in flavine and the skin approxi- 
mated over the pack with two. stitches ; they were: then 
sutured on the third day or as soon after as possible. I 
am certain that there is much more shock when the flaps 
are left open and that immediate suturing is a safe pro- 
ceeding in most cases. We drained with wide rubber 
tubes and removed them early. 

It is interesting to note that at the same hospital, 
previous to the period I am dealing with, there were 
nearly as many amputations performed in 2000 consecu- 
tive operations as in this series of 7000—there were 112 
cases with 44 deaths. Our reduced number of amputa- 
tions was due partly to the less frequency of gas gangrene 
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and partly to improvement in the statistics of knee-joints 
and fractured femurs. The improvement in mortality— 
which was.reduced by over 40%. I attribute largely to the 
suturing, which was not practised during the first period. 


‘ We were very conservative with the arm, which of course 


can be saved more often than the leg, and we took. more 
risk in trying to save it. In all we did 16 amputations 
between shoulder and wrist and 105 between hip and foot. 
Amputation through the thigh accounted for 70 cases and 
16 deaths. : i 

Gas gangrene.—As I have mentioned this was much 
less frequent with us than in the earlier days of the war. 
We had only 21 cases with 6 deaths. I cannot give figures 
for earlier years but during the Somme battle when I 
was at another hospital I once amputated 7 limbs in 
one day for gas gangrene alone. 
acute fulminating type with complete gangrene of the 
limb—the common cases of commencing development of 
gas confined to the neighbourhood of the wound alone 


or to one muscle or set of muscles which can be success- 
fully dealt with by methods short of ablation are not 
included. : 

In a typical case one has, let us say, a small shell wound 


transversely through the calf injuring the posterior tibial 
artery. -Owing to the small wounds and the hemorrhage 


the collature circulation is already impeded and the rapid 
septic and gaseous swelling increases the tension and 
hastens the gangrene. The limb is white and cold, 
cedematous, tensely swollen and resonant to percussion 


like a drum. The foot and ankle are bluish black with 
large blots on the surface ; thesuperficial veins are throm- 
bosed and enlarged, and the thrombosis extends above 


the limit of gangrene as also does the superficial emphy- 
sema. Bubbles of gas are coming out of the wound and 
the whole limb has a characteristic and peculiarly offen- 
sive odour. Amputation has to be performed well above 
the segment implicated, though it is not necessary to go. 
above the limit of subcutaneous emphysema; the cut 
surface of muscle must bleed freely— if it is a bright brick 
red colour and does not either contract or bleed on 
incision, one must go higher. The rapidity of develop- 
ment and spread is extraordinary—-on one occasion 


I examined a wound of the ankle at 11 in the morning 


especially to look for signs of gas gangrene and failed to 
find any ; by 2 o’clock in the afternoon the leg was dead 
as far as the knee and had to be amputated higher up in 
the thigh. For such cases amputation is the only hope, 
and the outlook is bad as the patient is always profoundly 
septic. We found spinal anesthesia particularly useful 
and had excellent. results in many cases from blood- 
transfusion. Failing this last I was much impressed with 
the value of giving glucose solution instead of saline 
intravenously. | ; 

The early signs of this condition, or rather the slighter 


cases of gas infection, are quite common. One often met 
with gas bubbling out of a wound : this might be due to 
what we called a ‘‘ gas abscess” where the foreign body 
was situated: in a. gas-containing abscess. This is of no 
great moment and: free drainage is always satisfactory. 
It is more serious if the gas is due to infection of the 
muscle and has then to be treated by cutting away the 
muscle until a freely bleeding surface is everywhere 


obtained. Sometimes it is necessary to sacrifice a whole 
muscle or group of muscles in order to save the limb. 
On one occasion I had a case limited to the infraspinatus 
muscle—it was completely disorganised and semi-liquid 
and I removed the muscle by simply wiping it off the 
scapula with a sponge, leaving the bone as clean as a 
skeleton. Ina third type of gas infection there is simply 


a development of gas in the subcutaneous tissues without . 
involvement of the whole limb. These cases do per- 
fectly well with multiple small superficial incisions and 
attention. to. the. original wound. I--had. one case of 
gunshot wound of the knee-joint in which there was this 
superficial gas emphysema from ankle to hip. I removed 
the FB, washed out the joint and closed it completely, 
making superficial incisions over the limb, and the joint 
healed by first intention. 

The fulminating type with complete gangrene of the 
limb is usually in a wound which has either damaged an 
artery or in which the circulation is impeded by intense 
swelling. .In our cases the finishing touch seemed to be 
given by travelling by train, for in the great majority 
the condition was fully developed when they were 


The 21 cases were of the | 
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1dmitted or came on within 24 hours. Excessive pain, a 
rapid running pulse of 140 or vomiting were taken as 
lisquieting symptoms and the patient examined at once 
for signs of gas. f 

Spinal cord injuries.—The paraplegia of spinal origin -is 
one of the most distressing of all gunshot wounds and the 
results of operation in our experience are not good. We 
had 12 cases with 6 deaths. We operated as a rule only 


on those cases where we had reason to think there might 


be pressure on the cord by either the bullet or bone but 
we almost invariably found the cord hopelessly damaged. 
The cause of death was usually cystitis and ascending 
pyelonephritis ; this surely is avoidable, but I think we 
rarely received a case without infected urine after 48 
hours. It is hardly ever necessaty to pass a catheter 
in these cases—the urine tan always be expelled by supra- 
pubic pressure much in the way one expresses a placenta. 


Any intelligent orderly can be taught to do this.and if the. 


method ‘were in common use there need be little cystitis. 
We have kept cases in our wards for 6 months without 
any trouble at all. The only times we ever used a catheter 
were in a few cases where in addition there was an 
abdominal wound or one involving the lung, when direct 
suprapubic pressure may be impossible or painful. 
Knee-joint injuries formed perhaps the most difficult 
and vexed question of surgery in France. Both the 
death-rate and the amputation-rate are still high though 
much reduced from the earlier days of the war. We had 
174 cases with 14 deaths (8%). The 14 include 4 cases 
which really died of other wounds—one for instance with 
a penetrating wound of the brain and another with gas 
gangrene of the other thigh. Not counting these, the 
death-rate would be 6%. There were 22 amputations, 
a percentage of 13. These I think may be taken as end- 
results because in this hospital we never sent a case of 
knee-joint wound home until it seemed absolutely 
finished and we kept many cases for 6 months. The 
prognosis depends on getting the case early, before the 
joint is full of pus. If then the wound or wounds are 
freely excised, including the edges of the capsule, the FB 
removed and the joint washed out with saline and com- 
pletely closed, capsule and skin, in layers, the result can be 
confidently expected to be good. But too often the case 
did not reach us before violent inflammation had been 
set up in the joint, or else the actual loss of tissue and the 
extent of the fracture rendered this procedure impossible. 
It is worth while taking a little risk in sewing up a knee- 
joint, knowing as one does the dangers of a drained joint, 
and one can always take out the sutures and open up if 
necessary. Among 86 cases in which we closed the joint 
we had 3 amputations and 1 death. Among 88 cases 
that were drained we had 19 amputations and 13 deaths. 
If the patella is shattered, as it often is, we found it 
advisable to remove it, closing the joint whenever pos- 
sible. J think the leg can sometimes be saved. by doing 
this when otherwise it would be lost. We did this op2ra- 
tion 13 times with a good result in all bnt one case. Most 
cases of knee-joint injuries have fractures of one or both 
of the long bones, and if the fracturing is extensive the 
outlook is not good ; there is great danger of septicemia 
or pyæmia. We treated all cases on a Thomas splint 
with extension and fixation of the foot; if fixed up pro- 
perly the joint is immobile. Great care must be taken 


at the time of dressing and on no account must more than. 


one of the supporting bands ever be loosened at a time. 
These cases should never be left to a sister to dress. If 
the case required drainage we made long lateral incisions 
on each side. Smal] openings arc useless and we made a 
point of slitting the joint from the upper to the lower limit 
of the synovial membrane. Openings like this will 
drain without the use of rubber drainage-tubes which we 
entirely gave up over 2 years ago. If the case does well. 
the incisions can be closed by secondary suture. We 
never excised the knee-joint—I had done it before and 
rode it extensively tried but I do not consider it justi- 
able.. > : 

Other joints gave much less trouble. In 104 cases we 
had 4 deaths. - Excision gave good results. especially 
in the elbow, hip and wrist. The shoulder does well as a 
rule with simple drainage, and.in 21 cases we only excised 


3. We did excision in 16 out of 39 cases involving the © 
We had - 


elbow-joint and 8 out of 14 involving the wrist. ] 
0 cases of hip-joint injury ; of those simply drained 3 
out of 4 died but we had only 1 death in 6 cases of exci- 
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sion. The ankle does badly and is a difficult joint to 
drain; out-of 20 cases 4 were eventually amputated. 
We did astrogalectomy in a few.cases but the results 
were not encouraging. l 

Hæmorrhage.—We met with serious , hemorrhage, 
primary or secondary, in 99 cases, about once in every 70 
operations ; 79 were. arterial and 20 venous. The pos- 
terior tibial artery heads the list with 16 cases—it natur- 
ally would being always a difficult vessel to get at and tie 
—the femoral being next with 14 and the brachial 12. 
The carotid we tied 5 times and the external and internal 
iliacs once each. Venous hæmorrhage proved much more 
fatal than arterial and we had 5 deaths in the 20 cases, 
3 being of the subclavian or axillary vein. All of our 
7 cases of injury to the jugular vein recovered in spite of 


the fact that in 3 or 4 af them there was associated 


damage to the carotid artery. One case in this series [ 
think deserves'quoting at some length. : 
The patient had a small wound at the root of the neck and 
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the FB, was shown by X ray to be behind the sternum. | 


Major Horton excised the wound and followed the track 
cautiously with his finger; he felt the FB but it at once dis- 


appeared on being touched. On withdrawing the finger there | 


was serious venous hsmorrhage, obviously from the left 
innominate vein. We disarticulated the clavicle and removed 
the greater part ofthe manubrium sterni—a method we had 
used once before to put a temporary ligature on the innomin- 
ate artery in dealing with a large aneurysm of the common 
carotid. On exposing the vein we found an opening large 
enough to admit the index finger ; suture proving impossible, 
we ligatured the vein close to the vena cava, tied the lower 
ends of the jugular and subclavian, and excised the innominate 
vein completely. It healed up well and the patient had no 


swelling either of the face or the arm. He was up and walking 


in the ward before we sent him home, and we heard 3 months 
later from England that he was fit and quite free from 
symptoms. 
X ray showed it to be lying free in the heart.* 

Secondary suture of wounds we practised whenever 
possible, but when we were busy we were of course 
unable to keep the’ cases long enough in France. We 
sutured, either primarily or at a later date, on 526 
occasions, or about 1 case in every 14, including the 
successful closing of 8 cases of fractured femur. There is 
a period in the healing of a large proportion of wounds 
when they can be closed by suture provided that at every 
operation the possibility of suture is kept in mind and 
nothing is done that may prevent it, such as removing 
unnecessarily large amounts of skin and muscle. ° I know 
of no more pleasing operation than to close successfully a 
fractured humerus or femur or a huge flesh wound. 
But these cases do not travel well after operation and we 
never could do it unless we were sure that we could keep 
them for at least a week.’ I might mention that large 
incisions made for cellulitis can be sutured equally well 
and weeks saved in their healing, and that partial suture 
of a wound in which it is still necessary to leave provision 
for deep drainage in the middle is also well worth while. 


* * k 
= In these remarks I touched only the fringe of the sub- 
ject, but I wished as far as possible to keep to thosẹ cases 
which we were able to retain in hospital until. we could 
feel satisfied as to the final result. I saw a vast improve- 
ment in the treatment of wounds during the three years 
I was in France, the chance of a man wounded in.1918 
was far greater than in 1916. 3 | , 
My thanks are due to Mr. R. L. Horton of Weymouth for, 
allowing me to include his cases as well as mine. | 


* This man was alive 5 ror later as he wrote to Mr. Horton 
offering to agree to a post-mortem, when the appropriate time’ 
arrived, in return for five pounds down! : 


NELSON LOOSE-LEAF SURGERY.—Recent index pages 
include ‘two useful contributions—one on cutaneous 
burns by Bancroft and Stanley-Brown, and a completély - 
new one on minor surgery and first-aid. The burns 
article which gives an account of views prevailing at 
present contains reproductions of microscopic sections 
from burns undergoing treatment. The authors recog- 
hise that opinions on this subject change so quickly—and. 
even erratically—that they feared their article might be out 
of date on publication. Luckily thisis notso. The second 
article is a guide to what Americans call office surgery. 


The FB had slipped into the vein and subsequent . 
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'' AMBLYOPIA DUE TO A VITAMIN 
DEFICIENCY 


P. B. WILKINSON, MB LOND, MROP 
LATE MED. OFFR, COLONIAL MEDICAL SERVICE, HONG-KONG 


AU KING, MB HONG:KONG 
Department of Medicine, the University, Hong-Kong 


UNEMPLOYMENT, overcrowding and starvation wages 
had all helped to make’ the standard of living fall in 
Hong-Kong during the two years before it was taken 
by the Japanese. .This fall in the standard of living 
affected, of course, mainly the poorer people who became 
more and more prone to diseases of malnutrition. Beri- 
beri has always been rife, but pellagra, rare in Hong- 
Kong till then, became a scourge during the last six 
months of 1940. 

` Many of the -victims of this -generalised malnutrition 
showed signs and symptoms attributable to a deficiency 
of more than one vitamin, and this made exact diagnosis 
difficult in some cases. It is the object of this paper 
to describe'a group of patients suffering from amblyopia, 
apparently due to a vitamin deficiency. This syndrome 
had not been observed in Hong-Kong until June, 1940, 
and it seemed to be one of the rarest of the nutritional 
disorders occurring there, for we were only able to collect 
15 cases in six months. | : 

i CLINICAL PICTURE 

Patients all told the same story. 

Vision which had been perfectly normal became gradually or 
suddenly dim and this defect progressed painlessly until in 
some cases central vision was reduced to finger counting only. 
In this group of 15 patients, 2 said they had had similar 

; attacks 

L,6/60 R. 6/60 before, and 

one of 
them said 
as spontane- 
FANNA ously that, 

SS . the attack 
was cured 
by improv- 
ing her 
diet. Other 
symptoms 
which 
occurred 
while the 
visual loss 
was com- 
ing on 
were sore- 
1. ness of the 
tongue, 
giddiness, 
palpita- 
tion, acro- 
paresthe- 
sie and 
weakness 


L. 6/9 R. 6/9 


Case 2—Fields before and after treatment with small daily of the 
doses' of yeast for 6 weeks. Note that visual acuity im- limbs. In 


mo idly than che fields th Ives. 
proves more rapidly than the elds themselves one case 


scrotal eczema had accompanied the visual Joss and in another 
there had been considerable cedema of the eyelids during the 
course of the disease ; 2 patients gave a history of recurrent 
attacks of cedema of the ankles during the two years pre- 
ceding the visual loss, and both had noticed that this swelling 
- disappeared if beans were introduced into the diet. Perléche 
(thickening and fissuring' of the epithelium: at the corners 
of the mouth) was noted in 2 of the patients on their admission 
to hospital and one of these men showed changes similar to 
perléche at the external canthi; neither had complained. of 
sore mouth or sore tongue during the onset of the visual loss. 

One of the 4 women in this group (case 1) was an undoubted 
pellagrin who gave a history of some months’ diarrheea,. 
palpitation and giddiness. On admission she showed con- 
siderable pigmentation of the hands and feet and her visual 
defect had already progressed to left-sided optic atrophy. 
We include her in this series as we have reason to think that 
this syndrome is a pellagrous condition and not an entity sui 
generis. She was the only patient in the series who showed 


definite evidence of dermatitis. No other cases showed 
pigmentation, phrynoderma, lichen pilare or linear skin 
lesions. z a id 

On examining the eyes the media were found to be 
- normal in all cases. Externally the eyes showed no 


L. 6/60 ' R. 6/60 
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of a de- 
ficiency 
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though 
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change were found on examination with a loupe. In 
every case save 2 the pupillary reactions to direct 
light were’ found to be sluggish, and the contraction 
was poorly maintained (table 1) The consensual 
reflex, and the reactions of the pupils on convergence 
and shading were normal. The fundi were normal] in 
11 patients, the remaining 4 showing varying degrees 
of optic atrophy. The commonest and earliest change 
is the appearance of temporal pallor. All the patients 
showing optic atrophy had been ill for at least two or 
three months and it is therefore likely that temporal 
pallor does not supervene until 8 to 10 weeks after the 


onset of visual defect. , 
In case l, the one classical pellagrin in the series, the whole 


of the left disc was atrophic on admission and thinning of the . 


vessels 
was con- 
sp icuous. 
The atro- . 
phy had 
evidently 
been com- 
ing on for 
some 
months 
as the 
patient 
said she 
“had been 
knocking 
into 
things on 
her left 
side ” re- 
cently. 
She was 
the only 
patient 


retinal L. 6/36 R. 6/36 


wW o 
failed to L. 6/6 R. 6/6 
respond Case 13—Fields ‘before and after 10 days on full Chinese diet 
to treat- with riboflavine 3 mg. daily by mouth. Note improvement 
mentand in visual acuity. po = 
it seems probable that if this condition is neglected 
it may lead ultimately to an irrecoverable optic 
atrophy. Photophobia was a rare symptom and 
only one patient complained of it and then only on 
being asked directly. In 2 cases the visual: loss was 


THE LANCET] DR.. WILKINSON, DR. AU KING: AMBLYOPIA DUE TO A VITAMIN DEFICIENCY [APRIL 22, 1944 529 


found to be greater in one eye than the other, but all 
the other cases showed an equal reduction of vision in 
both eyes. The loss estimated by Snellen’s test types 
ranged from 6/18 in the early cases to less than 6/60 
or even finger counting at 3 ft. in the more long-standing 
cases, 

Perimetric and X-ray ceaminations were made whens 
ever possible. In all cases save 2 perimetric observa- 
tions showed a concentric or quadrantic constriction 
of the visual fields. In one case one field only showed 
constriction and in one case the fields to red and green 
were much constricted while those for white. remained 
normal. In only 2 cases were quadrantic losses found. 
A peculiar point was that in no case was it possible to: 
demonstrate a central or paracentral scotoma to white, 
red or green with any type of illumination. In several 


cases the observations were checked by both of us 
independently and there is no doubt that scotomata were 
absent. Comment will be made later on the value of field 
observations as a means of assessing the effect of 
treatment. : bal 

Radiograms of the skull were taken in 8 cases, but 
apart from a slight degree of erosion of the posterior 
elinoid processes in 2 they showed no significant changes. 
It was clear that the erosion of the posterior clinoid 
processes was not connected stiologically: with the loss 
of vision. Examination of the nervous system and the 
cerebrospinal fluid was likewise negative in most cases. 
There was loss of knee or ankle jerks or-both in 3 cases, 
and in 2 cases there was a definite exaggeration of the 
knee jerks without, however, any weakness or spasticity. 
No objective sensory loss to any form of testing was 


TABLE I—SIGNS, SYMPTOMS AND RESULTS OF TREATMENT 
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demonstrable in any. case. The plantar responses in 
all cases were fiexor and there was no disturbance of 
sphincter control. , 
_» None. of the patients showed any mental changes, 
nor was evidence of mental disease found in their family 
histories. The cerebrospinal fiuid was normal in the 
13 cases where it was examined and the blood and fluid 
Kahn reactions were uniformly negative. The blood 
pictures were normal in 12; 3 (cases 1, 5 and 9) showed 
a mild degree of hypochromic anæmia. The changes in 
the visual fields (see figures) show the effect of yeast, 
nicotinic acid and riboflavin in this condition. - 


ZETIOLOGY 


All our patients come from the poorer classes, and 6 
of them were unemployed at the time of onset of the 
disease. The disparity between the sexes, 11 men to 4 
women, is probably not significant as our numbers were 
so small; for the same reason it would be unwise to stress 
the fact that all save one were over 20 years of age, and 
that this condition has only been seen here once in a child. 

The onset was gradual in most cases. The longest 
history was 10 months, the shortest one week and the 
average duration of the visual loss before advice was 
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class protein. A scarcity of meat is so common in thes 
diet histories that there seems little doubt that a- relative 
deprivation of first class protein is the precipitating if not 
the causal factor in producing this picture. 
. THERAPY 
It was clear after examination of the first two or 


three cases in this group that we were dealing with an 


amblyopia due to some nutritional defect and appro- 
priate therapy did much to strengthen that supposition. 
First we tried dried yeast in small daily doses and found 
that gr. 60 three times a day if continued long enougl, 
would bring about a cure as shown by the return « 
visual ‘acuity towards normal and by widening of the 
visual fields. Since the symptoms presented by thi: 
group resembled closely the early symptoms of pellagra 
we tested the effect of nicotinic acid on IL cases 
Knowing that this drug, though effective in clearing 
up the mucocutaneous lesions of pellagra, had litt: 
effect on the peripheral nervous changes produced br 
the disease we expected to find it less efficacious thar 
yeast. This expectation was not borne out. 

Nicotinic acid in a dose of 100 mg. daily by mouth for or 
week had considerable influence on the visual defect, visi 


TABLE II—DIETS USED IN TREATMENT 
Chinese full diet in hospital 
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| Carbo- 
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TET + +++ | 
Green vegetable .. | 376:2 g. (14 oz.) 7-1 0:8 0:2292 0:1478 0:0234 ++ + + +; 65 
| + 
Dried beans aise 56:6 g. (2 oz.) 10-6 0'4 32 0:0435 0:0198 0-0003 + + è | 171 
Ground nut oil .. 56-6 g. (2 oz.) Sails 56-6 | : | T +| 509 
Total |. | 98-5. 692 | 398 | 11296 | L304 j 00375 | l | 2576 
Deficiency diet (given to case 15) 
Rice—white 622-6 g. (22 oz.) 40 2°5 483 0-3000 0:7100 0:0062 9115 
r : + + 
Green vegetable .. | 452-8 g. (16 oz.) 8 9 8: 0-2619 0:1689 0-0267 +++ + + 2 
+ 
Ground nut oil 56-6 g. (2 oz.) Ti 56-6 F si 509 
Salt fish 56-6 g. (2 oz.) 14 : 0:0360 0:0900 0-0014 | 65 
Total .. 0. 62 61 491 | 0-5979 | 0-9689 | 0.0343 | 


sought was just over 3 months; 2 of the patients had 
suffered before from a similar failure of vision which 
had recovered spontaneously. 

Undoubtedly the factor of greatest stiological im- 
portance was the change in diet which had recently been 
forced upon so many of the poorer people in Hong-Kong. 


The increasing amount of unemployment in the colony . 


had inevitably led to dietetic restrictions, and in all the 
cases in this group we found that the diet was, or had 
recently become, unbalanced. 

. This parallels exactly the state of affairs found in taking 
the history of pellagra patients, for with striking unanimity 
these pellagrins link the onset of their disease to their 
economically enforced abandonment of salt or other fish. All 
the patients in this group, and it is noteworthy that 6 of 
them were unemployed, complained about their food when 
they were specifically questioned about diet; 3 had been 
compelled to make changes in their diet during the last few 
. months because of the recent rise in prices and 4 said they 
never had meat of any kind. The common dietetic history 
was that two meals were eaten daily, each one consisting 
mainly of rice, vegetables and fish; the rice was invariably 
polished, the fish almost invariably salt. It is easy to realise 
that first class protein is conspicuously lacking from such 
diets, and the lower class Chinese who rarely eat eggs or 
cheese are dependent almost entirely on meat for their first 


All calculations in this table are based on Shanghai Foods by Read, Lee and Cheng. 


‘returning in some cases from less than 6/60 to 6/9 or mor 


in 1-2 weeks from the start of administration of the drug. 
The dosage given and the changes in visual acuity before and 
after can be found in table 1. 

The first 12 patients, with the exception of the pellagrin, 
were given full Chinese diet while in hospital (table 1). As 
the rice in this diet is red or unpolished it might be argued 
that the vitamin B, content of the diet or some other factor 
contained in it was enough to bring about a cure, and this 
suggestion was supported by the fact that in at least one 
patient (case 14) improvement had occurred before specific 
therapy was undertaken. 

In an attempt to ascertain precisely which factor in the B 
complex was responsible for bringing about this dramatic 
improvement in visual acuity we applied selective therapeutie 
measures to the last 3 cases in the series. These 3 patients 
on admission had a central visual acuity of 6/36, 6/24 and 6/18. 

Case 13, a motor driver aged 38, was known to have had a 
visual acuity of 6/6 in each eye six months before admission, 
because he had sought treatment then for conjunetivitis. 
When admitted he stated that for a month past hig vision 
had been failing, and when tested the visual acuity of both 
eyes was found to be 6/36. Riboflavin, 1 mg. three times a 
day, together with full hospital Chinese diet restored vision to 
6/6 in each eye in 10 days. The enlargement of the fields 
in this time can be seen in the figure. 
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disappearance of ‘the associated symptoms ineline us to 
the view that this condition is pellagrous or at any rate 

- Closely allied to pellagra. Other facts suggesting this 


~ 


Case 14,a schoolboy aged 14, had improved after one week 
on the full- hospital diet; 1 mg. of riboflavin was then given 
three times daily as a supplement to the diet and at the end 


of the second week visual acuity was 6/6 in both eyes. are: first, it oe gee in Hong-Kong shortly after 
Case 15 was a woman aged 46 who earned her living as a pellagra proper and had never, as far as we can ascertain, 
hawker. Her vision had been failing for six months and was n seen here before; secondly, the ptoms 


associated with some of the cases—glossitis, perlèche, 
acroparæsthesiæ, scrotal eczema—strongly suggest a 
pellagrous condition ; thirdly, the response to nicotinie 
acid appeared to be Tor and far more rapid than the 
response to yeast. Why these people should develop an 
amblyopia rather than frank pellagra is a matter for 
speculation, and such speculation cannot be indulged 
po till r final results of selective therapy have been 
observed. 


reduced to 6/18 in each eye when she was admitted. Realising 
that adding known B factors to a diet whose vitamin content 
was adequate but unknown would not help to determine 
which factor was responsible for this visual defect, we kept 
her during her first week in hospital on a deficient diet (see 
table x1) which approximated as closely as possible to the diet 
she ate at home. No improvement was noted. During the 
second week she was given 3 mg. of riboflavin daily while 
living on the same diet. Visual acuity remained unchanged. 
During the third week the deficient diet was supplernented 
by a daily injection of 3 mg. of thiamin (‘ Betaxin °), but 
no improvement was noted in her vision. In the fourth 
week 50 mg. of nicotinic acid was given twice daily, the diet 
remaining unchanged. At the end of this week visual acuity 
had risen from 6/18 partly to 6/9 partly. These findings 
suggest that it is a lack of nicotinic acid or of riboflavin or 7 
beth in the diet which is responsible for the amblyopia seen 
in these cases. It also seems to be true that nicotinic acid 
and riboflavin will both restore central visual acuity with 
equal ‘speed, whereas the effect of riboflavin in restoring the 
field. seems to be considerably more rapid than that of 
nicotinic acid, . 5 i 
If these findings are substantiated it will mean that & 
disturbance in the second link of the co-enzyme-oxidase 
system may cause not merely pellagra but also ambly- 
epia. Although evidence of visual disturbances was 
not specifically sought for in many of the poe me seen 
in Kowloon in 1940, any considerable amblyopia would 
not have been likely to escape notice. It is, therefore, 
a little- difficult to explain why a disturbance of the 
second link should produce amblyopia in a small per- 
centage of patients only. . 


SUMMARY 


A group of 14 cases of amblyopia associated with 
dietetic deficiency are described. 

One pellagrin showing optic atrophy is included in 
this group to stress the probably pellagrous nature .of 
the condition. 

_ Temporal pallor of the optic discs was seen in 3 cases 
and all save one showed some field defect. — 

All the cases save 2 showed some pupillary abnor- 
malities. | 

Acroparesthesiz, weakness of the extremities, pal- 
pitation, giddiness and. cedema were accompanying 
symptoms. Glossitis and perlèche are not constan 
accompaniments of the syndrome. - 

The condition was curable slowly with dry yeast in 
small daily doses and with general dietetic measures. 
It responded much more rapidly and specifically to 
Moe acid in small daily doses over a short period 
of time. 


We wish to thank the dietetic sister at the Queen Mary 
Hospital for her help in planning the deficient diet used 
in the series. We are indebted to Messrs. Burroughs Wellcome 
for the nicotinic acid and to Messrs. Eli Lilly and Co. for the 
riboflavin used in treating these patients. 


KALA AZAR 
TREATED WITH 4:4’ DIAMIDINOSTILBENE 


R. B. USHER SOMERS, M D BIRM, DTM & H 
SENIOR MEDICAL INSPECTOR, SUDAN MEDICAL SERVICE 


UNTIL the introduction of 4:4’ diamidinostilbene by 
Kirk and Sati‘ in 1939, treatment of kala-azar in the 
Anglo-Egyptian Sudan had been most disheartening. 
The drugs in general use at the time were antimony. 
tartrate, ‘ Neostibosan’ and urea stibamine. During 
the last 8 years I have seen and treated 26 cases of 
kala-azar in the Sudan ; of these the first 21 cases were 
treated with either antimony tartrate or with neostibosan 

-` and they died in hospital or ran away before completing 
their course of treatment ; not one of them showed any 
sign of permanent improvement. The last 5 cases were 
treated with the urea derivative, 4:.4’ diamidinostilbene, 


` 


DISCUSSION 


That malnutrition may cause amblyopia has been 
recognised for some time. Fitzgerald Moore: described 
a condition in West Africa which appears to be.very 
similar to, if not identical with, the disease described 
in this paper. He regarded the mouth and skin lesions 
as being an integral part of the syndrome and stressed 
the fact that they might only be seen ‘‘in an early or 
recurrent stage of the disease.” His patients recovered 
when treated with ‘ Marmite,’ but cod-liver oil and 
fruit juice had no curative effect on control cases. 
Landor and Pallister? described a condition found among 
the inmates of institutions in Malaya the main features 

of which were glossitis, angular stomatitis and scrotal 
eczema. Some of their patients also complained of 
' weakness of the limbs and dimness of. vision. There is 
little doubt that the syndrome they described is similar 
to the one reported here, and they were able to show that 
liver, marmite and autoclaved yeast were all successful 


. in treatment. Fitzgerald Moore found that the ophthal- 
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mological response to treatment with marmite was 
very rapid, improvement being seen within three weeks, 
bpt he maintains that absolute cure is not possible, even 
though vision may improve to 6/6. Whether the cases 
described in this paper will relapse or not is impossible 
say yet, for they are still under observation. 

Since we never found central and paracentral scotomata 
in this condition and since it is invariably painless, we 
feel it is more correct to call it an amblyopia, though 
at first we considered it to be a retrobulbar neuritis. 
It seems clear, even from the results obtained in so 
small a series as this, that the effects of nicotinic acid 
and of riboflavin in this condition deserve further 
i igation, and it is interesting and possibly sig- 
nificant that it does not appear to be associated with 
perlèche or glossitis. This may be important since 
perlèche (or cheilosis) and glossitis are regarded as 
integral features of the riboflavin deficiency which has 
lately been given such prominence in American pub- 


lished work. The rapidity of the improvement in ' 


vision, the ‘restoration of the fields to normal and the 
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and responded favourably; 4 of them were alive and 
well when seen between 8 and 9 months after their 
apparent cure; only 4 months had elapsed since the 

5th case completed treatment when he was last seen. - 
All 5 patients were young men, 4 were soldiers, the 5th 
a policeman; all had been stationed on the Sudan- . 
Abyssinian border and had probably acquired the infec- 
tion there; all had received some form of treatment 


before coming under my care. 


SCHEME OF TREATMENT 


‘The course of treatment was somewhat different from 
that used so successfully by Kirk and Sati, the doses 
used being larger, graduated according to the progress 
of the patient, and given with fewer interruptions. It 
will be noted that the first 4 cases each received two 
courses of injections; this was not in the original plan’: 
but was decided on when case 3 was found to have a 
positive gland puncture 17 days after finishing the first 
course. At the same time, other workers in the Sudan 
were reporting relapses in cases of kala-azar treated with 
4:4’ diamidinostilbene. I only gave the 5th case one 
course of treatment, but he had already been treated 
elsewhere with the drug and had relapsed. 
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‘Before. beginning treatment with 4:4’ djamidino- 
stilbene, each patient was weighed, the liver and spleen 
were measured in finger-breadths (FB) below. the costal 
margin, the diagnosis was confirmed by spleen or gland 
puncture, the formol-gel reaction noted and blood- 
counts made. An initial dose of 1-1 mg. per kg. body- 
weight was given intravenously, the injections being 
made at intervals of 1-3 days and the dose gradually 
increased until 3-5-4 mg. per kg. was reached. The 
amount and frequency of the injections varied with the 
patient’s mental and physical reactions to treatment, 
and careful note was taken of his general condition, 
pulse-rate and blood-pressure. In case 2 on one or two 
occasions it-was found necessary to return to smaller 
doses because the larger ones upset him. Case 1 was 
sometimes missing on the mornings for his injections, 
and treatment had to be delayed for 24—48 hours since 
he usually returned to the ward drunk. When once 
treatment with 4:4’ diamidinostilbene had begun no 
other form of drug treatment was given. 


CASE-RECORDS 


CasE 1.—A man of the Moru tribe, aged 27, who had 
previously received four courses of sodium antimony tartrate 
in July, August and December, 1940, and May, 1941, the 
total given being grains 175. He completely failed to respond 
to treatment and at the end of the last course was desperately 
ill, while leishmania were still present in spleen and gland 
smears. In August, 1941, treatment with 4:4’ diamidino- 
stilbene was initiated and a course of 2:87 grammes given over 
a period of 53 days at 1-3 days’ interval. The initial dosage 
was 1-1 mg. per kg. body-weight and was increased to 3-3 mg. 
per kg. Two months after completion of treatment his 


general condition was good and liver and spleen smears were . 


negative for parasites. A second course of eight injections 
totalling 1-32 g. was given in January and February, 1942.. 
When last seen in November, 1942, 9 months after his dis- 
eharge, he was in excellent health, his weight and blood- 
eounts normal, liver and spleen no longer palpable. 


CasE 2.—A native of Tanganyika, aged 19. When admitted 
in August, 1941, his kala-azar was complicated by severe 
scorbutic and septic lesions of the mouth which cleared up 
under treatment with ascorbic acid and sulphapyridine. The 
scorbutic symptoms obscured the diagnosis in the beginning, 
but liver and spleen smears examined shortly after admission 
were positive for leishmania. Treatment with 4: 4’ diamidino- 
stilbene was begun in September; a total of 2:23 g. was 
given in twenty-four injections. The initial dosage of 1-1 mg. 
per kg. was gradually raised to 4-0 mg. per kg. At the end 
of the course in November his general condition was greatly 
improved, while all tests for kala-azar were negative. The 
spleen was still palpable. A second course (780 mg. in five 
injections) was begun in December, 1941, and at the end of 
it the: spleen was no longer palpable, and spleen and gland- 
juice smears were negative for parasites. When last seen in 


October, 1941, by the RMO of the 2nd/6th King’s African ` 


Rifles, he seemed perfectly fit and had put on weight, and 
the spleen was not palpable. 


Case 3.—A man of the Acoli tribe, aged 36. On admission 
he was not very ill. Between Sept. 14 and Oct. 25, 1941, he 
was given seventeen injections of 4:4’ diamidinostilbene, 
totalling 2-48 g. The dosage was gradually raised from 
50 mg. (1-1 mg. per kg. body-weight) to 200 mg. At the end 
of the course he had gained weight, and spleen and gland-juice 
smears were negative, but the formol-gel test gave an imme- 
diate positive reaction and the spleen was still just palpable. 
Spleen and gland punctures were carried out at intervals and 
on Jan. 10, 1942, leishmania were found in the gland juice, 
though the formol-gel test had become negative. He was 
given a second course of eight injections totalling 1-6 g., at 
the end of which all tests for kala-azar were negative. He was 
last seen in September, 1942, and was in excellent health. 


Case 4.—A man of the Kakwa tribe, aged 27. Treatment 
started with 60 mg. 4:4’ diamidinostilbene (1-1 mg. per kg. 
body-weight). Between Oct. 24 and Nov. 21, 1941, he 
received a total of 2-75g. After his last injection he complained 
of severe headache which persisted for a few days; accord- 
ingly he was given a rest from injections until Dec. 12, when 
a second course of twelve injections totalling 2-18 g. was 
begun. He made a good recovery and was discharged in 
February, 1942. I have been unable to obtain a recent 
medical report on this man’s condition, but when he was last 
heard of in January, 1943, he was on active service, 
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Case 5.—A man of the Zande tribe, aged 25. Befor 
coming under my care he had received three courses of fifteen 
daily injections of 50 mg. 4:4’ diamidinostilbene, with a ret 
of 9 days between the courses. He was discharged from 


hospital in March, 1942, and sent on leave; a month late: 
his condition relapsed and he was admitted to another hos 
pital where he was given a course of antimony tartrate injec 


tions, totalling gr. 27-5, but in spite of this his ceomditio: 


deteriorated. When I saw him in August, 1942, he wa: 
dangerously ill; he had a large buccal ulcer and on th 
corresponding side a greatly swollen, painful parotid gland ; the 
spleen and gland-juice smears contained leishmania. He wa: 


treated with sulphapyridine and vitamin C for the buceal con. 
dition which rapidly subsided. Between Aug. 19 and Sept. > 
he was given thirty-one injections of 4:4’ diamidinostalbene. 
beginning with 50 mg. (1:1 mg. per kg. body-weight) ; the 
dose was gradually increased to 200 mg. and a total of 4-35 rc. 


was given. At the end of treatment he had put on weight, 
but was still very anemic: red cells 2,715,000 per e.mm.; 
Hb. 80% ; CI 1:4; white cells 2200 per c.mm. His spleen 
was two FBs below the costal margin, his liver palpable. 
and he had a smooth glossy tongue; the spleen and gland. 
juice smears were negative for leishmania. On discharge on 
Nov. 14, 1942, he looked very fit but his blood-counts were 
still low: red cells 3,721,000; white cells 3400 per c.mm 
He had gained 24 lb. since the start of treatment. Wher 


last seen in February, 1943, he was in good health but hs 
red-cell count was only 4,000,000 and his white cells 400 
per c.mm. Spleen no longer palpable. Spleen and gland 
juice negative for leishmanie. 

Toxic effects.—In all 5 patients, the first two or thre 
injections caused breathlessness, headache, dizziness and 
a “ feeling of emptiness in the chest... Cases 1, 2 ands 
vomited after each of the early injections, but with 
subsequent injections none was unduly upset. Cass 
2 and 5 had epistaxis on one or two occasions in the fint 


weeks of treatment, but this gave rise to no anxiety. 


COMMENTS 


Case 1 proved entirely resistant to repeated courses of 
antimony tartrate but made a rapid recovery when 
treated with 4:4’ diamidinostilbene. Case 3 received 
treatment with ‘ Anthiomaline,’ an antimony prepara- 
tion, before admission. Whether this drug influenced 
the course of the illness or not it is impossible to say, 
but between June 25 and Sept. 14 (4 days after admis 
sion) his red cells had risen from 3,000,000 to 4,320,000 
per c.mm. Before the second count was made, however, 

e had been treated with mepacrine for malaria and 
with thymol for ancylostomiasis. The counts, too, 
were made by different observers. 

Case 4 had received a few injections of antimony 
tartrate before admission but in too small an amount to 
affect the course of his illness. 

Cases 3 and 5 show the importance of following up 
patients after their discharge from hospital. Case 3 was 
allowed to leave hospital after he had made an apparent 
recovery but was made to attend regularly for examina- 
tion, and as a-result Leishman-Donovan bodies were 
found in the gland juice 39 days after his discharge. At 
that time he had gained 13 lb. and was feeling very fit; 
on readmission he was given a second course of injections. 
Case 5 relapsed a week or two after his discharge, aiid 
was again seriously ill when admitted to hospital 2 
months after finishing treatment. This case illustrates 
the danger of inadequate treatment and the. failure of 
antimony tartrate to cure the disease. It also suggests 
that there is no advantage ‘in intensifying the course 0 
treatment. The final results in the first 4 cases in which 
injections were given at intervals of 1-3 days, over 4 

eriod varying from 12 to 18 weeks, were better than 
that of the 5th case where the second course of treatmen! 
only occupied 6 weeks. 

- If the absence of clinical symptoms for 6 moaths after 
the end of treatment is taken as the criterion, cure can 
be claimed for the first 3 cases; if fitness for active 
service is taken as the criterion, then a cure can be 
claimed for the 4th case. <A cure cannot be claimed for 
‘the 5th case, since 4 months after completing treatment 
his red and white blood-cell counts were: still much 
below normal. i 

When comparing these results with those obtained by 
Kirk and Sati it is worth noting that the average weight- 
of a Southern Sudanese is higher than that of the 
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Northern Sudanese, and that these men were in regular 


employment, and therefore probably well fed at the 


time they were infected. 


SUMMARY 


A group of 5 cases of kala-azar was treated with 
4:4’ diamidinostilbene. 

Of these, 4 have made apparent recoveries, the 5th is 
still under observation. , 

The drug was given at intervals of 1-3 days in doses 
gradually. increased- from 1 mg. to 4 mg. per kg. body- 
weight. The total amount varied from 3:01 g. to 4:88 g. 

My thanks are due to Dr. E. S. Horgan for his help and 
advice ; to Dr. A. H. Bayoumi for referring 3 of the cases to 
me and for sending in the final report on case 3 ; to the RMO, 
2nd/6th K.A.R., for the final report on case 2; to Dr. D. 
Casson for the final report on case 1; the Principal Medical 
Inspector, Upper Nile Province, for the final report on case 5 ; 
and the Director of the Sudan Medical Service for permission 
to publish this paper. 


MALARIA AS A NON-RELAPSING. DISEASE 
A REVIEW OF 1619 CASES IN NORTHERN RHODESIA 


L. M. RoDGER, M B WITWATERSRAND l 
SENIOR MEDICAL OFFICER, ROAN ANTELOPE OOPPER MINES 


THOUGH malaria has long since evolved from a vague 
miasmal terror into the clinical entity which we know 
today, yet something of superstitious awe still invests 
it, and this is manifest in the stubborn: belief that no 
remedy will completely release a victim from its toils. 

This attitude is perhaps understandable in the layman, 
for whom, once he has had an attack of malaria, every 
chill, cold or bout:of influenza becomes “fever.” It is 
more surprising, however, that the medical profession 
should endorse it—so that too often the patient’s diag- 

nosis is accepted without investigation, or, if parasites 
are found in a blood smear, the doctor is willing meekly 


to admit to ineffective therapy on the last occasion, 


recording the case as another relapse. 
The present survey was undertaken to test my belief 
that malaria is an easily curable disease, and that its 


reputation for relapsing is very often the result of. 


reinfection. Conditions for such observations are per- 
haps as favourable on this mine in the copper belt of 
- Northern Rhodesia as anywhere else in the world. We 
have here a European population of 2500, which, though 
living in a hyperendemic area where the parasite and 
spleen indices are between 50 and 60 % in native children, 
is yet so well protected by antilarval and antimosquito 
measures, that the average expectation of an attack is 
- once in every 7 or 8 years. European employees, over 
1000 in number, are not permitted a day’s stay off work 
without a medical certificate, nor can they return to work 
without a further certificate. No quinine is issued to 
employees, except in the course of treatment. lood 
smears are taken from every febrile patient, and no 
patient is treated for malaria until parasites are found 
in the blood. Finally—and most important from the 
point of view of effective treatment—every patient is 
treated in hospital, and no-one is allowed to rely upon the 
casual and haphazard administration of quinine or 
mepacrine, which is the lot of the average malarial 
victim. . 7 
It will be conceded that these conditions leave few 


The incidence of malaria is much greater on the out- 


skirts of the residential area than towards the centre. 


This is demonstrated each season on a map of the town 
site, where pins are inserted representing malaria cases. 


A fairly continuous belt of pins, covering the outer one — 


or two avenues, fringes the residential area, while 
scattered pins only are seen within this ring: Evidently 
the mosquito practises a rigid economy in flying hours, 
and never operates further from its base than is abso- 
lutely necessary, for it must return to water after feeding. 
Let us take two infected persons, one living on the 
edge and one in the centre of the camp. ‘If they are 
going to relapse, they will do so about the same time, a 
few weeks or more later. If we find that the man in the 
centre, less exposed to infection, does not -have an 
-attack for-two years, whereas, the man on the periphery 
goes down twice in the six months after his first attack, 
the probability is that the later attacks in each case are 
reinfections rather than relapses.’ The following figures 
show that the interval ‘between one attack and the next 
does in fact tend to be much longer in the central areas, 


over a year. 


REPEAT ATTACKS SHOWING INTERVAL BETWEEN EACH ATTACK 
’ AND THE ONE PRECEDING IT. | 
ra a “E ane a cere 
Residential | Under! 3-6 | 6-12 | 1-2 | Over} Total j Total. 


area 3 mth.| mth. | mth. | yr. | 2 yr. cases persons 
Peripheral | 105 | 53 | 80 | 64 | 24 | 326 212- 
Central 23 | 16 | 25 | 36 | 36 | 136 103 


— 


These figures would be more impressive were it not 
that a number of residents in the central area work, 


night-shifts at places several miles out of camp, and are 
‘im consequence liable to. frequent infection. Thus a 
hoist-driver on the main haulage shaft three miles away, 
who does alternate day and night shifts, had six attacks, 
while his wife had two and his daughter one in the same 
period. Reinfection is the obvious explanation here. 
Whether these arguments are accepted or not, a glance 
at the table will show that a large number of the repeat 
attacks cannot be relapses. Few would suggest that 
attacks after a lapse of two years, or even one year, were 


. relapses, and many would admit that those in the 6-12 


months group were probably fresh infections. 

A further point of importance bearing on the relapse- 
rate is the spleen-rate in malarial patients and the 
incidence of crescents in blood films. Unfortunately 
precise figures are not available ; but, apart from young 
children, who often have a palpable spleen early in the 
attack, enlarged spleens are seldom found.. Regarding 
the crescent rates, it is safe to say that not 1 in 200 
subtertian slides shows crescents, and the actual incidence 
is probably far lower. Such blood smears are generally 
those of patients coming in from outlying districts. 

The benign types of infection are regarded as most 
difficult to eradicate, and although the vast majority 
of infections here are subtertian, there are just sufficient 
benign cases to be of interest in this survey. Of the 
1157 persons infected, 18 had benign tertian, 20 had 
quartan and 27 had ovale infections. In addition, 58 


persons had infections with parasites of undetermined — 


species, The follow-up of the benign infections shows 


chances for cases to escape detection. Moreover the. that 


population, largely recruited from at least as far afield 
as the Union of South Africa, over 1000 miles distant, 
is fairly stable, and during the war its movement has 
been further limited by government restrictions pre- 
venting mine employees from leaving what is regarded 
as an essential service. A review of the recurrence-rate 
over a period of years can thus be regarded as reasonably 
accurate, | : 
SURVEY 


The present series of cases covers five years (November 
1937 to October 1942). There were in all 1619 cases of 
malaria in Europeans. These represented attacks in 

1157 persons, 842 of whom had only one attack. Thus 
12°77% of infected persons suffered no second attack in 
five years, Let us now consider whether the remaining 
27-2 % should be regarded as relapses. 


Of the-18 benign tertian infections, 1 relapsed once. In 
addition, 1 had one Plasmodium ovale attack afterwards, 


‘2 had subtertian attacks once, and l twice. Thus only 5 


persons had subsequent malaria of any type. or 

Of the 20 quartan infections, 2 relapsed, 1 once and 1l 
twice. In addition, the second patient had a subtertian 
attack and an attack of doubtful type as well. One other 
person had a subtertian attack.. Thus 3 persons had sub- 
sequent malaria of any type. l 

f the 27 P. ovale cases, 4 relapsed, 2 once, 1 three times, 

and 1 probably three times, having two attacks while on 
leave in the Union, and two attacks shortly after his return. 
Of these patients 2 had one attack each of subtertian malaria 
subsequently. In addition, 5 others had subsequent 
subtertian malaria, 4 once and 1 twice. Thus 9 persons had 
subsequent malaria of any type. — | 


“where the majority of repeat attacks follow freedom for © 
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-Of the 58 persons with parasites of doubtful species, 14 
_had subséquent attacks, 21 in all. One of these was again 
_of doubtful species, the rest were subtertian. \ 

Now it is possible that a few of the benign cases were 
wrongly classified. The simple tertian case which sub- 
sequently had an ovale attack was probably an ovale 
infection originally—similarly one or two ovale cases 
may conceivably have been benign tertian. However, 
the 65 cases in this group were all benign forms of 
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malaria, and the relapse-rate is amazingly low—1 BT, | 


2 quartan, 4 (and perhaps 5) P. ovale cases alone had 
relapses. These provide a useful pointer to the probable 
true relapse-rate in the whole series. The most resistant 
form of malaria, in my opinion, and contrary to the 
general view, is that due to P. ovale. All our early cases 
- of this type relapsed until we decided to use ‘ Quino- 
Plasmoquin.’ in this type of infection, after which they 
responded as satisfactorily as other forms. 


TREATMENT . 


Our treatment of malaria has-been simple. Routine 
treatment consisted of grains 30 daily (gr. 10 t.d.s.) of 
quinine by mouth for nine days, after which the employee 
returned to work and took gr. 15 daily for a further week. 
Feeling that the final week on gr. 15 daily was really 
unnecessary, we decided, when quinine became scarce, 
to limit the course to 9-10 days on gr. 30—apparently 
without detriment to our relapse figures, though it is too 
soon yet to decide this point. 

When in the initial stages the patient appears seriously 
ill, vomits or complains of nausea or has a coated tongue, 
quinine medication has been intravenous, two injections 
a day for 1-2 days. Quinine hydrochloride gr. 10 is 
given in 20 c.cm. of distilled water, injected over a 
period of 5 min., preferably when the temperature is not 

elevated over 100° F. These precautions prevent un- 
` pleasant reactions, such as vomiting, and much discom- 
fort for the patient. Intramuscular injections are given 
only to young children. 
i here there is a history of blackwater, quinine 
idiosyncrasy or previous irregular quinine administra- 
tion over long periods, mepacrine is given, 0'1 gramme 
t.d.s. orally for 7 days—and recently 0:4 g. daily has been 


given during the first 3 days to control the attack more 


rapidly. Intravenous mepacrine, 0:15-0:2 g. is given 
when necessary. It does not have to be given slowly o 
when the temperature is down. 

This treatment is effective against suhtertian malaria, 
and benign tertian responds to the quinine treatment 
‘outlined. But P. ovale infections certainly seem to 
require a course of quino-plasmoquin, and some quartan 
cases also probably will relapse without some such 
combination of quinine and pamaquin. In such cases 
two tablets of quino-plasmoquin, each containing 0:3 g. 
(gr. 44) of quinine and 0-01 g. (gr. 4) of pamaquin are 
given thrice daily for 5 days, and gr. 30 of quinine daily 
is administered for a further 5 days. |. | 

In the 1619 cases there were 6 deaths—a fatality-rate 
of 0°37%. Three of the deaths were from cerebral 
malaria and one was in an old man with concurrent 

neumonia. In addition one patient brought in with 

lackwater died. . 

DISCUSSION 


The above figures relating to relapse-rates and the 
notes on treatment should be considered in the light of 
recent statements in the discussion on malaria after the 
last (1942) annual general meeting of the Royal Society 
of Tropical Medicine. 7 l 


Sir Rickard Christophers said, “ We know . . . that it is 


no use attempting to eradicate infection by unduly prolonged’ 


administration. We may, by prolonging treatment, cover a 
period of greatest liability to relapse and so save the patient 
some attacks.” 

The late Prof. Warrington Yorke referred to the Liverpool 
researches in the last war, in which, he said, one of the 
questions to which an answer. was sought was whether it 
was possible to sterilise a malarial infection with massive 
doses in a few days, and if not, whether the infection could 
be sterilised by prolonged quinine therapy. From experi- 
ments conducted with simple tertian infections he concluded 
that it was impossible to sterilise the infections by either 
method. He therefore advocated controlling the attack 
by quinine for 4 days, and then using quinine in a palliative 
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or suppressive manner by giving gr. 20 for two consecutive 


. days every week for 8 weeks. Referring to a course of 


treatment suggested by the Army medical authorities, in 
which gr. 400 of quinine is given over a period of 34 weeks, 
he remarked, ‘‘ I cannot help asking myself what this course 
is intended to do. If it is designed simply to treat the acute 
attack, probably at least three-quarters of the quinine is 
ee and if it is intended to sterilise the infection, it will 
ail.” 

Other speakers adopted a similar attitude, Major T. Row- 
land Hill stating, ‘‘ there should be intensive treatment net 
to destroy the infection, which is impossible, but to knoek 
out the clinical attack very quickly.” 


The conclysions to be drawn from my figures, and the 
opinions of the authorities I have quoted are, to my 
mind, irreconcilable, and I should challenge ther 
statements with even more trepidation than I feel, had 
not 14 years’ observation of malaria under the conditions 
I have described convinced me that the explanation is 
available. It lies, not in treatment, which is along 
accepted lines, not in the mildness of the Rhodesian 
strains of the parasite, which can be deadly cnough and 
persistent enough when neglected, but in the fact that 
malaria is treated from the outset as an important 
disease. It is caught early and treated thoroughly in 
each and every case’ though the treatment, as has been 
shown, need not be long to be thorough. Given this 
conception of malaria, and an attempt to deal with it 
under conditions comparahle with those we have achieved 
on this mining property, one feels confident that results 
similar, to our.own should become the rule rather than 
the exception, and malaria would be recognised for what 
it is—one of the essentially curable diseases. 

SUMMARY 

A five-year survey is given of 1619 cases of malaria in 
Northern Rhodesia. 

In this period 72:7% of infected persons suffered no 
second attack, and of the remaining 27:3% a large 
proportion are shown to be probable reinfections, and not 
relapses. | 

It is suggested that malaria can be a non-relapsing 
disease, provided it is treated at once and treatment is 
completely supervised. q 

I desire to express my thanks to Dr. A. C. Fisher, chief 
medical officer to Roan Antelope and Mufulira Copper Mines, 
for his kind interest and advice. I am also greatly indebted 
for all reports on blood smears to Mr. R. B. English, whose 
work has made possible identification of the various strains 
of the parasite. 
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SIMPLE ATTACHMENT FOR BOYLE’S MACHINE 


JOHN IVES, MB LOND, DA 
EMS ANAESTHETIST, SECTOR VI 


Tre purpose of this paper is to demonstrate the 
advantages that can be gained by incorporating an 
injector unit into the Boyle’s machine—the most com- 
monly used anesthetic apparatus in this country. The 
modern injector unit was introduced by H. A. E. Talley, 
and. was first descfibed, as 4n‘improvement in oxygen 
therapy, by S. L. Cowan and J: V. Mitchell. Before 
dealing with its application to the Boyle’s machine, it 
is necessary to outline the reasons for its adoption. 

A technique often used for anesthesia of a degree 


- deeper than that of the first plane is to induce with 


nitrous oxide, add oxygen and ether, and then to maintain 
anesthesia with a flow of not less than 5 litres of about 
20% oxygen in nitrous oxide over or through the ether. 
Enough ether must be used to subdue reflexes, particu- 
larly those of the larynx (unless the patient has been 
heavily premedicated or intubated, or the larynx has 


_ been locally anzsthetised) and enough oxygen must be 


used to avoid anoxeemia. l 

To maintain the full anæsthetic action of nitrous 
oxide, the oxygen flow must be kept at the minimum 
that will satisfy the tissues. The difficulties and dangers 
of this minimal supply have been frequently stressed ? 
and recently summarised: ‘‘ the recognition of anoxia 
being difficult or impossible in many cases, it is better 
to avoid it by increasing the oxygen content of the 
anesthetic mixture.” 3 Most ansesthetists—and sur 


THE LANCET] 


geons—prefer to err on . the safe side and keep their 
patients pink. If the patient has a normal amount of 
hæmoglobin, he will still be getting more than the 
minimum oxygen that his tissues need, and therefore 
the gas will be praducing less than its maximum effect. 

Nitrous oxide is the weakest of all anesthetics, and 
when it is used in this manner, the part that it contri- 
butes,. as an anesthetic, to maintenance is probably 


very small. Many writers‘ have considered that its chief 


function is to act as a vehicle for the ether. To use 
nitrous oxide in this way is expensive and wasteful and 
is also physiologically unsound. Oxygen and all anes- 
thetic gases are rapidly absorbed by the alveoli, and this 
absorption is a step in the production of patches of 
atelectasis—‘‘ the predominant postoperative pul- 
monary complication.” 5 Burford ê considers this factor 
so important that he advises the routine addition of some 
inert gas to all anesthetic mixtures. It is indefensible 
to use nitrous oxide 
simply to carry 
ether to the patient. 

-A far more satis- 
factory vehicle is 
inert and slowly 
absorbed nitrogen 
which, if it can be 
entrained from the 
air, costs nothing ; 
‘moreover, the loss 
of alveolar water 
vapour is reduced 
because it is already 
partly humidified. 
It has been found 
that this can be 
accomplished by 
using the injector 
` principle, and the 
apparatus has been 
connected up as 
shown in the figure. 


THE APPARATUS 


The injector unit 
is incorporated into 
the, Boyle’s machine 
between the flow- 
meter and the chloro- 
form (or trichlorethy- 
lene) bottle. . In this position the flow-meter can, be by- 
passed so that its resistance, which would otherwise impair 
the efficiency of the injector, is avoided. - A supporting bar, 
about.} in. longer than that on the plastic-Boyle’s machine 
(the standard model in the EMS) was made, and the requisite 


w S ces 
oxvoen -= J] = oxvees 


The injector economiser : A, injector oxygen con- 
trol; y aneroid manometer; C, streamlining 
` tube; : D, injector control dise: 


holes drilled to take the bottles in their new positions. The, 


pressure tubing is arranged (see figure) so that oxygen from the 
cylinders can pass either through the flow-meter, or—if the 
flow-meter tap is closed and the oxygen control (A) opened— 
through the injector, where the rate of flow of oxygen can be 
measured by the aneroid manometer (B). 
(D) is now rotated so that the hols lies over the. air inlet, air 
will be entrained in a 3 to 1 proportion—i.e., with an oxygen 
flow of 2 1., the machine will deliver 8 I. of a e mixture of 
oxygen. The arithmetic of this is shown below :— 
Sevgen (l.) 

Oxygen from cylinder ; 2 
Air entrained (3: 1 proportion): 6 1. containing 20% Oz 

Mixture delivered by machine 8 1. containing . i 
_ Therefore, 0,% =3:2 -8 x 100 =40% . ` 


To make the injector work with maximum efficiency 
the reducing valves on the oxygen cylinders must be. 
first adjusted to give a pressure of 20-30 lb. per sq. in., 
and the fine adjustment valves must be fully open. The 
power of the injector is such that its performance is not 
affected by the resistance of the patient’s expirations, 
and the internal resistance of the machine has been 
reduced by stream-lining the flow through a curved tube 
(C) inside the main connecting tube. 


1-2 
3:2 


USE AND RESULTS 


When the oxygen control is turned off, and the injector 
is closed (i.e., with the mse set at the 100% mark), the 


j 
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If the:control disc - 
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additional apparatus is entirely cut out, and a straight- 
forward Boyle’s machine remains. 


It is used as such for induction, and the concentration of 
ether is gradually increased until the lower part of the first 
plane is reached, the average time taken being 5-10 minutes. 
An airway is inserted, the mask strapped on, and ‘then, the 
change over from nitrous oxide and oxygen to air and oxygen _ 
is made as follows. The flow-meter taps are closed, the in- 
jector oxygen control is opened until the manometer shows 
a rate of flow of 14 or 2 1. per min., and the injector dial is 
rotated to the. open position. This change-over takes ‘less 
than 10 seconds. The figure shows the economiser in use. 
From this point. onwards the maintenance of anesthesia is 
precisely similar to that with nitrous oxide, oxygen and ether, 
At the conclusion of the administration the disc and the 
oxygen contro] should be turned to the closed position, thus 
leaving the machine ready for nitrous oxide induction of the 
next case. - 


The apparatus has been in use for 6 months, and it . 
has been found that :— 


(a) The change-over to oxygen ‘and air is quite smooth— 
the patient does not come round. 

(bL) For upper seeond-plane anzsthesia, it is unusual to have 
the plunger below the ether surface, either during 
induction or maintenance. 

(c) No more ether has been used for each case than was 
usually required with the ordinary Boyle’s machine. 


The most economical anesthetic technique is un- 
doubtedly that of carbon dioxide absorption, but in this 
country at present the requisite: apparatus is not so 
universally available as the Boyle’s machine. When the 
“not so expert ”? occasional anesthetist is using the 
Boyle’s machine, his greatest risk is the production of 
anoxemia. By using the injector, this risk is diminished 


and the economy is almost as great as with carbon 


dioxide absorption. 
The saving effected is best shown by the following 
sums giving the cost, at hospital prices, of an anesthetic 


lasting 1 hour, after 8 minutes’ induction. ° 


With Boy yle’ 8 machine 

For induction— s. d 
Nitrous oxide 501. .. g 5 

For maintenance— 
Nitrous oxide (5 1. pe ee joes, Tisha ee 6 
Oxygen (1 l. per min. x 60 1. ; P 2 
Ether 6 oz. .. : 7 
‘Total cost , `.. T ea ie 3 8 


With Boyle’s machine plus injector economiser 
For indųuçțion—. ` 


- Nitrous oxide 50 1. 5 

For maintenance— 
"Oxygen (14.1. per min.) 90 1. 3 
Ether 6 oz. .. 3 7 
Total cost . aie vi = æ. 1 8 


Nitrous ‘exide- Soa are. made of steel, and the 
average weight of a 200-gallon cylinder (about 909 1.) is 
15 Ib. 12 oz. when empty. It is exhausted with 3. 
cases of.an average length of 1 hour each with the 
Boyle’s machine, but with the injector economiser only 
50 litres (i.e., 11 gallons) is used for each case. Therefore 
one 200-gallon cylinder suffices for 18 ¢ases. 

At one representative hospital, it was found that the 
Boyle’s-machines used, on an average, 60 of these 200- 
gallon cylinders of “nitrous oxide each month. The 
British Oxygen Company reminds us that “ cylinders 
are like guns, they are both war essentials,” and must 
be used economically. The very real saving of steel 
and transport, in addition to the economy in gas, that 
can be effected is at once apparent. It requires only a 
simple addition to a standard machine and can then be 
used by the occasional anæsthetist, with a greater degree 
of safety in maintenance than when using the orthodox 
Boyle’s machine. 

There is less danger of producing anoxeemia and the use 


of a mixture containing nearly 60% of slowly absorbed 


nitrogen reduces the likelihood of patchy or massive 
atelectasis. The impression has been gained (and will 
be checked when sufficient records have been collected) 
that the Incigence of postoperative vomiting has been 


~ 
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reduced. Since mild and undetected degrees of anox- 
emia might previously have caused vomiting, this is 
uot improbable. 


I have described the commonest application of this 


econoniiser, but there are a number of other uses for it 
which result in a saving of oxygen and a simplification 
of apparatus. For example, a 40% mixture of oxygen 
~and air has been used for pharyngeal insufflation anzes- 
thesia, and also for oxygen therapy during spinal and 
intravenous barbiturate ansesthesia, thereby dispensing 
with the need for special oxygen therapy apparatus 
in the theatre. 
on | SUMMARY 

An apparatus is described in which air is entrained 
by means of the injector unit for the vaporisation of ether, 
and which can be readily adapted to the standard plastic 
Boyle’s machine. 

Economies in nitrous oxide, steel ‘and transport can 
be effected by using this addition to the Boyle’s appara- 
tus, and there are also physiological advantages—e.g., 
a lessened likelihood of anoxia and atelectasis and 
possible benefits in using partly humidified air as a 
supporting gas. 

The attachment is simple enough to be safely and 
successfully used by anyone familiar with the Boyle’s 
machine. 


‘The Medical and Industrial Equipment Company Ltd. 
made the apparatus for me, and I wish to thank Mr. H. A. E. 
Talley, chairman of that firm, for his help; Dr.M. D. Nosworthy 
for his criticisms; Dr. W. A. Steel, medical director of Hilling- 
don County Hospital, for permission to carry out this work ; 
Dr. H. J. V. Morton and the surgical staff for their coöperation ; 
and Miss D. M. Barber for the drawing. 
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ULCERATIVE COLITIS 
CLINICAL EXPERIMENTS WITH PIG’S INTESTINE 
A. MORTON GILL, MD LOND, MRCP l 
ASST PHYSICIAN, WEST LONDON HOSPITAL; PHYSICIAN, EMS 
THE disease called ulcerative colitis, the ætiology of 
. which is unknown and may not perhaps be the same for 


all cases labelled as such, can run an acute and rapid 
course, or more commonly persist for. many" -years,. 


spontaneous improvement occurring from- time to`time ' 


but in many cases terminating fatally sooner ‘or later. 
For these reasons, the results of therapy are difficult to 
gauge, but no treatment evolved so far has achieved more 


than temporary success, although occasional brilliant | 


results have followed sulphaguanidine ‘or ileostomy. 
. This natural fluctuation of the disease suggested the 
possibility of a varying deficiency, so that the syndrome 
of ulcerative colitis might result from the lack of some 
factor controlling. colonic function ; such a factor, if it 
existed at all, might be produced in or by some portion 
of the alimentary canal. This idea could only. be tested 
by the administration of uncooked animal intestine, in 
anatomical sequence, to an intelligent patient willing 


50 0 


`- malaise, lassitude and loss of weight (lst relapse). 


‘usually well salted ; 
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to keep accurate observations of day to dag changes 
in his condition over a long period, and also willing in 
the event of improvement to note the effect ofabandoning 
treatment when asked to do so. Such a patient came 
under my care in 1937. 


CasE 1.—This man, then sees 25, had been forced to give 
up his job as a hospital porter on account of increasing 
lassitude, severe lower abdominal pain, tenesmus, fecal 
‘incontinence, and the passage of up to 24 loose bloody stools 
in the 24 hours. These symptoms had been developing since 
1934. He was admitted to hospital, where he remained for 
nearly a year. Sigmoidoscopy and barium enema showed the 
appearances of ulcerative colitis; no abnormal organisms 
were found in the feces; blood-agglutinations were negative 
for dysentery; a blood-count gave hemoglobin 50% red 
cells 3,600,000 per c.mm. Treatment included a low residue, 
high caloric, high vitamin diet; liver injections; hog’s stomach 
extract; repeated blood-transfusions; colonic irrigations 
and injections ; starch and opium enemata; sera and vac- 
cines. He was considered too ill for operation. He left 
hospital in 1938, passing up to 8 blood-containing stools per 
day, still suffering abdominal pain, tenesmus and fæcal 
incontinence. 

From October, 1938, to January, 1939, he was given tripe 
(ox stomach) daily without any noticeable improvement. In 
February, 1939, this was stopped and changed to chittewimgs 
(pig’s stomach and intestine) and within 6 weeks the number 


' of stools had fallen to 2 per day, bleeding had ceased and pain 


disappeared. Runners (pig’s small intestine only) were now 
substituted for the chitterlings, and at the end of another 
month he was passing normal formed stools, one daily. He 
was now working hard, painting his house after the day’s 
work, cycling at the week-ends and feeling perfectly well 
(1st remission). In June, 1939, by request, he stopped taking 
the runners, and after an intervalof 6 months began to relapse, 
all his old symptoms gradually returning and becoming 
steadily worse, so that by August, 1940, he was passing 12 
stools in 24 hours with much blood, and experiencing pain, 
Within 
a month of starting the runners again the stools were again 
normal, one daily, no pain and no blood (2nd remission). 
Early in 1941 his supply of runners became intermittent and 
finally failed, while another relapse set in, which grew steadily 
worse, stools rising to 26 in the 24 hours (2nd relapse ; fig. 1). 

He spent 4 months in hospital towards the end of 1941, 

without much benefit, and continued in a miserable state until 
March, 1942, when he obtained a supply of runners; within 
a month he was again restored to health (3rd remission). 
In November, 1942, by request, he again ceased treatment, 
and by January, 1943, had to give up work on account of 
pain, lassitude, bloody diarrhcea and fecal incontinence 
(3rd relapse; fig: 2). At the end of January he resumed 
treatment, and by the beginning of April, 1943, was again 
well, stools normal, back at work and working overtime every 


night, . Saturday afternoons and Sunday mornings (4th re- 


mission ; fig. 3). Since then (February, 1944) he has remained 
well and at work, taking runners daily. 


_ Runners is the trade name for pig’s small intestine. 
The material can be obtained fresh and uncooked, 
it requires thorough washing, 
removal of fat and then mincing. It can be taken flavoured 
with ‘ Marmite,’ in soup, as a sandwich, or in milk. The 
daily amount taken by the above patient averages $ Ib. 

No conclusions can be drawn from experimental 
trials in a single case, and, despite the fact that both the 
patient and his wife are in no doubt as to the efficacy 
of the treatment given, the results obtained may be 
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Fig. |—April 4, 1941. Relapse as runners became Fig.2—Nov.7, 1942. Relapse when runners were Fig. 3—Jan. 30, 1943. Slow improvement 
unobtzinable. At A; feeling well, no pain, normal _ discarded voluntarily. At A, feeling well and at when Haat runners. At A,-off work; pain, 
stools ;fweight If st. 121b. At B, pain, diarrhea, ` work ; no pain, normal stools, At B, too, ill lassitude, blood in [stools. At B, feeling. well 


blood and mucus in stools, lassitude ; 


weight 
il st. 4 Ib. 


ra 


to work, easily tired; pain, diarrhea, fzcal 
incontinence, blood and mucus in stools. 


and working overtime ; no pain, normal formed 
stools, 
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coincidental or even psychological. Alternatively, the 
assumption of a deficiency may be false, the effect being 
perhapg local. i 


ADDITIONAL CASES 


| 


A few other cases have been treated, but only for 


short periods, and not always successfully. 


2.—A man, aged 2]. Acute onset with fever, anorexia, 
lassitude,: headache, abdominal pain, tenesmus, diarrhcea, 
blood and mucus. White count, 21,200 per c.mm. (poly- 
morphs 80%). Stools contained pus and blood, no abnormal 


organisms on culture; blood-agglutinations negative for ` 
Sigmoidoscopy 


TAB, Brucella abortus and dysentery. 
showed acute ulcerative colitis. No response to sulphaguani- 
dine. Runners started 2 weeks after admission. Blood 
disappeared after 10 days, and by 21st day stools had fallen 
from 15 in 24 hours to 1, normal and formed. Patient well. 


3.—-A woman, aged 26. Six years history with long re- 
missions. Present relapse of 2 weeks’ duration, with fever, 
offensive diarrhoea, blood, abdominal pain and tenesmus. 
No abnormal organisms found on stool-culture; blood- 
agglutinations negative.: Sigmoidoscopy showed ulcerative 
colitis. No response to sulphaguanidine. After 3 weeks on 
runners stools had fallen from 20 in 24 hours to 8, normal wid 


formed. Patient well. 


4.—A man, aged 35. A year’s history, without remissions. 
Abdominal pain, flatulence, diarrhcea with 6 stools in 24 
hours, blood and mucus. No abnormal organisms on stool- 
culture: blood-agglutinations negative. Sigmoidoscopy 
showed ulcerative colitis. Kept in hospital for 2 weeks’ obser- 
vation before starting runners. After a month on runners 
all symptoms had cleared, 1 normal stool, formed, daily. 
Remained well for a year after taking runners for 2 months 
and then relapsed, now again improving on runners. 


5.—A man, aged 24. Acute onset with fever, abdominal 
‘pain, diarrhea, blood and mucus. Stool-culture showed no 
abnormal! organisms; blood-agglutinations negative. Sig- 
‘moidoscopy confirmed ulcerative colitis. No response to any 
treatment, including sulphaguanidine, runners and repeated 
blood-transfusion. Died of perforation of colon. 


6.—A man, aged 29. 
missions, of abdominal pain, flatulence, . 
diarrhoea with blood and mucus. 


tenesmus and 
No abnormal organisms 


on stool-culture ; blood-agglutinations negative.. Sigmoido- 


scopy confirmed ulcerative colitis. No response to treatment, 
including sulphaguanidine, runners and blood-transfusion. 


SUMMARY 


. Working on the assumption that idiopathic ulcerative 
colitis is of unknown etiology, deriving no lasting benefit 
from’ any known form of therapy, a deficiency was 
postulated. | | 

A severe and chronic case became restored to health 
when taking uncooked pig’s small intestine by mouth, 
without any other form of treatment. When. the pig’s 
intestine was stopped, relapse followed; health being 
again restored when treatment was resumed. 


: Of 5 additional cases, observed only for short periods, 


3 seemed to obtain benefit from their treatment. 


‘My thanks are due to the patients who codperated with 
me in this trial, and to the firm supplying the runners. 


= ee Oe 


Prof. J. M. MACKINTOSH, newly appointed to the univer- 
sity chair of public health tenable at the London 
School of Hygiene, will deliver an address there on teaching 
and practice in preventive medicine on Friday, June 23, at 
- 3.30 PM. | 


THE Porsu SoHoot at Epinsurcs.—The foundation 
of a school of medicine representative of the Polish univer- 
sities in the precincts and under. the auspices of the 
University of Edinburgh has been one ‘of the happier results 

of the war. It is commemorated in a record compiled 
by various Polish teachers and edited. by Jósef Brodski. 
(Oliver & Boyd. Not for sale.) Here are set out the docu- 
ments and contracts which established this unique experiment 
—unique not only in its conception, but ds an expression of 
the international character of medical science. The school 
will secure to a liberated Poland a supply of trained medical 
men to take their all-important share in the rehabilitation of 
their harassed country. = 000000 


Six months history, without re- ' 


Medical Societies 
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_ AF a combined meeting of the sections of surgery and 


anesthetics on April 5, with Sir JAMES WALTON. in the 
chair, a discussion on - : 


Anesthesia and Analgesia in Abdominal Operations 
was opened by Surgeon Rear-Admiral G. GORDON- 
TAYLOR. Many things, he said, were demanded of the 
¿modern anesthetist besides competency. In. assessing 
mortality-rates it must always be remembered that many 
factors were involved besides the anesthetic. Ever 
since Crile’s introduction of ‘‘ anoci-association ” he had 
employed a “balanced anæsthesia.” For much ab- 
dominal work he approved of unilateral spinal analgesia 
and gas-and-oxygen. For the upper abdomen his 


. general choice was regional block for the abdominal wall 


and anterior splanchnic injection; he liked also some 
general anzsthetic—a very light narcosis with ether or 
chloroform. For bad risks he used no general anzsthetic 
at all. As a local agent he used procaine (‘ Novocain >) 
For gall-bladder work he liked gas-and-oxygen with 
regional or ,sPlanchnic injection. For acute intestinal 
obstruction and for strangulated hernia he preferred 
purely local analgesia. During his war-time travels he > 
had been impressed by the usefulness of the Oxford 
vaporiser, particularly on board ship. __ . À 
Dr. FRANKIS Evans said. that for the anesthetist the 
problem in abdominal operations was relaxation of the 
abdominal muscles. The surgeon could not do his work 
conveniently, or even perhaps efficiently, with a heaving 
abdomen or with straining muscles. Full relaxation 
could be got with ether but there were the drawbacks 
of vomiting and nausea long afterwards and probably 
of increased risk of lung trouhle. Cyclopropane was the 
agent he preferred, but full relaxation could not always 
be achieved with it ; when that was the case some ether 
must be added. He often used spinal analgesia, pre- 
ferring’ heavy ‘ Nupercaine.’ He believed that an 
adrenaline-in-saline drip shouldbe used when spinal 
analgesia was employed and that it should be kept going 
for two hours after the patient was back in bed. He did 
not regard splanchnic injection as better than high spinal. 
For many abdominal operations his choice was gas-and- 
oxygen with spinal injection of heayy nupercaine. He 
sometimes used field block and intravenous ‘ Pentothal.’ 
Mr. NORMAN LAKE warmly recommended the nuper- 
caine spinal analgesia method introduced by Howard 
Jones which he had used consistently now for many 
years. He believed that postoperative complications 
were often due to unsatisfactory anesthesia. He did 
not use general anesthesia in combination with: his 
spinal analgesia; there were no doubt instances in which 
the theca could not be entered but these were very rare. 
Mr. HENRY. BAKER, following the method of Norman 
James, used regional and posterior splanchnic block for- 
operations on the upper abdomen. From 2000 to 4000 
c.cm. might have to be used. The analgesic ‘ Mety- 
caine,’ was given with adrenaline 1 in 1000 for regional | 
block and 1 in 2000 for splanchic block ; but solutions 
as weak as 1 in 3000 for regional and 1 in 6000 for 
splanchnic had been found effective. . He used'no general 
anesthetic with this method. The retraction of the 
intestines within the abdomen and the slight respiratory 
movement. were of great advantage. A hypodermic 
injection of ‘Omnopon.’” was given an hour beforehand. 
Hyoscine caused restlessriess and had been given up. 
Mr. W. ETHERINGTON WILSON believed. that spinal 
analgesia was not used often enough. . The injection 
must be controllable. He used ‘Spinocaine’ and de- 
scribed a modification of his original technique. _ 
Mr. Harotp Dopp liked a combination of local 
analgesia and field block and showed the varying lengths 
of time for which different’ local analgesics could be 


` relied on—novocain in. 1% solution, 40-60 minutes ; 


amethocaine, 14-2} hours; nupercaine, 1 in 1500, 
2—4 hours. He added one or two drops of adrenaline, 
1 in 1000, to each ounce of analgesic. 

‘The CHAIRMAN expressed surprise at the little mention 
of general anesthesia by inhalation, which in the hands 
of experts had given him satisfaction for many years. 
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Diseases of the Chest described for Students and 
Practitioners bi a 

ROBERT COOPE, MD, BSC LPOOL, FRCP, physician to 
the Royal Liverpool United Hospital, the Liverpool 
Hospital for Consumption and Diseases of the Chest, 
and the Liverpool and North-Western Chest Surgical 
(EMS) Unit. (Livingstone. Pp. 524. 25s.) 

. THE medical student hearing the word pneumonia 


for the first time may take his choice in the literature , 


(as the phrase goes) between the story of.a healthy. man 
going about his lawful occasions who suddenly shivers 
(“ shakes the bed ”) and is struck down with a stitch 
and a sharp fever; or the life history of a parasitic 
diplococcus of singularly precise habits and devotion 


to its human host ; or the appearances in the dead-house’ 


of spongy lung passing through the stages of red and 
grey hepatisation to purulent dissolution ; or the charts 
and graphs of the disease as seen in young or old (‘“ old 
man’s friend ’’), white or black, town or country, summer 
or winter; or its place in the social economy, of a com- 
munity. In his foreword to Dr. Coope’s book, Lord 
Horder remarks that we have tried too long to make 
doctors by facing the medical student witlt a series of 
detached studies and experiences. He would replace 
the staccato method of tuition with an effort to stress 
the unity of pathology in terms of the patient. Medical 
students, says Coope, seem to “ find chests difficult.” 
Here in this book—which he calls an essay on medical. 
education—he sets forth how, as he sees it, diseases of 
the chest should be taught. It is a very interesting 
endeavour, which many friends and colleagues, whose 
advice he has ‘‘ not always taken,” have helped him to 
realise. But above all his own experience as physician 
to a general hospital, to a consumption hospital, to a 
surgical-chest unit, to an epileptic home, and as lecturer 
to students on applied physiology and clinical chemistry, 
have taught him what and how to teach. The “ fine 
line drawings ” (by Douglas Kidd and C. Shepley) 
explain and interpret the text as they should. The only 
fair method of reviewing Dr. Coope’s essay would be to 
supply it to students A C E GI K and refuse it to students 
BDF H J L, noting the results on their practice a 
decade hence. We think the odds would have it. 


The Kenny Concept of Infantile Paralysis 
JOHN F. Pout, MD, clinical assistant professor of ortho- 
pedic surgery, University of Minnesota ; in collaboration 
with Sister ELIZABETH Kenny. (Bruce Publishing Co. 
Pp. 366. $5.) | 
THis book challenges orthodox methods of handling 
infantile paralysis. Professor Pohl sponsored it after 


the method ‘had been studied by Prof. Wallace Cole ;. 


and. Mr. Basil: O’Connor. president of the National 
Foundation of Infantile Paralysis which financed the 
investigation, finds the support given amply justified by 
the results. Miss Kenny claims that the lesion is one of 
spasm of groups of muscles with sympathetic inhibition 
oftheir antagonists. This concept is based on clinical 
observation alone and seems to ignore the half century of 
careful work by the Harvard Research Unit. She has 
found in America, as no doubt she might have done in 
- Britain, many cases of poliomyelitis which had not been 
treated on ideal lines, and which therefore. showed 
dramatic improvement after a thorough course of muscle 
re-education. Yet muscle re-education as well as ‘her 
hot-pack treatment were both practised in some form or 
another long ago by such pioneers as R. W. Lovett and 
Robert Jones. The Kenny concept of the disease 
comprises three assumptions. 

l. That therd is never true paralysis (though sometimes 


anterior-horn cells die completely), but that some 


muscles are always in spasm at the onset. 
This is not universally true, however, for though some 


spasm is common, some cases are flail from.the start and | 


one limb may remain so to the end, despite careful 
attempts at muscle education. Her further assertion that 
there is never true arthritis but only muscular adhesions 
round joints from lack of regular movement is also contra 

dicted by experience. In some of the acute cases fluid is 
seen in the knee or ankle-joint before there is any spasm. 
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2. She holds that all lack of muscle contraction is: pseudo- 
paralysis due to “alienation” between the brain 
centres and the muscle, produced by some special 
effect of the virus on the synapse. ee 


But lack of contraction in unparalysed muscles is also 
found in cases of peripheral nerve injury ; it need not be 
based on a spinal cord lesion. a 

3. She describes ‘‘ incodrdination’’ as the overflow of 

impulses to synergic or even antagonist muscles. 

This is also common in cases recovering after nerve 
suture. Both the second and third of these phenomena 
must be overcome by careful education of the patient’s © 
mind as well as his muscles, and only a few masseuses 
have the gift of training these cases successfully. Miss 
Kenny does not tell us how to inspire large numbers of 
them with this rare gift. 

Still, as Dr. Knapp says, in a commentary at the end 
of the book, victims of poliomyelitis are likely to benefit 
by any controversy which tends to shake the medical 
profession out of a complacent groove of thought. In 
Britain, as in other places, Miss Kenny was given wide 
facilities for demonstrating her method, and of discussing 
it with leading authorities. She attributes their failure 
to adopt her principles to the fact that the word fell on 
stony ground. l 


Diseases of Nose, Throat and Ear 
Medical and Surgical. (8th ed.) Wm. LINCOLN 
-BALLENGER, MD, FACS; HOWARD CHARLES: BALLENGER, 
MD, Facs. (Kimpton. Pp. 975. 60s.) 

THE new edition of this good and popular work shows 
improved format and arrangement; but no startling 
new advances have been included, since none have been 
made. There can be very few abnormal conditions 
of the ear, nose or throat which are not at least men- 
tioned, and all the more common diseases are clearly and 
fully discussed. The general outlook is conservative 
and modern. The right shade of emphasis is laid upon 
chemotherapy and its further possibilities in all acute 
conditions, but there is nothing on the treatment of 
carcinoma of the larynx by massive fractional irradiation, 
a method which is gradually achieving better results 
with improvement in technique and apparatus. The 
section on diseases of the ear is particularly good, as are 
the clear descriptions of operative procedures. <A brief 
account of the surgical treatment of otosclerosis is 
included, and Lempert’s endaural one-stage fenestration 
operation described, with the rider that exact indications 
for the operation have not yet been formulated. It 
could also be added that the end-results have not yet 
been thoroughly assessed. The chapter on laryngeal 
paralysis has been largely rewritten and includés an 
account of King’s operation for the relief of bilateral 
abductor paralysis. The use of ‘ Pentothal’ in com- 
bination with local anesthesia is apparently not yet a 
common practice in the Philadelphia endoscopic clinics. 
The technique of bronchoscopy with the head extended 
and without the use of a laryngoscope is as effective as 
the Jackson method and simpler, especially when com- 
bined with pentothal anesthesia. A. more compre- 
hensive account of electric hearing aids, which have 
advanced considerably in the last few years, would be 
welcome. But the book is one of the best of its kind. 


Synopsis of Pediatrics 


(4th ed.) JOHN ZAHORSKY, AB, MD, FACP. (Kimpton. 
Pp. 431. 22s. 6d.) `. 


THIs little book, well packed with a vast amount of 
information, first appeared ten years ago, and the fourth 
edition is welcome. It has been revised and mostly 
brought up to date, but contains no reference to the 
Rh-factor in relation to severe neonatal jaundice. 
Illustrations are for the most part well chosen, but the 
mongol in fig. 48. looks rather like a cretin. os 


PETHIDINE.—Messrs. Burroughs Wellcome & Co. have pre- 
pared a ten-page booklet summarising the pharmacology and 
therapeutics of pethidine hydrochloride, . the synthetic 
analgesic and antispasmodic introduced as a substitute for 
morphine. The booklet mentions the danger of addiction, 
and this must be borne in mind when the substance is pre- 
scribed by injection over long periods. 
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` DUST IN THE MINE 
THOSE whom the unfortunate events in the South 
Vales coalfield have made impatient with the miners 
hould remember the risk of pneumokoniosis as well 
is of accidents that they have to face year after year, 
n peace or war. Eleven lusty colliers represented 
v large Welsh anthracite colliery in the League Foot- 
oall Championship of 1930. What are they doing 
today @ None is at full work ; 7 are totally or partially 
lisabled through pneumokoniosis: . 3 are disabled 
through accidents; 1 has died of rheumatism. And 
the survivors are still under 45 years old. This is an 
extreme example, but the Medical Research Council’s 
reports 1 in 1942 and 1943 demonstrated the increasing 
menace of pheumokoniosis to life and health in South 
Wales, and more recent figures given by Mr. MORRISON 
in Parliament show that over 1000 new cases of the 
disease were certified in 1943 in that area, a rate of 
about 1 in 100 workers. | 
The MRC committee called for a concerted effort 
to reduce air-borne dust at the coal-face, particularly 
in anthracite mines, and two of the committee’s 
investigators reported favourable results in an 
anthracite mine with a simple spray directed on the 
hewn cool before it is further handled. Hot on the 
heels of the MRC reports have come two new methods 
of reducing dust in the mine. One method, described 
almost simultaneously in the USA by Davis and 
GARDNER ? and in South Wales by Davin Jones and 
his colleagues,’ applies to` machine-cut faces. It 
consists in supplying water under pressure ito the 
cutting machine so as to damp the coal as it is cut. 
The other method, described by JENKINS ‘ of Swansea, 
is more revolutionary. Here water is injected into 
the working face through boreholes under moderate 
pressure before the coal is hewn; the slips and 
cleavages of the seam are thus damped and the face 
becomes moist. This method is applicable to “ hand- 
got.” faces in the anthracite area, where the incidence 
_ of pneumokoniosis is highest. Both methods prevent 
the formation of dust, whereas the hitherto popular 
mist-projector attempts to damp and bring down dust 
already suspended in the air. The water-infusion 

method is expected to be widely introduced in suitable 

South Wales mines. Progress has been hindered by 

difficulties in supplying piping, but an order’ em- 

powering the Inspector of Mines to direct the intro- 
duction of measures for reducing air-borne dust 
_ below ground should help to overcome them. 

The evidence that dust is greatly reduced by 
water-infusion is based on increased visibility and the 
= konimeter readings. This is a useful routine instru- 
ment but not one of high precision. It cannot 
answer the fundamental questions : does water-infu- 
sion suppress the mineral part of the dust as well as 
the coal part ; and does it suppress the finest particles, 


l. Spec. Rep. Ser. med, Res. Coun, Lond. Nos. 243 and 244. 
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which are probably the most dangerous? These 
questions can and should be answered, and the 


scientific basis for water-infusion thereby tested, 


without delay. Doubtless the Ministry of Fuel and 


Power will arrange for controlled experiments with 
the thermal precipitator, the most accurate instru- 
ment available for counting and measuring dust. 
Preparation is also needed for the clinical assessment 
of the efficacy of infusion. An X-ray survey should 
be undertaken of coal-face workers of different 
periods of service at mines where water-infusion is 
being instituted, so that the lung findings can be 


compared with those in the same or corresponding © 


workers after an interval of years under the new 
conditions. If these engineering measures prove 
effective in preventing pneumokoniosis we may feel 
that the grim exposure of the havoc wrought by dust 
in coal mines has swiftly produced the antidote. 
Furthermore, the measures may promote health in 
other ways—by increasing visibility and comfort at 


the face, by preventing explosions in which dust is a 
factor, and by reducing the labour of coal ee i 


THEN AND NOW 


Wıru the first crash of this war much of the 
wisdom and experience painfully gathered in the 
last one was thrown aside. The pattern of war was 
new, tragedies crowded in on-us, and to seek a scape- 
goat was but human. .There was some nose-tilting 
at the “ old men of Vichy.? Jettison all that is old 
was the cry. But the ways of healing flesh do not 
Nightingale’s description of the methods and 
results of R. L. Horton and himself at a base hospital 
in 1918 will bring home to us how large was their 
experience and how much they knew which is now 
being learnt again. 

In 1918 the complaint was that huge areas of skin 


were being unnecessarily excised, and not enough- 


muscle and fascia.- A few weeks ago Blackburn + 
wrote from the field: ‘“ Extravagant skin excision 
is as much a surgical crime as inadequate fascial 
incision to relieve tension or incomplete removal of 
obviously dead muscle.” In this war secondary 
suture of wounds has been almost completely aban- 
doned, but Nightingale’s experience should remind us 
of its place. In 1918 he was employing either im- 
mediate or delayed suture of the amputation stump ; 
in 1943 Jack and Charnley * advocate sulphanilamide 
eoating and dry gauze packing of the stump for 5 
days before resuture, with impressive results. It is 
well to read the full picture that Nightingale paints 
of the horrors of gas-gangrene ; for although in the 
Middle East, as MacLennan ° points out, clostridia. 
were found in only some 20-30% of wounds; on the 
battlefields of Western Europe even the most ‘trivial 
of wounds is almost certainly contaminated with 
anaerobes. Despite sulphonamides, antitoxins, sur- 
gery and even amputation, the fatality-rate from 
established gas-gangrene has remained depressingly 
high—45% in 139 cases, and higher in the buttock 
and thigh, was reported by Macfarlane.4 Nightingale’s 
views on the value of blood-transfusion in these 
cases are supported by recent experience. The 


profuse serosanguinous discharge that pours from 


1. Blackburn, G. Lancet, 1944, 1, 361. 

2. Jack, E. A. and Charnley, J. Brit. med. J. 1943, ii, 131. 
3. MacLennan, J. D. E 1943, ii, 63, p: 123. 

4, Macfarlane, M. G. Brit. med. J. 1943, li, 636. 
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these wounds, soaking the dressings, the enormously 
swollen limb tissue and the vomiting all deplete the 
circulation—as MacLennan wrote, “the patient 
dies in a state of profound shock.” - The urgent need 
for getting fluids into the circulation is evident. 
Nightingale’s results with knee-joint. wounds also 
deserve attention, for the treatment of joint wounds 
is still controversial, and figures for the knee wounds 
of this war have yet to be published. To drain and 
immobilise would at first seem the safest policy. 
But to drain a joint is to court infection, and organ- 
isms do not merely deploy on the surface of a joint 
wound ; they invade and settle. Nightingale ad- 
vocated full excision followed by complete closure 
of skin and capsule ; in,86 cases where this was done 
there were 3 amputations and 1 death, whereas in 
88 cases that were drained there were 19 amputations 
and 13 deaths. It was probably the severe and late 
cases that were drained, and this may-account for 
some of the high mortality, but even so the difference 
is striking. To neurosurgeons this experience with 
joint wounds will come as no surprise; they. close 
‘the brain wound completely after careful surgery, 
so why not the joint ? Ascroft,5, Eden ë and Cairns 7 
have all been advocating primary suture of brain 
wounds provided that gross sepsis is absent, and 
where these cases are obtained early 97% heal 
without serious complications (Eden). With the 
_ penetrating brain injury Nightingale and Horton had 


a mortality of 20% in 91 cases, which compares well 


with Cushing’s 45% ; but Cushing almost certainly 


had. only the more serious cases directed to him. In- 


this war Ascroft’s mortality ‘for penetrating brain 
injuries has been 15% and Eden’s 24%; but as 
Cairns points out ‘‘ the nearer the front line the higher 
the mortality.” What is important is the incidence 
of late infection—Edeén’s mortality from this cause 
was 3:4%, Ascroft’s for “ late ” cases 11% ; whereas 
Cushing’s in the last war was 37%.. It was fully 
recognised in 1918—and despite many warnings in 
this war it still needs emphasis—that beneath the 
trivial scalp wound there may be a deep brain injury. 
Such wounds require painstaking care; “ without 
skimping preliminaries,” as Ascroft puts it. 

_ Nightingale and Horton’s overall mortality was 
2-4% in 7000 cases operated on, a remarkable figure, 
but probably not truly representative of surgery 
at that time. Certainly Wiles, from the last- 
war results he analyses in this issue, gives a much 
higher figure. 
ranged from 6-2 to 10%, compared with 2:1% in the 
Middle East Force.. Between the two wars the 
velocity of the shell fragment has been trebled, and 
the modern rougher projectile missile has a much 
greater local destructive effect. Wiles analyses 
some of the factors concerned in the low mortality 
in the Middle East. .There was above all a most 
efficient casualty collection and disposal organisation, 
praised by all the surgeons who worked under it. 
Their demands were always considered, and there 
was little red tape ; every attempt was made to en- 
sure that the soldier’s wound received early treatment. 
The soldier in the last war was often ill, fighting on 
poor rations, cold, drenched and exhausted; wounding 
under such conditions, led to rapid shock. In 

«3, Ascroft, P. B. Lancet, 1943, ii, 211. 


6. Eden, K. Ibid, 1943, ii, 689. 
. 7. Cairns, H. Brit. med. J. 1944, 1, 33. 


For all wounded: the. mortality 


the Middle East in this war he had been hardened 
to endure during his training; diet and hygiene’ 
had at last gained proper recognition as battle- 
winning factors so that sickness-rates were low, and 
mechanisation had relieved the infantryman of some 
of his labour. Moreover, only the contamination 
of man made the desert unhealthy. Wiles gives 
particular credit to the resuscitation teams ; from 9 
to 18% of the wounded were transfused, some 
receiving as much as 20 pints of blood. Chemo- 
therapy has undoubtedly saved much suffering, and 
an ample supply of penicillin might save more ; with 
plaster immobilisation it has become possible to do 
late excisions. safely ; dressings are now changed 
only occasionally ; and secondary hemorrhage is 
practically unknown. In every region Wiles can 
point to a mortality far lower than in the last war. 
But we still need to apply some of the lessons learnt 
in Flanders in 1914-18 to the coming campaign in 
Western: Europe. 


CHEMOTHERAPY OF THE COMMON COLD 


THE common cold is probably due to a virus, which 
has yet to be isolated, and research is made more 
difficult by the lack of a convenient and inexpensive 
susceptible animal. The portal of entry is the nasal 
mucosa, whence absorption takes place into the 
subepithelial lymphatics and thence into the blood- 
stream. In the true cold that is the end of the matter. 
After a brief period the resisting mechanism of the 
body overcomes the invasion and resolution follows : 
this may take from 2 or 3 up to 10 or 12 days. But 
the process is rarely as simple as that, because the 
virus infection lays the victim open to attack by his 
own or other people’s bacteria. As a rule, then, 
secondary bacterial invasion follows, and goes through 
essentially the same processes of local and general 
spread. The mucous membranes of the nasal cavities 
and sinuses are continuous, and are of necessity 
together involved in these disease processes, but the 
anatomical structure of the sinuses often militates 
against their rapid recovery from secondary infection. 
The local condition may therefore persist for a great 
deal longer than the usual week or so. Ideally 
prevention or treatment should be aimed at the 
primary virus infection, but much would be gained 
if the secondary invasion could be averted, and 
evidence is accumulating that this can be done by 
chemotherapy. l a | 

We have not yet reached that pitch of social 
perfection where every sufferer from a cold will be 
immured until his infectivity is past, but something 
of the same effect can be attained by the use of 
masks, and the infective person can do much to keep 
his organisms to himself by skilful wielding of his 
handkerchief. These preventive measures will be 
effective against primary virus as well as secondary 
bacterium, and the same may be true of. air-dis- 
infection with aerosols or ultraviolet light. Active 
or passive immunisation against colds has not hitherto 
given convincing results. There remains the appli- 
cation of a substance to the affected part which will 
prevent the entrance of infection or inhibit or destroy 
it after entry—an attractive conception of some 
antiquity. Astringents and antiseptics, solid, liquid 
and gaseous, have been tried for years With but 
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indifferent success. Such a substance must be 
applied so.that it will reach all affected parts of the 


nasopharyngeal mucous membrane ; it must possess . 


a lethal action on a variety of viruses and organisms ; 
and its application must do no harm to the mucous 
membrane or its functions. It is only recently that 
substances approximately fitting these requirements 
have been discovered.. The sulphonamides, the acri- 
dine dyes and the mould antibiotics have been shown 
to counter bacterial contamination of wounds, and 
it was a logical step to use them locally on the nasal 
mucosa, though no controlled investigation of their 
effects on viruses has yet appeared. 

The workers are as widely spread as the nuisance 
on which they work. DELAFIELD, STRAKER and 
TOPLEY 2? used local applications of sulphathiazole, 
proflavine and penicillin, and gave them in the form 


of snuff with lycopodium or magnesium carbonate as 


a ‘base, on the ground that particles about the same 
size as inspired bacteria would be likely to follow the 
same path in the nasal passages, and with powder it 

should be possible to maintain an adequate concen- 
tration in the nasal mucus with relatively few daily 
applications. The investigation established that any 
of these three snuffs. would reduce the staphylococcal 
count from the nasal cavity; and there was some 
evidence that they modified the course of colds, 
reducing or preventing the purulent discharge. They 
did not prevent colds; in fact several subjects 
developed mild colds while using the snuffs. Pro- 
flavine was thought to be too messy for general use, 
and the snuff form was not found effective in ensuring 
an even spread of the medicament over the naso- 
pharyngeal mucosa. A good nasal atomiser will 
disseminate fluid very widely and evenly, and 
THROWER’ employed one which delivered about 
0-6 c.cm. in six puffs in his trial of “ Soluseptasine ’ 
as a prophylactic against colds. His investigation 
was purely clinical, and involved shifting populations 
in air-raid shelters, and he was unable to produce any 
positive evidence of its efficacy. TURNBULL? applied 
a 5% solution of sodium sulphathiazole by nasal 
sia in treating chronic sinusitis, and reported relief 
of congestion and promotion of drainage. TREMBLE,‘ 
inquiring into. the treatment of sinusitis in children 
with sulphonamide nasal drops, urged that the pH 
of solutions or suspensions must be between 5-5 and 
6-5 if ciliary action is to be unimpaired. The solution 
used by TURNBULL was of pH 10, alkaline enough to 
damage .the nasal. mucosa of rabbits, but TREMBLE 
used a 10% isotonic suspension of powdered sulpha- 
thiazole crystals which had no demonstrable harmful 
effects on the cilia or mucous membrane, and seemed 
effective in clearing up sinusitis. DonowitTz and his 
co-workers 5 reduced the incidence and severity of 
sinusitis, otitis media and laryngitis as complications 
of colds by spraying the nose and throat of nurses at 
Johns. Hopkins Hospital frequently with a 2:5% 
solution of sulphadiazine in ethanolamine. Swabs 
showed that. £- -hemolytic streptococci disappeared 
rapidly ; pneumococci and staphylococci were more 
resistant. CECIL and his colleagues’ attained a 
; Delafield, M. E.. E., Straker, E. and Topley, W. W. C. Brit. med. J. J. 
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_1: 10,000 and 1: 5000. 
solution was sniffed up from the palm of the hand ; 


similar degree of success. with sulphadiazine. by 
mouth. In healthy subjects 1 g. of sulphadiazine 
t.d.s. for four days produced a striking reduction in 
nasal flora, but it returned to its previous state in 
two or three days after the drug was stopped. Among 
72 colds treated at a cold clinic 48 patients received 
the four-day course of sulphadiazine, totalling 12.¢., 
and the remainder took placebo tablets. Treatment 
as a rule began on the 2nd or 3rd day of the cold. In 


most of the sulphadiazine group there was a striking 


fall in the colony counts during treatment, with a rise 
later ; complications were reduced but not eliminated, 
and several subjects developed them after the drug 
was discontinued. 

The most promising of these inquiries still seems to 
be that of Hopkins? with the antibacterial mould 
product, patulin. The substance was applied in a 
phosphate buffer solution adjusted to pH 6, the 
strength used in three different groups being 1 : 20,000, 
In the second group the 


in the others a de Vilbiss atomiser was used. Bac- 
teriological tests were inconclusive in showing any 
reduction in bacterial. flora, but 57% of the treated 
cases recovered completely, judged on clinical grounds, 
within 48 hours, compared with 9-4% of the controls. 
HoPKINs and his associates did not claim more than 
control of secondary invaders, though there is no 
inherent reason why patulin or one of the other 
mould products should not have a specific effect on 
the cold virus. The method of attack is certatnly 
rational, and is being pushed forward by a committee 
of the Medical Research Council. Perhaps before 
the next cold season these investigators, or the 
Americans working on sulphonamides, will have 
evolved a simple, safe and effective technique for 


. Cutting short the common cold if not for preventing 


it altogether. Meanwhile the specifics have not 
got beyond the experimental stage, and the local 
application of strong astringents and vasoconstric- 
tors to the inflamed mucosa seems as irrational now 
as when condemned in these columns ° four years ago. 


CLINICAL TRIAL OF PENICILLIN 
THE committee of the Medical Research Council 
responsible for distributing the limited supplies of 
penicillin in this country allocated them to four main 
centres, though small quantities were set aside for special 
investigations elsewhere. One of the centres, mostly 


working at Hill End Hospital, has now published its . 


report.® The aim has been: to -employ the ‘amounts 
available so as expand rather than to confirm existing 
knowledge ; ; conditions such as staphylococcal septic- - 
æmia, which need great quantities of penicillin, were 
therefore excluded from the later stages of the trial, and 
local application was adopted.as far as possible. In all, 

198 patients were treated by local and 18 by systemic | 


administration, the main groups being skin diseases, 


wounds of the skin and soft tissues, breast abscesses, 
infections of the mandible and other infections of bone, . 
and acute empyema. 


We regret to record the death of Mr. P. L. OLIVER, 


founder of the British Red Cross Society’s blood- 


transfusion service on which the hospitals of London 
chiefly relied until the outbreak of war. 
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Annotations 


EXEMPLARY EATING 


THERE was a time when hospital patients on dieta 
carnis (or even dieta dimidia) left chunks .of mutton fat 
on the side of their plates, when the sewage disposal 

unit was blocked with putrefying fat from the kitchen 
effluent, and when ‘rats frequented the dump to pick 
up the protective foods on which they could rear Vic- 
torian families. 
often to vanishing point, in many of our hospitals, 
primarily no doubt on economic grounds, but also 
as one of the results of the absorbing interest in food 
which has made it the most discussed subject of our 
time. The memo? of the King’s Fund came at an 
opportune moment. It had a good press and not only 
reached the voluntary hospitals but was distributed 
as well by the Ministry of Health to municipal hospitals 
and sanatoria. From the beginning of the year the help 
of Miss Margaret Broatch, secretary of the Fund’s 
advisory committee, has been available to any hospital 
in need of it. Miss Broatch has had wide experience. 
in America and in this country where she has supervised 
school meals over the whole LCC area. The Ministry 
of Health has now appointed two women dietitians 
of its own: Miss H. G. Cairney, lately in charge of the 
LCC diabetic unit at Brentwood, and Miss M. R. Muriel 
of the Ministry of Food, who has made surveys of 
hospital feeding. During the past four years 300 
hospitals have had-the benefit of Captain J. Fraser’s 
expert advice on catering and kitchen equipment. 
Obviously the spirit is willing; but the body to be 
moved is of terrific size and inertia. 

We are not a whit behind any other country in 
nutritional research, as Mottram has assured us,? but 
it is not much use, he says, finding out what people ought 
to eat if there is no satisfactory way of letting them 
know about it. Few people pay attention to what is 
written, even by the Ministry of Health. Experience 
is the only effective teacher and in the hospital ward is 
unparalleled opportunity for providing this experience 
at a time when attention both of patient and his friends 
is keen. Set an example there and it will be carried into 
the homes of the people. Offer them day after ‘day 
the same tepid rice pudding, the same congealed gravy, 
the same familiar fish with its coating of salmon-coloured 
sauce (our repetition is intentional!) and you can 
hardly expect them to realise ‘‘the value of rightly- 
chosen and well-prepared food as a basic factor in the 
treatment of every patient ’’—let alone write home 
about it. The King’s Fund memo lays down the 
principle: the food service should be regarded as one of 
the essential remedial services offered by the hospitals. 
Diet is just as important for the man with a fractured 
femur or a septic wound as it is for the diabetic or the 
anemic. Special diets have followed closely on medical 
knowledge, but the general dietary has dropped behind 
the times, and financial stringency has pressed more 
hardly and unfairly on the catering department than 
on other hospital services. At the Vancouver General 
Hospital the director of dietetics controls a quarter of 
the total hospital expenditure, and his department has 
: moved upward from mere ‘food service” status to 

. high therapeutic rank. Greater variety and nutritional 
value in meals can be secured without increased material 
cost ; but the price of knowledge and imagination must 
be paid for them. It is a question of organisation. 
The memo puts it incisively : “The steward may regard 
economy as the measure of his efficiency ; for the matron 
difficulties of staff.may tend to be predominant; while 
a dietitian may concentrate rather on food values than 
on practical considerations.” Every hospital therefore 
1. Hospital Diet. From the Secretary, King Edward’s Hospital 
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Waste in this gross sense has diminished, 
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should have its food service committee, rep resenting 
all parties, competent to set an exemplary standard and 
determined to see it carried out. | 


TWO METHODS OF ANALGESIA 


Nitrous oxide in subanzsthetic doses is a well proved 
analgesic and is used every day for that purpose in 
obstetrics. Some American work suggests that the 
potentialities of even lower concentrations than those 
usually employed have not been sufficiently investigated. 
Chapman, Arrowood and Beecher! have studied the pain- 
relieving action of very low concentrations of nitrous 
oxide in oxygen and compared it with that of average 
clinical doses of morphine. Every effort was made to 
control the possible sources of error. They observed the 
effect of inhaling mixtures of nitrous oxide and oxygen 
on the thresholds for pain of two sorts—from heating the 
skin of the forehead, and from exercising the hand while 
the upper limb was rendered ischemic by a cuff tourni- 
quet on the arm. In normal healthy adults a mixture of 
20% nitrous oxide and 80% oxygen raised the threshold 
to these two types of pain to the same extent as gr. °$ of 
morphine. Nitrous oxide in this concentration did not 
produce any undesirable side effects, nor did it impair 
consciousness ; ` indeed it must surprise many that it 
produced even analgesia. The elevation of the pain 
threshold remains constant as long as the administration 
is continued ; the effect of a single dose of morphine, on 
the other hand, rises to a maximum and then as it is 
metabolised gradually passes off. Another method of 
producing analgesia, first described by Lundy,’ is the 
intravenous injection of dilute procaine. Procaine, 
although strikingly safe when used for infiltration in 
the orthodox manner, has been followed by grave 
reactions on occasions when it has been inadvertently 
injected intravenously. But Gordon 3 has given up to 
l gramme in 1} hours as a 0-1% solution by intra- 
venous drip to ten patients with extensive burns, 
obtaining effective analgesia with no apparent undesir- 
able effects. It is interesting to know that the body 
can tolerate such. large amounts of procaine administered 
slowly in dilute solution, but a clear case has not yet been 
made out for their superiority over morphine or sub- 
anesthetic doses of the common anesthetics. Thus, 
during the “* blitz ° and the Battle of Britain, when large 
numbers of burnt people had to be treated, morphine or 
small doses of ‘ Pentothal’ proved safe and efficient for 
tiding over their most painful periods. | 

CHRONIC’ MELIOIDOSIS IN A EUROPEAN 

SincE Whitmore and Krishnaswami described a 
‘* glanders-like ” disease in a man in Rangoon in 1912 
many similar cases have been reported in Burma, 
Ceylon, French Indo-China, the Dutch East Indies, 
Malaya and Siam. Stanton and Fletcher in 1925 
named the disease melioidosis and the causative organism 


B. whitmori. Topley and Wilson assigned the, organism 


to the pfeifferella group and it is now called Pf. whitmon. 
Most of the recorded cases have been in natives and have 
been acute. Of the chronic cases the first in a European 
was published in 1943 by Grant and Barwell.* In 
that case there was long-continued pyrexia before 
radiological signs suggested vertebral tuberculosis with 
widespread active pulmonary disease; no tubercle 
bacilli were discovered in many sputum examinations ; 
various sulphonamide treatments had uncertain results. 
Besides the vertebral column one external malleolus and 
«the frontal bone were involved. A second chronic case 
in a European has been described by Mayer and Fin- 
layson.6 A Regular Army soldier was 33 when his 
illness started in Malaya in June, 1940, with pain in the 
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lumbosacral region, radiating down both thighs. When 
he was-admitted to hospital in July irregular pyrexia 
and heavy night-sweats were noted, as well as stiffness 
Of the lumbar spine and enlarged inguinal glands, on 
which biopsy showed nothing special. His hemoglobin 
was 66% and erythrocytes 5,800,000 per c.mm. The 
irregular pyrexia continued, and was only. temporarily 


reduced by two courses of sulphapyridine. The diag-. 


nosis was spondylitis ankylopoietica. In January, 
1941, he developed a lumbosacral abscess, the pus from 
which proved sterile. 
iliac abscesses developed, and X rays of the thorax 
showed bilateral apical pleural thickening. Tuberculous 
sacroiliac arthritis with probable secondary infection 
was therefore diagnosed, but pus from a sinus in the 
right groin was negative for tubercle bacilli. The 
sinus healed in April, 1942, and a month later X rays 
showed extensive infiltration at the base of the right 
lung, bilateral apical pleural thickening, bilateral: hilar 
enlargement, and wedge-collapse of the 8th dorsal 
vertebra, with a large paravertebral abscess without 
obvious diminution of the dise spaces. Repeated 
sputum examinations were again negative for tubercle 
bacilli. In May, 1942, he was transferred to'a hospital 
in South Africa, where he continued to run an inter- 
mittent irregular swinging pyrexia up to 102° F. There 
was angular kyphosis at the 8th dorsal segment. In 
June a right psoas abscess redeveloped and in spite of 
aspiration ruptured in the groin, but healed up 2 or 3 
months later. A single hemorrhage from the bowel, of 
unascertained origin, occurred in August, 1942, but was 
‘not repeated. In April, 1943, an abscess in the right 
thigh yielded some thin, diffusely blood-stained pus, 
from, which Pf. whitmori was isolated in pure culture. 
Up till then he was still supposed to be tuberculous. 
But the diagnosis of chronic melioidosis was accepted 
and treatment with an autogenous vaccine was be- 
gun-in May, 1943. By June the patient’s general 
condition was improving and the temperature was 
falling. The case is remarkable for its insidious onset, 
its great chronicity, its striking resemblance to pul- 
monary and articular tuberculosis, and the multiplicity 
of lesions. The strain of Pf. whitmori obtained differed 
. from: other strains .in possessing acid-fast properties, 
which may account for the chronicity of the lesions and 


their. close clinical resemblancé’ to tuberculous lesions. | 


Mayer and Finlayson suggest that Europeans may 
possess greater resistance than Asiatics, so that in them 
the condition may resemble the chronic granulomata. 
Cases of chronic melioidosis in European troops cam- 
paigning in the areas in which the disease is endemic 
may therefore be mistaken for pulmonary or articular 
tuberculosis. . - caa 


SOUTH AMERICAN PSYCHIATRY 


- Two works lately published within a month of each 
other in Buenos Aires show that in South America there 
is now a productive and learned centre of clinical psychia- 
try.! 
true, be claimed as a child of Argentine medicine: it 
was born in Spain when Professor Mira still adorned the 
chair of psychiatry at Barcelona, and it had already 
acquired the status of a magistral textbook when the 
triumph of General Franco forced its author into an 
exile which gave psychiatrists in this country an oppor- 
tunity of appreciating at first hand, during Professor 
Mira’s sojourn at the Maudsley, the happy conjunction 
of psychological and psychiatric learning, already 
apparent in his textbook. In this second edition, how- 
ever, the Argentine contribution is by no means negligible, 
since Dr. Moyano, head of the neuropathological depart- 
ment at the Hospicio de las Mercedes, has written the 


1. Manual de Psiquiatria, by E. Mira Y. Lopez: El Ateneo, Buenos 
=- Aires. 2nd ed. Pp. 857. Esquizofrenia Demencia Precoz, by 
Carlos R. Pereyra. El Ateneo, Buenos Aires. Pp. 150. 


During that year bilateral sacro- 


The more massive of these books cannot, it is 


necessarily happen in man. 


amply illustrated section. on the morbid anatomy of 
mental disorder, occupying an eighth of the whole book. 
An additional chapter on the psychiatric disturbances of 
war contains the essence of Professor Mira’s Salmon 
lectures delivered last year before the New York Academy 
of Medicine ; and an appendix gives further data on the 
myokinetic diagnostic procedure on which he had worked. 
and reported while in London. Itisperhaps salutary for us 
to reflect that there is no textbook of psychiatry in Eng- 
lish as learned and as comprehensive as Professor Mira’s.. 
The monograph of Dr. Pereyra is a painstaking clinical 
study of schizophrenia. He rejects the wider concep- 
tions generally prevalent since Bleuler’s monograph in 
1912, and reverts to Kraepelin’s Dementia Præcos. In 
taking up this standpoint, however, Dr. Pereyra shows 
close acquaintance with the arguments that have been 
forcibly urged against it, especially by Minkowsky and 
others of the French sehool, and his initial critical review 
of the literature is not the least merit of the book. 
Autism, to which Bleuler paid so much attention, is not 
in Pereyra’s view a volitional activity, arising out of 
-predisposition, but an inescapable disorder occurring in 
spite of the patient’s struggles to maintain contact with 
the real world. It is to over-emphasis on autistic 
activities that Pereyra ascribes the extension of the 
nosological .term ‘‘ schizophrenia’? to cover mental 
illnesses coming on later in life. He makes the important 
point that many who insist that schizophrenia comes on 
only in constitutionally predisposed persons have mis- 
taken early signs of the actual disease for signs of con- 
stitutional proclivity. There are many other passages 
written with a dogmatic and provocative clarity which 
indicate how widely Dr. Pereyra is at variance with 
prevalent concepts, and how well.aware he is of the 
points at issue. i ; 
E SJÖGREN’S DISEASE ` oe 
Dr. J. Bruce Hamilton of Hobart has made the first 
English translation! of Sjégren’s monograph, which 
appeared in Sweden in 1933. Since then many cases of 
keratoconjunctivitis have been recorded, but little has 
been added to the facts set out by Sjögren. The book 
gives an account of the clinical tests and laboratory 
methods which led him to -the conclusion, now well 
established, that some cases of keratoconjunctivitis 
in women at the menopause are due to lack of tears, 
and that this deficiency in the lacrimal gland is often 
accompanied by glandular upsets elsewhere, notably in , 
the parotid. This association of lacrimal deficiency 
and corneal inflammation is now often called Sjégren’s © 
syndrome. Dr. Hamilton has added himself a valuable 
appendix on treatment. | 


CESTROGEN ON PITUITARY AND HYPOTHALAMUS 

THE biological purposes of cwstrogen are fundamentally 
the same throughout the animal world, but the responses 
to this type of hormone, especially the pathological 
responses, differ widely in detail among the various 
genera and even among individuals of the same species. 
Thus uterine fibromyomata can easily be induced by 


. oestrone in guineapigs, whereas there is no such response 
‘In mice. 


Again, oestrogen eventually brings about 
cancer of the breast in some pure breeds of mice but not 
in other strains. These vagaries of reaction to the sex 
hormones are often an obstacle to generalisation in this 
field of physiology, forbidding the assumption that what 
happens in mice submitted to an excess of cestrogen will 
Consequently if we are to 
learn from animal experiment every possible sequel to 
cestrogenic excess which might arise in man our investiga- 
tions must extend over a wide range of animals. Lately 
Vazquez-Lopez,’ continuing work begun by Foulds at 

Keratoconjunctivitis Sicca. (Australasian Medical Publishing 


Co. Pp. 140. 26s.) 
2. Vazquez-Lopez, E. J. Path. Bact. January, 1944, p. 1. 
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the ‘laboratories of the Imperial Cancer Research Fund 
in London, has inserted tablets of cstradiol benzoate 
or diethylstilbcestrol subcutaneously into young golden 
hamsters whose pituitaries with their connexions were 
subsequently examined. The first obvious reaction of 
the pituitary to.the implanted cstrogen was a prolifera- 
tion of the cells of the pars intermedia ; with time these 
cells gradually invaded the pars nervosa, and spreading 
upward along the pituitary stalk reached the hypo- 
thalamus, and in some instances encroached on the wall 
of the third ventricle. In the longer experiments both the 
supraoptic and the paraventricular nuclei showed patho- 
logical lesions—the ganglion cells had become vacuolated 
and in advanced cases had almost completely disap- 
peared. The anterior lobe of the pituitary remained 
intact until at a relatively late stage it also became 
invaded by cells from the pars intermedia. These 
changes differ considerably from those produced by 
estrogen in the pituitaries of rats and mice. Nevertheless 
Vazquez-Lopez regards them as being essentially similar 
in kind, though not in situation. It may be added that 
in the hamsters, as in rats and mice treated for long- 
periods with cestrogen, the enlarged pituitaries showed 
no sign of malignancy. 7 


-THE RISE OF PHARMACY 


' Tue rise of the science of pharmacy and of pharmaco- 
logy (for the two are now almost inseparable) and the 
gradual emergence from the muddled nightmare of old 
wives’ tales, superstition, and black magic, to the 
ordered and highly scientific’ pharmaceutical practice 
and research of our own day, makes a captivating story, 
as Mr. Schmeidler tells it.1 The first London Pharma- 
copeia was published in 1618 and though to our eyes 
it is a mass of absurdities it was the earliest attempt to 
make some inroad on chaos. The use of drugs in the 
treatment of disease is very old: our records include 
at least one Egyptian manuscript, dating from 3000 Bc, 
which contains the names of drugs still in use. The 
drugs themselves are probably different in respect of 
potency and purity, for in those remote days there was 
little attempt to purify or assay. Drugs which can only 
have had their origin in the far East were well known 
not only to, the Greeks and Romans but to the Egyptians. 
In the latter half of the 19th century and the early part 
of the 20th the rise of the great pharmaceutical houses 
began in this country, and with it the search for purity 
*and potency, and later for new drugs made accessible 
by. the vast progress of organic chemistry. We are not 
yet within sight of a pause: the danger rather is that 
we may be overwhelmed by the multiplicity of new 
remedies, to say nothing of their multiple names. 


SULPHATHALIDINE 


SUBSTITUTION at the amino end of a sulphonamide 
compound largely destroys its antibacterial activity in 
vitro.. Derivatives of sulphanilamide formed in this way 
owe their activity in vivo to hydrolysis, which releases 
the parent compound. Thus the amino-substituted 
sulphathiazole compound, succinyl sulphathiazole or 


sulphasuxidine, is effective in intestinal infections because , 


some of it is hydrolysed in the lower bowel, with release 
of free sulphathiazole. Blood sulphonamide levels 
with this compound are low, because the unhydrolysed 
substance is poorly absorbed, and the sulphathiazole 
is formed too low down to be absorbed at all freely. 
Sulphaguanidine is less effective against intestinal 
infections because it is better absorbed as well as being 
less active. Poth, who described the use of sulpha- 
suxidine in the surgery of the large bowel,? now claims, 
with Ross,* that phthalyl] sulphathiazole has two to four 


1. Historical Survey of Pharmacy in Great Britain. Carl Taare 
oS C. R. Harker, Stage & Morgan Ltd. (Marshall. 4 91. 

yoo 2. Poth, E. J. J. Amer. med. Ass. 1942, 12 265. 

3. Poth, E . J. and Ross, C. A. S Amer. Soc. Pharmacol. Federa- 
tion Proc. Baltimore, 1943, 2 $ 
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times the bacteriostatic activity of the succinyl com-- 
pound in the bowel, presumably because it is more 
completely hydrolysed. The blood levels in patients 
receiving the two drugs are about the same, so that 
sulphathalidine, as it has been named, should be no more 
liable than sulphasuxidine to produce crystalluria. 


AMERICAN PROSPECTS FOR THE TUBERCULOUS 

In America, as here, the man who leaves a sanatorium 
is often in for a period of anxiety and short commons 
which does nothing towards his recovery and may send 
him back to the sanatorium with a relapse. In a 
pamphlet ! published from the Montefiore Hospital, New 
York City, Dr. Albert Lasky, the assistant director, and 
Mr. K. W. Hamilton, the rehabilitation executive, show 
how much waste of life and health can be avoided if 
patients are given appropriate training in hospital. Of 
some 75,000 tuberculous patients discharged annually 
from American hospitals and sanatoriums there is 
evidence that half either die or break down again within 
5 years; and the 90,000 beds available for the tuber- 
culous can take only a quarter of the known active cases 
at any one time. About a third of these beds are always 
occupied by patients admitted for relapse. It would 
be interesting to have comparable figures for England. 
The average cost of treating a patient on his first ad- 


mission is estimated at $900; the cost of a patient 
during a relapse is between $2000 and $4000. 

A survey was made at the hospital by the National 
Tuberculosis Association to determine what factors 


made for the patient’s recovery and what for relapse. 
On the basis of this study four objects in a rehabilitation 
programme were defined—to orient the patient to his 
illness ; to give him occupational guidance in terms of 
his altered work tolerance ; to provide academic educa- 
tion and prevocational training ; and to put him in 
touch with follow-up agencies on discharge. The occu- 
pational therapist has an important share in helping the 
patient to adjust himself to his illness. She interests 
him in bedside crafts and hobby group-work. The social 
worker supplies clothing to those who need it, and petty 
cash for small necessities, besides settling any family 
worries that may be causing anxiety. Patients are 
given whatever extra care they need—-orthop:cdic devices, . 
new glasses, new dentures—so that physical disabilities 
are minimised. A complete programme of recovery is 
planned for each by the staff in conference. If there is 
no chance that a man will be able to return to his former 
occupation he is given intelligence and aptitude tests 
and advised on the basis of the results. He is given a 
chance to try various possible occupations either in the 
occupational therapy shops or through correspondence 
courses. Many- of the patients, of course, are young and 
In some subjects classes are 
provided, and 40-45% of patients are engaged in some 
formal educational course. This in itself must do much 
to free the atmosphere from the lethargy of hospital life. 
The training offered in the sanatorium does not fit 
the patient for employment on discharge ; he must be 
passed on to a training service which can bring him up to 
employment level. How far such services are available 
in America is not clear; in England they scarcely exist, 
though Papworth has shown what long-term care of the 
tuberculous worker can achieve. The Disabled Persons 
Act may change the picture in regard to short-term | 
training centres in the coming years. That results in 
such centres can be good has been shown by the Altro 
workshops 2? in New York, where, between 1925 and 1934, 
502 patients worked for 3 months or more; when 
followed up 6 months to 10 years later (average 5 years) 
80% were well and working, about 10% had died and 
only 10% had h had relapsed. 
1.1 The Im orante portance of Rehabilitation Therapy, Montetiore Hospital, 
New York C he substance of the article appeared in 


Modern otek, isa 58, 65 (April) 62 (Ma 
2, Lancet, 1942, ii, 703. ` eee eee 
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IT is stated that the financial estimates in the Govern- 
ment’s white-paper on a National Health Service can only 
be conjectural; yet simple analysis would suggest that 
either they have been prepared by someone peculiarly 
ill-informed as to the probable cost of a comprehensive 
medical service, or it is the Government’s intention to 
provide a cheap and indifferent service. As itis proposed 
‘* that the citizens are to get the best medical and other 
facilities available, and that the real need is to bring the 
country’s full resources to bear upon reducing ill health 
and promoting good health in all its citizens,” this latter 
explanation cannot be the correct one. So it would seem 
desirable for those with better access to informatión to 
put it at the disposal of the Government in order to 
facilitate the achievement of their intentions.. 


UNDERESTIMATING THE COST 


First, as to the gross figures. The Government suggest 
that a comprehensive service can be provided for £147:8 
million, yet in 1936 PEP calculated that the health 
services of the country cost £161 million. At that time 
moreover there were only 80% of the hospital beds 
allowed for in the Government’s estimates, a fifth of these 
were. in poor-law hospitals and sick wards, and the 
salaries of nursing and domestic staff were on the old 
lower rates of pay ; there were only 80% of the number 
of practitioners who will be available immediately after 
the European war; and finally the service was far from 
comprehensive. It thus appears on superficial analysis 
that the conjectural estimate of £147-8 million iè a gross 
misreckoning, and closer examination of the details 
confirms this. (In subsequent paragraphs figures will 
refer to England and Wales, as the Scottish figures are 
not fully itemised.) 

For example, it is suggested that the cost of the service 
for general practitioners and chemists would be £30 
million a year. Assufning that 90% of the population 
took advantage of the service and that the cost of drugs 
were proportional to that under National Health 
Insurance in 1938, this would leave £25 million for paying 
the doctors, or 138. 6d. per caput. os 
- If the same number of general practitioners were to 
look after the whole population as cared for the insured 
population in 1938, each doctor would attend to the 
health of 2380 people (2155 under the national service) 
and their average income from the service would be 
£1625 per annum. But this is too large a number of 
people for a practitioner to look after really well; the 
average figure should be about one doctor for 1650 people 
(1: 1500 in rural areas; 1: 2000 in towns), requiring 
about 24,000 practitioners in all, and at this rate each 
would receive only £1000 as an average income from the 
service. 

On the other hand if the payment per caput were 21s. 
each Pa would as an average receive £1560 
from the service if 90% of his patients took advantage 
of it and would have 165 private patients in addition. 

I do not suggest that this is an adequate average 
income for a married general practitioner with three 
children at school, but even at this rate the general- 
practitioner service together with drugs would cost 
£44 million or 47% above the Government’s éstimates. 

It is also necessary to recognise that if there is a capita- 
tion reckoning and the number of patients is to be 
controlled, the number for a rural area should be lower 
than in town (owing to time spent in travelling and the 
greater variety of work which the rural practitioner must 
carry out); hence the rural doctors should receive com- 
pengatory grants analogous to those made under the 
Highlands and Islands Scheme. Furthermore, if at 
first there are not enough practitioners to give a satis- 
factorily low doctor-patient ratio, the capitation fee 
must increase as this ratio is approached ; otherwise the 
practitioner’s average income will fall as the size of 


practice is reduced to allow a proper preventive as well 
as therapeutic care. `> -> 
Turning to the general hospital and consultant services, 
_it is proposed to provide.310,000 beds and a specialist 
_ service for £48 million (£21 million to joint authorities, | 
and £10 to voluntary hospitals as direct Exchequer 
grants, together with £17 million [41-6/35-7 x £14-6} 
from a precepted rate). This would mean that a popula- 
‘tion of 100,000 would have 750 general hospital beds 
and a consultant -service for £117,000—a sum which 
would be completely consumed if the average cost per 
bed were £3 a week. (It may be argued that the gross 
figure is incorrect as it should include the sums received 
by voluntary hospitals from gifts and investments which 
it-is proposed they should contribute towards the service 
in return for the privileges they are to receive. If this 
is included it would make the gross figure about £54 
million or £3 7s. per bed per week.). Unless the majority 
of beds were of ‘ public assistance institution standard,” 
£3 is certainly a good ,deal. below the true figure ; and 
there would be nothing left to pay for the consultant 
service. ore 
A hospital and consultant service for this unit of 
population would need at least 17 senior consultants and 
the same number of assistants, or a proportionately 
larger number if they were part-time. If the average 
income of the seniors were £2000 a year and of the 
assistants half that sum, this would be an additional cost 
of £51,000 per annum, or £21 million for England and | 
Wales. Once again I do not suggest that the whole-time ` 
incomes are the optimum or the maximum which con- 


-sultants should receive, but they are possible average 


figures on which to assess the approximate cost of the 
service. Making allowance for the increased cost of pay 
to nurses and domestic staff, and the additional secretarial 
and technical staff which will be necessary if the limited 
number of consultants are to be used to the greatest — 
advantage, it is unlikely that the average cost per bed 
can be less than £3 15s. per week exclusive of the consult- 
ant service. This would mean £58-5' million or £79°5 
for the general hospital and consultant service, which is 
65% above the estimates. 

It is probable that the other estimates are equally low 
and that a more accurate figure for a medical service for 
Great Britain would be in the neighbourhood of £200 
million in the initial years. The cost would rise above. 
that figure when sufficient practitioners and hospital beds 
are available to provide a real comprehensive medical 
service. - 

l THE PRICE OF PARSIMONY 

The purpose of this review is notin any way to depreci- 
ate the Government’s excellent intentions in regard to the 
service, but rather, by revealing the inadequacy of the 
initial estimate, to prevent a reversion to the old policy 
of extravagant parsimony in respect of health matters— 
a policy which has cost us hundreds of millions of pounds 
every year in lost working hours owing to the expenditure 
on National Health Insurance being less than could 
provide an efficient or economic service. 


An even more tragic example of the effects of this policy is, 
revealed in the Department of Health for Scotland’s “‘ Infant 
Mortality in Scotland.” In that country the average expendi- 
ture per birth is £3-5, and of every thousand infants born 
only 892 are alive at one year; In England and Wales the 
expenditure per birth is.£5-2, and 914 are alive at one year; so 
one might say that this saving of 34s. per birth costs the lives 
of 2000 children. In both countries with increased expendi- 
ture on health it should be possible to improve conditions so 
that only 40 out of every thousand infants born failed to 
survive to one year, and this would mean an increase of 
population each year by 21,000. | | 


How much better National Health Insurance could 
have been at its inception or subsequently had the 
Legislature attended to the principles set out by Jeremy 
Bentham, though it was an enormous advance on the | 
patchwork of medical clubs: and contract medical ser- 
vices that went before it. 

In some respects the Bill was.better than the Act. 
It is clear both from Mr. Lloyd George’s speeches, dis- 
cussions in the House and the first series of regulations 
issued by the .commissioners, that it was originally 
intended to provide a consultative service. But there 
was bad estimating and instead of replanning the finances 
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to provide the service, an extra-parliamentary grant was 
made and all the preventive portions of the act dis- 
appeared in the interests of false economy.: The 
“ adequate medical attendance and treatment” of 
section 15 was interpreted by the commissioners as mean- 
ing that an insured person is entitled only ‘‘ to such 
treatment as is of a kind which can consistently with the 
best interests of the patient be properly undertaken by a 
practitioner of ordinary competence and skill.” 

The original bill proposed to set up in each county and 
county borough a “‘ local health committee.” This body 
was charged with the administration of medical benefit, 
but its most important function was outlined in the clause 
“ It shall consider generally the needs of the county or 
county borough with regard to all- questions of public 
health and may make such reports and recommendations 
with regard thereto as it may think fit.” In the act the 
_ loeal health committee became the insurance committee 
—its preventive function forgotten in the administrative 
welter of medical benefits, the provision of medicines 
and appliances, and inquiries into complaints. 

In 1913 Mr. Lloyd George said: 


To heal disease is good work ; to hinder it is best. That will 
be the work of the act. An official will go round like an angel 
of light and ask, ‘‘ What is the matter? What can we do 
for you?” Their. wants will be recorded. We shall know 
what is happening, and, believe me, knowledge is hope. That 
is what we are going to get from the act. And we will get it. 

It was worth you and myself taking off our coats and facing 
opposition, misrepresentation, calumny, and I thank you. 
We shall know something about the causes of disease, bad 
housing, overcrowding, bad industrial conditions, underfeed- 
ing, drink—we shall know it all, all the evils that are sapping 
the vitality of the race, depressing the energies of the people 
and destroying their lives. We shall know year by year more 
and more, and as sufficient knowledge accumulates in the 

. minds of all classes in this country of what is happening, they 

will put an end to it whatever it costs. | 


One could hardly regard an insurance, inspector or a 
regional medical officer as an angel of light, and know-’ 
ledge of the evils sapping the vitality of the race has 
not emerged directly from the ‘workings of the act. 
In spite of the recommendations of the 1926 Royal 
Commission, National Health Insurance has remained 
an unhappy affair of certificates and bottles of medicine, 
‘while the medical profession has suffered the indignity of 
a constant haggling for an increase in the capitation fee, 
which has risen from 7s. 3d. to 10s. 6d. while income-tax 
has risen from ls. 2d. to 10s., and the cost of living has 
increased by 100%.. 


CAN A FIRST-CLASS SERVICE BE PROVIDED ? 


Once again an opportunity is given to the Nation to 
be provided with a national health service, and once 
again one fears that it will be lost because the Legislature 
will be led-to believe that the best is extravagance and the 
cheaper article is an economy—ignoring the financial 
wisdom of the industrialist who is prepared to spend 
19s. 6d. if he is assured of a return of £1 but is unwilling 
to spend 10s. 6d. for an article which will cost him 25s. 
‘before it is putin order. Naturally one would agree that 
the Nation’s health must depend primarily on adequate 
nutrition, good housing and sanitation and a measure of 
social security; but a truly comprehensive medical 
service is also essential, and it is better business for the 
_ taxpayer and ratepayer to help people to avoid becoming 
seriously ill than eventually to have to foot the bill for 
years of neglect of adequate treatment. 

It is well to look into the actual expenditure involved 
in the provision of the service ; for we are drawing near 
to the end of a war of unprecedented expenditure. in 
which skilled craftsmen create masses of intricate 
machinery and scientific apparatus which is hurled to 
the ground or thrown into the sea and while destroying 
is destroyed, and it is natural that the minds of many will 
turn to economies and retrenchments.: Already the 
cry of those who cling tothe old fiscal policy which 
caused the Great Depression has been heard. 

In the first instance there is at present a considerable 
expenditure on the medical services, of which about 
two-fifths is borne by the state either centrally from 
taxation or locally by rates, and three-fifths is due to 
private enterprise or voluntary contributions. If there 
was a shift of this expenditure so that nine-tenths were 
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borne directly by the state it would not result im any 
additional national expenditure; indeed, from many 
points of view the shift would be advantageous and a 
financial economy to the Nation, quite apart from any 


question of increased efficiency or social economy. But 
it is generally agreed that the present medical services 
are deficient in personne] and hospital accommodation. 


and if the deficiency is to be made good there will have to 
be further expenditure, and the question must be asked 
whether the condition of the public finances would allow 
it irrespective of the economies which a real compre- 
hensive medical service might achieve in reduction of 
loss of working capacity. 

If one accepts the divisions suggested in the white- 
paper that £40 million would be provided from the Social 


Insurance Scheme, and £534 million from rates (an 
increase of 20% on prewar contributions on health 
services), then the rest must be derived from public 
funds. It has been suggested here that initially the 
service would cost about £200 million a year; and the 


sum might rise to £250 million when the deficiencies had 
been made good and a real comprehensive medical service 


provided. 

On the Government estimate of £147-8 million, at the 
present revenue from taxation there would need to be an 
increase of 1:8% or approximately 3d. in the standard 
rate of income-tax and a proportionate increase in the 
rate of indirect taxation; if the total cost were £200 
million the increase would be 3°3°,, or approximatel 
54d.; if it were £250 million it would be 5% or 8 id. 


Even at the highest rate, which would not apply for a 
number of years, this would not appear to be an intoler- 
able burden to the average taxpayer ; for all those who 
used the service would be relieved of all the expenses of 
medical service apart from their contribution in the 
Social Insurance Scheme, and as the results of a real 


health policy became apparent in reduced sickness and 
ill health of all kinds, the tag would soon be more than 
compensated by increased revenue from increased work- 
ing capacity and diminution in sickness benefits. 

But these advantages would only accrue if the service 
was of so high a quality that they could be achieved. 


CONDITIONS OF MEDICAL PRACTICE 


The Government and the medical profession agree 
that a first-class comprehensive medical service cannot be 
provided now or in the immediate postwar days owing 
to the shortage of doctors ; but it would be possible to 
introduce a skeleton service in the near future and 
improve on it as more people are attracted to take up 
medicine as a profession. This can only happen, how- 


ever, if the attractions of the medical profession compare 
favourably with those of the other learned professions. 
In the past the length and cost of the training has beena 
real check on the number of entries, and except in 
Scotland the number of adequately financed scholarships 


has been small. On the other hand the financial rewards, 
except for a very small minority, have been such as could 
attract only those with a real enthusiasm for the pro- 
fession of medicine, and one would not wish it otherwise ; 
were medicine to become a safe profession with an ade- 
quate income, the standard of medical practice would 
rapidly fall. 

At the present time the medical profession provides. 
for those who are interested in it, an all-embracing pro- 
fession, an adequate income and considerable personal 
freedom ; but in recent years these have been attainable 
only at the sacrifice of time to study and think about 
medicine ; as medicine became more complex, the mean 
standard of medical practice fell below the possible 
optimum. If the professional standards offered to 
practitioners in a National Health Service are low, this 
gap will become greater and the quality of medical 
practice will fall and the health of the nation fail. 

It is for these reasons that the conditions of medical 
practice which the Government should offer the profes-. 
sion must be of the highest—higher than they are now. 
These standards can be defined as: (1) a maximum of 
professional freedom ; (2) real opportunities to all to 
advance the practice of medicine, which means provision 
of the leisure and facilities ; and (3) an adequate income, 
which would provide the standard of living of a member 
of a learned profession and allow doctors to educate their 
children so that they too may take up a profession. 
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` . 1 
i tion other than those who want to pay for themselvės fully 
A NATIONAL HEALTH SERVICE in private pay-beds. Thesupporters of the voluntary hospital 
. MINISTER OF HEALTH ON “ MISTAKEN IDEAS” movement would find themselves paying for the whole of the 
BEE at a hospital service through their rates and taxes and social insur- 
SPEAKING at Birmingham on April 14, Mr. Henry Ep E ti, . . . 
Willink, Minister of Health, said :— ? ‘ance contributions. The hospitals which they used to support 


ae voluntarily would no longer need their help. That, it seers to 
__Lhave noticed that in several quarters two utterly mistaken me, would be the worst thing we could do both to the move-. 
ideas are beginning to gain currency. One isan idea among ment and to its supporters. So we want to avoid it. 
doctors that the proposals which the Government have in We want the voluntary hospitals to retain their traditional 
mind would turn the medical profession into some sort of voluntary status by still giving the public a service which 
state-controlled and regimented service. The other is the rests in some measure on voluntary resources. We want 
idea ‘that our proposals would ruin the voluntary hospital their supporters not to have to pay the whole cost of a 
movement. Nothing could possibly be further from the hospital service through public taxation and insurance, 80 
truth than to suppose that the Government intend either of that they can still give voluntary support to the hospitalsin . 
these two things to happen. Nor would I personally be party the way they like doing. The Government will step in to ` 
to any proposals which were directed to such a result. - assist—with the central and local service payments—an 
l i this assistance may need to be very substantial. TE 
ET, T POTRSSIONAL PARETO : f One thing many of us regret—that the familiar voluntary 
I know that variety and professional freedom are the life- hospital contributory schemes may largely disappear. There 
blood of any great profession—variety of personality init and has been so much that is thoroughly good in their spirit and 
of individual professional method, scope for private enterprise their organisation, and they have done so much to assure 
in the best sense of thatterm. I know that a profession needs hospital treatment without charge to those who have joined 
these things, which make it and keep it a virile and progressive them and supported them. But we are giving that benefit 
career, if it is to attract the right people and to keep on achiev- to the whole of the people now, as part of a nation-wide 
ing the highest results. - | i : principle of social insurance to which . . . the pioneer efforts 
Therefore I believe that the essentials of any new service of the voluntary contributory schemes have blazed the path. 
of health which we ultimately submit to Parliament must be, To restrict our new universal service in some way so as to en- 
_ 80 far as the medical profession is concerned, that the profes- able these schemes to continue would be nothing more or less 
sional men or women taking any part in it are left quite free than adapting the end to suit the means,; and that we cannot 
to conduct their professional, clinical activities in their own do. - , 
individual ways. They should be at no risk of becoming I hope that ways may be found so that these fine existing 
simply units in a big machine, but should remain individual contributory schemes do not have to end completely. As to 
professional people in individual and personal relationship the actual income which they have produced to keep the 


with those who seek and want their professional care. hospitals going, this we shall, of course, more than amply 
` These things are, obviously, good features in private medical make good.’ A 


practice as we now know it. But they do not depend on the : 

charging of fees. They can still remain, and we must see to | ' InN. 

it that they do remain, even when people are enabled to pay In England Now 

for the care of their health through the normal channels of ' ~~ 7 2 aaan aa ea 
public taxation and insurance contribution. . A Running Commentary by. Peripatetic Correspondenis 


_ You can change the method of payment—just as you can THE other night, as the gossip columnists say, at one 
give all the other advantages of our proposed service, in better of London’s posh hotels I noticed three of my surgical 
hospital and specialist facilities and so on—while still keeping colleagues entertaining the Turkish Medica] Mission. 
all the values of personal medical practice, personal choice of I asked one of my friends afterwards what they spoke 
doctor, and personal clinical freedom. You can do allthis about. He demurred at first and said, ‘“‘ My dear fellow, 
as long as you make sure that the men and women who areto I was only the shadow brought in to make the high 


` give this service in the profession can feel confident not only lights even brighter. The only part I took in the 
that they will keep these freedoms and these values, but that dinner was to laugh—I hope—in the right places.” 


they will. be assured of the remuneration and the means to ‘ Ah,” said I, “ that is the function of a man of sense, 
carry out their professional work as they want to carry it out. according to Hazlitt.” . That seemed to please him, for 
It matters—of course it matters—very much to any pro- he went on, “ You never saw anything like X. Talk 
fessional career that it should be fully and properly réwarded. about foreigners gesticulating—his arms revolved like 
I, for one, shall certainly try—with the profession’s own: a windmill. We had been discussing partial gastrecto- 
representatives to help me—to see that this is made quite mies for ulcers and the Turkish surgeons inquired about 
certain. | the incidence of recurrent ulceration. Now X believes 
THE VOLUNTARY HOSPITALS = this is most common in women and this is how he 

I believe that we have put before the voluntary hospitals - explained it to them. ‘In women,’ said he, pinching 
the outline of a fair and just deal. Itisthe very essence ofour his chest, ‘ if you pass a tube’ (he pushed out his tongue 
proposals for the hospital service that it should rest on both and poked his finger down his throat) ‘and'you find no 
the existing hospital systems carrying on side by side; and acid, you often find an anzwmia’ (and he pulled down 
there: would not be much sense in our proposing this unless * his lower eye-lid to show what he meant). ‘Some of 
we also took all the steps necessary to make it possible. them are short of breath’ (he puffed like a steam- 
We are proposing thatthe voluntary hospitalsshouldremain, engine), ‘some have diarrhoea ’ (he put his finger to the 
as they are now, self-governing and independent institutions. seat of the trouble). And all this was quite unnecessary 
We have not proposed that they should be taken over under because these fellows understand English very well— 
the control of the local-government authorities, or that they ‘and Turks are the only Europeans who ever speak it 
and the local-authority hospitals should be merged and -without an accent. | E i A. ee 
administered by any new joint body. If they are willing to I asked whether they seemed impressed with the idea 
take their part in the new service, they will be able to do so of Basic English. ‘‘ Yes,” he-said, ‘‘ they liked the idea,’ 
as free organisations entering into a contract with a public but their attitude is—how would you like to be taught 
-authority to perform certain services; We intend that, for pidgin French at school. Any man of substance has 
those services, they should receive payments both from the a sense of perfection, a natural desire to do things 
Exchequer and from the local-government authorities. These properly.” (“ By the way,” said-my surgical friend, 
local payments will not depend on the varying favours.of ‘‘ did you hear Victor Bonney speak on this in his last 
particular local authorities, but will be governed by proper Hunterian Oration? If you didn’t, get] hold of it and 
standards centrally prescribed for the country as a whole. read it.’’) ‘‘ Basic English may be all right for pro- ` 
Now the essence of a voluntary hospital is that itis an inde- moting or facilitating commercial understanding, but 
pendent institution’ which people support with voluntary it’s going to be difficult to make it work in scientific 
gifts and subscriptions, because these people believe this literature.” I couldn’t help playing Boswell and 
system to be worth-while in itself. Ihave heard the criticism asking, ‘‘ How can we get to know these foreign medical 
that we are not proposing to pay the whole cost of the services men better?” ‘The only way,” said my surgical 
rendered by the voluntary hospitals. Of course we are not. friend, “is for us to place men of ‘standing at their 
If we did.pay the whole cost, voluntary support would no universities and medical centres, and have their men 
longer be needed—for these services are for the whole popula- at our places. ‘Then we shall talk the same language 
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when Wigan entering my room at 0700 hours put my 
cup of tea on the chair at my bedside. ‘ Still raining ?” 
I asked yawning. ‘ Yis sur. it’s rainin’ orl rite,” he 
replied, ‘‘ but it’s rainin’ cinders this morning.” ** 7 
I commented, hardly knowing what to make of this. 
“ The sky, it seems, would pour down stinking pitch.” 
“ Ah doan’t know about stinkin’ pitch,” he replied. 
“all I sees is these bloody cinders.” And with that he 
retired to the passage to clean my boots. I finished my 
tea and then got up to look out of the window. Wigan 
had not been joking. There was a veritable hailstorm 
of lava, most pieces being about the size of a pea, but 
some as big as a golfball. A carpet of lava covered 


and come to think the same way.” ‘ Tell me now about 
their surgical views,” said I. “ Well, they had been 
watching X do some gastric surgery and we fell to 
talking about it. Like most people on the Continent, 
they usually do a partial gastrectomy for the gastric 
or duodenal ulcer and take a poor view of anyone doing 
gastroenterostomies. They use local abdominal-wall 
anzesthesia only and find the splanchnic block unneces- 
sary; they are keen on doing partial gastrectomies 
on all early perforated ulcers, and their mortality in this 
type of case is 3-4%.” “I asked them,” continued my 
surgical friend, ‘‘ whether duodenal ulcers are common 
in their country ; for if, as we maintain, it has become 


sO common in recent years because of our emotional everything. It had evidently been falling for some 
strain, then their more phlegmatic temperament should hours. The men were wearing their steel helmets for 
make them more or less immune. But they too had protection, otherwise the fragments were causing no 
found a remarkable increase in duodenal ulceration.” inconvenience. The scene was peculiarly desolate. 
’ One of the other surgeons asked whether it was due to The blanket of lava made the area look like the top of 
the increase in cigarette smoking. ‘‘ Come, come,’’ was a colliery slag heap. Our garden had been extinguished. 
the reply, ‘‘ surely Turkish cigarettes are immune from The peas,- beans and lettuces pride and joy of the 
= such evil effects!’’ But what my surgical friend liked ~ psychiatric patients—had been smothered in their 


most. was their summing-up of X’s skill. As they. 


walked into the blackout one of the Turks said to him, 
“ I really did enjoy this afternoon’s operating. 
the gentleness, the personal care, as time and again he 
put in the extra stitch; I liked the way the operation 
was done quickly, yet there was no hurry; and there 
was not even a clock in the theatre. I never saw a 
single special instrument—the surgeon’s fingers were his 
special instruments.”’ 

I must certainly go to Turkey when the war is over 
and see for myself this old world with its new life infused 
by the spirit of Kemal. But gee! I’ll have to learn 
Turkish for this visit of mine—unless Basic Englis 
really works. 


* * * 


‘The BBC broadcasts about Vesuvius prompt me to 
relate a yarn about a mountain in Erewhon. The story 
was never told during the campaign because it was felt 
that the information might fall into the hands of the 
enemy. You will recall that the Namreg tribes whom 
we were fighting suffered from severe myopia, and 
though they could see to shoot. the official censors 
believed that they were unaware of the extraordinary 
changes that had suddenly developed in Mount Benito 
a few miles away. ‘Normally the summit was crowned 

‘with a few flickering flames like rosy sprites that dance 
upon a mountain top; and one had grown accustomed 
to the slowly widening pennant of white vapour that 
trailed from the crater into the blue sky. Travelling to 
and fro along the roads that skirted the volcano, one’s 
eyes were attracted to the summit irresistibly and the 
same thoughts flitted idly through one’s mind: for 
hundreds of years this had been going on and for cen- 
turies yet to come there would be the same wraith of 
smoke and steam, the seemingly perpetual fire as 
mysterious as the burning bush, unless some fearful 
turmoil should break out in the vasty depths of the 
crater and the swirling molten lava in the bowels of the 
earth. Then one night the rosy peak grew to a crimson 
glare as light from the crater struck the surface of low- 
lying clouds. Next day a gigantic mushroom of smoke 
was belching from the volcano’s fiery mouth; no idle 
wisp, but a dense billow rising thousands of feet into the 
air and assuming the most fantastic shapes as it drifted 
across the sky. Lava began to pour down one side of 


the mountain—rather quickly, as lava goes—and villagers - 


in the neighbourhood could be seen removing their 
furniture and other valuables to places of safety. The 
eruption was accompanied by a sudden change in the 
weather, doubtless attributable to the violent upheavals 
that were going on in the air above the angry volcano. 
We had been enjoying the balmy sunshine of early 
spring ; but this gave place to torrential rainstorms and 
thunder and lightning. Then the temperature dropped 
sharply, making us feel miserable and depressed. | 
I had reached the stage of regarding the eruption as 
merely tiresome when Benito played his Pompeian 
trick on us. My. batman then was a decent though 
ingenious Lancashire lad called Wigan, and when he 
came to my room to rouse me in the morning he used to 
tell me about the weather and the news—solely with the 
object of keeping me awake until I had started to drink 
my tea. Benito’s eruption was three or four days old 


I liked © 


,8 AM: “ 


tender infancy. Birds flitted about disconsolately. 


looking in vain for food and water in their accustomed 
territory. ‘“‘ Well Sir,” said Wigan as he put my boots 
down, ‘“‘ if that’s a volcano, we’ve ’ad it.” 
* : x . 
Some may hold that Good Friday afternoon ought not 


properly to be devoted to ferreting, but we decided that 
the better the day the better the deed, and anyhow, 
something had to be done and done quickly about the 
rabbits pillaging the garden. Accordingly. having 
borrowed Mr. Woodgate’s fitch, a party was formed 
consisting of two guns. two boys, the terrier and the 


gardener. Out of a total of six rabbits bolted we had 
only three, father missing two disgracefully with both 
barrels. At the bottom bury by the road the ferret 
laid up on a rabbit that would’nt bolt and refused to 
respond to all our blandishments. Mr. Elston, a great 
rabbit man, out for a walk in his Sunday clothes with 
two boys and his terrier, joined the company and. soon 
got to work. We were further reinforced by Mr. White. 


Mrs. White, their daughter-in-law and terrier, all of 
whom like a bit of rabbiting, so that we now numbered 


14 souls, human and canine. One of the terriers soon 
marked the right hole and began to dig furiously on one 
side of the hedge. Some of us on the other side took it 
in turns to dig towards him. Eventually | was able to 


insert my arm as far as the axilla but was still unable 
to make contact with the rabbit. 1l did, however. 
succeed in makihg touch with the terriers teeth and 
hastily withdrew my arm. My place was instantly taken 
by the ‘smallest boy present. Wriggling his head’ and 
shoulders down the hole, he declared excitedly that he 


could see the rabbit, whereupon he was firmly lugged 
out by his elder brother, who, virtually disappearing 
into the bowels of the earth, reappeared a few moments 
later with the rabbit clutched triumphantly in his right 
hand. ns 

* * * 


Saturday morning at the BBC.—7 am: “'... The 


` Ministry of Food has a small supply of dried bananas for 


children suffering from koliac disease. . . . “ Please. 
Sir, there’s ten doctors been on the phone to say that 
that disease they give bananas for is called seeliac.” 


.“ But damn it, the root must be the Greek koilia, a 


belly.” ” Yes, Sir, I’ve told them we’re inquiring into 
it.” ‘* Miss Ramsbottom, what does ‘the OED say ? ” 
“I’m afraid it says seeliac, Mr. Sheepshank.’’ “Hel, 
who sent this notice anyway ? The Ministry of Food ? 
Well, ring them up and ask them how they want the 
blessed word pronounced.”’ 
shank, it’s only 7.30. Shall I ring. them at 10.30?” 
. . . has a small supply of dried bananas for 
certain sick children...” | | ue 
* % % yr 
I’ve done a bit for lease-lend in reverse this morning. 
The girl at the baker’s was putting some nice pink 
buns in the window as I passed, and I added myself to 
the little queue. Next behind me was an American 
soldier, obviously in a tearing hurry, so when my turn 
came I said, ‘‘ You go first.” There were still a couple 
of dozen buns left, and I never dreamed. ... Well, 
would you have ‘thought ...? But he did. He 
bought the lot. - 3 


“ Can’t do that, Mr. Sheep- . 


CRIME IN OUR TIME 


[APRIL 22, 1944 549 


Special Åste 


a n a a a a G o a 
r as re ee ee ae ee ee 


CRIME IN OUR TIME. f 


THE growth of a new spirit in the treatment of 
fenders has been continuous since a boy of eleven was 
anged, in the eighteenth century, for abetting a gang 
| thieves.  ‘‘ We may hope,” the broadsheet ran, ‘‘ the 


readful example of this wretched youth may produce , 


lasting warning to the world at large.” Miss MARGERY 
RY, who .quotes the story in a recent pamphlet ! points 
ut that in this case ‘‘common-sense psychology ” was at 
vult : to the credit of mankind, fear is a poor discip- 
nary agent. People are commonly more ashamed of 
eing frightened than of law-breaking. 


THE YOUNG OFFENDER 


How far we have travelled from that opinion was 
vident from the HOME SECRETARY’sS remarks 
3irmingham, on the occasion of the opening of a new 
orobation hostel on March 28. The main deterrent 
‘orce,’ Mr. Morrison said, lies in going to prison and in 
the loss of personal liberty; once: inside, the prisoner 
must receive not punishment but training. The courts 
should be provided with more flexible means of dealing 
with ‘young offenders, for whom prison sentences 
should be avoided. This. view was heartily echoed next 
day by Viscount: Smmon, the Lord Chancellor, in the 
House of Lords. He is particularly disturbed when he 
hears of a child who, because there are not enough 
remand homes, is put for a time into a general prison 
to await treatment. People in the prison are apt to 
treat such a child with the greatest possible kindness, 
and when he comes out he is a hero to his companions 
because he has been associating with real criminals. 


A NEW PATTERN FOR ALL 


Mr. Morrison believed we should simplify our present. 
penal system as it affects adult offenders by removing 
such meaningless vestiges as penal servitude and im- 
prisonment with hard labour. The professional criminal 
should be taken out of the ordinary system and kept 
out of the way, he thinks, for a long time. For the 
rest there should be three types of prisons: local prisons 
for those om remand and awaiting trial, and those whose 
sentences are too short to be combined with training ; 
one or two special prisons for those serving long sen- 
tences; and regional training prisons, key to the whole 
system, where measures for individual reform and re- 
generation can at last be applied. He mentioned as a 
happy example the farm-camp, run by the training 
prison at Wakefield, where offenders are handled with 
the minimum of security measures. 

Miss Fry holds the same principles. In her view, 
we should devise a system ‘‘ where society, whilst 
retaining its right to protect itself from disregard of its 
laws, acknowledges its own large share in the production 
of law-breakers, and seeks, in the struggle against 
crime, the weapons of scientific diagnosis, skilled treat- 
ment and re-education.” She advocates a plan covering 
a term of years, in the manner of the Soviet five-year 
plans, in which a succession of just attainable objectives 
would keep interest fresh and give a foretaste of achieve- 
ment. Some of the advances made before 1939 have 
been lost under pressure of war ; these must be recovered 
first. After that she would like to see professional 


training for clerks to the justices of the peace, a better | 


Classification of offences (so that a man will no longer 
find himself under special legal disabilities because his 
crime is of an old type rather than because it is a serious 
one), and appointment of younger magistrates repre- 
senting what is best in all classes and including more 
women, more doctors, more teachers and more manual 
workers. In some cases a psychiatrist will be able to 
Indicate the probable time required for treatment, and 
she notes one occasion already on which a judge has 
determined the length of a sentence in accord with such 
advice. She suggests that an expert ‘ Treatment 
: Authority ” should be set up, distinct from the Prison 
Commissioners, with no share in controlling penal 


1. The Future Treatment of the Adult Offendor. Published for 
the Howard League for Penal Reform by Gollancz. 6d. 


at 


institutions. This body would prescribe and supervise 


treatment, whether institutional or other, of defined 
groups, and particularly of young people. The advisory 
council which the Home Secretary proposes to set up, to 
help him to draw up a programme of reforms, may be 
fitted to undertake some of the tasks she has in mind. 


OBSOLETE BUILDINGS 


Her indictment of existing prison buildings is uncom- 
promising: ‘‘ When once we are thoroughly convinced 
that boredom, disgust, ugliness, idleness, humiliation, © 
unhappiness and vermin are not curative we shall give 
up asking officials . .« to reclaim people in our present 
prison buildings.” Mr. Morrison was hardly less 
emphatic. Most of our prison buildings are nearly a 
hundred years old, and for the most part unfitted for 
the new'system. He would like to blow them up and 
replace them with modern training prisons designed for 
the purpose. aa | | l 

Miss Fry proposes that prisoners should be given 
work which will fit them for freedom: the handsewn 
mailbag should vanish. -They should: be- paid at market 
rates and’insured in the usual way; deductions should 
be made for their keep, and this balance should go to 
their families. Her practical unsentimental little tract 
covers much ground and gives good reasons for a more 


civilised prison policy. 


Letters to the Editor 


THE “COLLAR & CUFF” AND THE | 
CHARTERED SOCIETY 


- SIR, —I am glad to see that Dr. James Mennell, that 
gallant and faithful friend of the Chartered Society of 
Physiotherapy, has once more entered the lists on its 
behalf, but very sorry that he has gone out of his way 
to attack the collar and cuff method of treating “‘ fractures 
through the olecranon fossa.” Though I have admired 
his work and valued his friendship for more than thirty 
years I must join issue with him because I believe that- 
his words are mistaken and, what is more, dangerously 
misleading. He writes that in a collar and cuff “ every 
movement of the shoulder involves movement of the 
elbow.” In practice however the arm does not swing 
to and fro; and furthermore, tests show that with a 
resting angle of 60° the total range resulting from such 
movements as are ever likely to occur is about 10° 
(frem about 55° to about 65°); so it is difficult to under- 
stand how Dr. Mennell can regard such ‘‘ opportunities 
for movement ” as “ vastly in excess of those allowed in 
treatment by mobilisation and massage °! But when 
he goes on to say that these ‘‘ opportunities for move- 
ment .:. are responsible for more cases of myositis 
ossificans than the whole of the massage profession put 
together ’’ I am even more astonished ! For I have used 
the collar and cuff consistently for thirty years: and 
during the twenty years between the wars, Mr. Foley 
and I between us must have seen a large proportion of 
these fractures occurring in the area served by the 
Wingfield-Morris Orthopedic Hospital, and, I suppose, 
most of the unhappy results, yet neither of.us can 
remember this treatment being responsible for ‘‘ myositis 
ossificans.”’: = be a : : : 

I think it is fair to say that the use of the collar and 
cuff, as Sir Robert Jones used it, is easily learnt and very 
safe; and that of the thousands of members, of the 


, Chartered Society there must be many who have not 


acquired Dr. Mennell’s sensitive and delicate handling 
of injured limbs. . The truth is that fractures near the 
elbow call for special skill and patience devoted to the 
gentle achievement of reduction, quite apart from the 
care taken to preserve (or promptly restore) the circula- 
tion ; for excessive, or heterotopic, osteogenesis is more 
common and more harmful here than elsewhere. I am 
afraid that Dr. Mennell and I ought to admit that the 
avoidable causes of stiff elbows can be traced to our own 
profession—forcible and even repeated: attempts at 
reduction, or faulty directions as to subsequent physio- 
therapy. And I think we should agree in the conclusion 
that neither collar and cuff nor Chartered Society is to 
blame. I am glad of this; for both, like Dr. Mennell 
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himself, are my trusted friends. ‘Indeed I doubt whether 
any other surgeon has had stronger cause to be grateful 
to members of the Chartered Society for their kindly 
skill and understanding coöperation. 


Oxford. G. R. GIRDLESTONE. 


THE WHITE PAPER 


Smr,—-The white-paper is unpalatable, not because it 
sets out to provide a Sickness Service (not a Health 
Service) for all, but on account of the method adopted 
to provide this service. The Prime Minister has pro- 
mised that controversial legislation shall come only 
after a General Election; and we hope that he will not 
attempt to pass the highly controversial methods of the 
white-paper into law until after an election. 

Some of the more important objections to the white- 
paper are :— | 


1. The membership of the whole executive side of the Service is 
by appointment, not election. The constitution of the Central 
Medical Board is to be “finally settled by the Minister, 
although of course in consultation with the profession ”’ 
(p. 37). As to the Central Health Services Council “‘ the 
members will be appointed by the Minister in consultation 
with the professional and other organisations concerned ” 
(p. 14). What basic reason can there be for appointment, 
not election, except to ensure that these bodies shall consist, 
mainly or wholly, of the Minister’s ‘‘ yes-men ’’ ? It is surely 
a move to forestall opposition from a professional body which 
has been permitted a certain amount of power. 

2. In no case is payment of a practitioner by salary an 
essential. The capitation-fee system discriminates between 
the energetic and the lazy practitioner. This system might 
result in a degree of competition for patients; a purely 
salaried system will, more certainly, result in the progressive 
laziness of certain individuals, at the expense of overworking 
the energetic men, who will nevertheless receive the same 
salary. The only statement which allows for this variation 
in energy is too nebulous to offer much hope of equity: “ the 
aim must be to achieve a system flexible enough to allow 
for proper variations (in salary) attributable to extra qualifica- 
tions and extra energy and interest” (p. 80). How can 
salary be varied for extra energy and interest ? 

3. The matter of compensation is left most conveniently 
vague. “It will be necessary to discuss this in detail with the 
profession ” (p. 35). Why ? The doctor has sunk his capital, 
and also a great deal of hard work, in an investment; this 
investment has a definite market value. This value is a 
concrete amount; it is something between 14 and 2 years’ 
total earnings (according to location, state of practice, and 
other factors). If the Government scheme is to “ destroy 
the value of existing practices ” (p. 35), surely the very least 
they should guarantée, and guarantee now, is the existing 
market value of the practices. 

4, General practitioner and specialist. There is no definite 
provision made whereby the general practitioner (a) may if 
he feels like it (not just if he is permitted by the Central 
Medical Board) specialise; many great and successful 
consultants were once GPs (e.g., Sir James Mackenzie) ; or 
(b) is sure of being able, and indeed expected, to see his 
patient personally through his illness, even if the patient 
enter hospital. These points must be set beyond doubt, if 
a good type of GP is the aim. | | 

5. The proposed *“ health centres” are not health centres. 
They are not even adequate treatment centres. The best 
offered is a design catering for individual consulting-rooms, 
reception and waiting-rooms, simple laboratory work, nursing 
and secretarial staff, telephone, as well as—in varying degree 
according to the circumstances—‘“‘ recovery and rest rooms, 
dark rooms, facilities for minor surgery, and other ancil- 
laries.”” First, what are these “ circumstances ’’—the whim 
of the joint authority, or financial circumstances ? Why good 
facilities in one centre, poor in another ? Second, if this is 
the Minister’s idea of a health centre, he may rest assured that 
most practitioners sée in it no advance, either for patient or 
doctor, and it is worthy of no better title than “ public ” 
or ‘t communal surgery.” i 

What is required is a centre (to be called a Medical Centre 
or a Treatment Centre) where all the town’s medical services 
are to be carried on. ‘Such a centre would comprise all that 
has been quoted above, plus (1) all local clinics (maternity 
and child welfare, VD, ‘immunisation, &c.); (2) physio- 
therapy; (3) X rays; and (4) facilities for health lectures 
and demonstrations. One type of centre fulfilling these 
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desiderata is the Peckham Health Centre; but im mox 
towns the obvious location is the local hospital, which already 
has several of these facilities in situ. To retain the preseni 
county and borough clinics, scattered through the town ani 
among the local hospitals, and then to make a completely 
new and separate communal surgery is as uneconomical a 


it is valueless. 


6. The joint authority is an unnecessary creation, if the 
Government is alive to the insistent demand for local-goven. 


. Ment reform, at present a chaotic system of overlapping and 


often conflicting services. The new medical service _is to be 
administered by at least five separate bodies: (1) joint 
authorities, (2) county councils, (3) county-borough ceunells, 
(4) Board of Education and (5) voluntary hospitals. 

‘“ Separate ” practice is apparently outside all five, an 
authority on its own. Thus the joint authority will militate | 
against, that integration of services which it is designed to 
achieve. In this connexion it is well to recall that the | 
National Association of Local Government Officers has drawn | 
up a detailed report on present services with a plan for ther 
reform. The broad aim of this plan is to remove existing 
anomalies and overlapping by complete local electoral and 
administrative reform which, it is generally agreed, is long 
overdue. The joint authority will be a retrograde step, 
introducing a third local authority in many ways sharing 
responsibility with -county and county-borough councils 
(e.g., in “health centres’’), although in some direction: 
having authority over them. When Parliament has con- 
sidered the NALGO report and plan (a matter certaamly no! 
controversial, all being agreed on the need for reform), it will 
be time to start detailed planning of medical and other 
services to be run by the local authority. 

To add the vast new burdens of the white-paper scheme to 
already overloaded local-government bodies is not only to 
court disaster and inefficient running, but to make much 
harder those reforms of the system itself which are generally 


‘believed overdue. 


Now or never is the time for our free and honourable 
profession to resist by all means this system of bureau- 
cratic control: now, because there is still time for a 
united profession to stave off its own subjection— 
or never, because if this opportunity is lost there will 
never be another. T. S. COCHRANE. 

D. M. THOMSON. 


Dartford, Kent. G. F. TRIPP. 


Smr,—In the discussion on the white-paper, there 


- seems to me to be too much of the doctor’s point of 


view and too little of the patient’s. It is céftainly the 
case that many patients cannot obtain all the help 
necessary to the diagnosis and treatment of their condi- 
tion of ill health under present conditions. 

If one starts with the assumption that the preservation 
of health, and the prevention and cure of disease, are 
the inalienable right of every individual, then it follows 
that whatever is in the way of the attainment of these 
things ought, as far as is possible, to be removed, even 
if this involves the curtailment of the liberty of the 
doctor. It seems to me unfair to complain that under the 
Government scheme the. medical man is being trea 
in a different way from the lawyer or other professional 
man, since it is health and not any secondary matter 
that is involved. ` , 

The Government scheme is imperfect in that it 
attempts to drive two horses in double harness that 
are not likely to be in step. State service and private 
practice seem incompatible. As one who for 18 years 
was a medical missionary at a maximum salary consider- 
ably less than the minimum suggested for the newly 
qualified doctor, I remember well with what satisfaction 
one did one’s work without any reference to the financial 
side of things. I should welcome a National Medical 
Service for this among other reasons. 


Bebington, Cheshire. | R. HOWARÐ MOLE. . 


Sir,—That we should become slaves and victims of 
our own machines was predicted about 70 years ago by | 
Samuel Butler in his ingenious romance Erewhon. But 
are there not worse machines than metal ones ? To wy 
mind, the white-paper, with the best intentions, would 
create a ponderous bureaucratic machine which would 
remove the mental independence of doctors, each of 
whom would become a tiny cog in a vast engine. 
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The Central Medical Board would be the great power- 
tation, with enormous administrative offices. Each 
ig city or area must also have big offices and staffs, and 
> on to the larger numbers of smaller offices and com- 
Littees. All these gear-wheels, large and small, must 
esh together, and the tiniest cog—the individual 
octor—must mesh.in too. His own particular style of 
ractising his art would be cramped; he must gear up 
bediently and obeisantly to the larger cogs. And since 
he Central Power -Station must—for efficiency—be 
nformed of, and coérdinate, the activities of the peri- 
yheral cogs, a multitude of reports in triplicate must be 
uly rendered. In a. small country numbers and 
listances would be manageable, but with our 45 millions 
he size and rigidity, the inertia and myopia of the 
yureaucratic Juggernaut would be a brake on medical 
yrogress and would not turn out the best type of doctor, 
vho should be an individualist and not a cog. 

The amount of lubrication we should be allowed is 
ot specified, but eventually it would be handed out with 
roper parsimony by the Centra] Powers as they think 
it. The doctors, haunted by bureau-phobia, seek 


afety in adequate representation on committees at all 


tages. But doctors are not trained administrators 
vho are at home in big offices: it is these engine- 
drivers who would drive and the doctors be driven, 
»robably protestingly. There would be plenty of those 
sho wish to be large cogs, but there are not nearly 
»nough of the little cogs to make the machine work, and 
ortunately these must take several years to manu- 
acture. Until then, how can the imposing machine 
merge from the show-room? | 

We cannot, and should not, resist the modern ten- 


lency towards agglomeration into larger and larger. 


yroupings; but we can struggle—if we are awake to 
‘he danger—to minimise the drawbacks of beaucratic 
machinery. Admittedly, through lack of the necessary 
funds, our present medical service i$ very defective. 
The panel system needs extending of course ; but could 
not the other deplorable deficiencies, such as lack of 
hospital beds and specialist services, be remedied if the 
hospitals and doctors were deputed to spend a tithe 
of the money entailed in the white-paper, without 
invoking the ‘‘ monstrous regiment ” of a new-fangled 
bureaucratic machine—created not evolved. 
Hull. F. C. Eve. 


Sm,—One of the most regrettable features today is 
the two types of přactice—private, and panel. With so 
many to treat, the panel doctor has not the time to cope 
deliberately with his patients. The white-paper has 
repeated this fault which is fatal to a first-class service. 
Doctors are but human and, when there are not enough 
to go round, money will exert its usual influence. To 
ensure a first-class service for all, as with our postal 
service, all must share and depend on it. Those with 


money and brains, being included in it, will most cer- 


tainly insist on it being provided with perfection and 
promptitude. For, although those affluent few who 
could afford private treatment are numerically small, 
vet in money and brains they represent 30% of the 
population. As long as this minority can get inde- 
pendent treatment, the great majority (90-95%) of the 
population using the national scheme will never get the 
desired first-class service. 
By their wits they gained their wealth 
And by the same they’ll insist on health. 

A. WILFRID ADAMS. 


THE QUESTIONARY 


Sir,—The weakness of rhetorical questions in con- 
troversy is that they may be answered. Dr. Durant’s 
first example I had already answered. In my sub- 
mission, nobody can answer Question 19 usefully unless 
he defines the sense he attaches to the word “should.” 
‘* Clearly °—to quote Dr. Durant—‘“ the concept is a 
difficult one ”?” ; much too difficult to be admissible to 
a laconic questionary. 

Dr. Durant’s second example recalls the gag: ‘ Does 
your uncle like nuts? ” “I haven’t got an uncle.” 
‘* But if you had, would he like nuts ? ” The answer of a 
father whose sons are over thirty or under three to 
Question 28 throws no light on anything but his emotional 
reaction to a hypothesis. If cynics infer that the object 


Bristol. 
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of the question was to enable a propagandist orator 
to declaim: ‘‘ Thousands of doctors will allow no child 
of theirs to study medicine if these iniquituous proposals 
became: law,”’? the framers of the question have only 
themselves to blame. oe 

Dr. Durant’s last two paragraphs need no comment. 

A statistician always tries to sift: something of value 
from a rubbish heap ; there is one set of analyses which, 


I think, might have more than propagandist value. 


One might extract those schedules, and only those 


schedules, in which the last section (Personal Details) 


has been completed and analyse them in relation to 
Question 30 (“ On the whole are your reactions to the 
white-paper favourable or unfavourable ?’’). I` admit 
that the framers of the questions have done their best, or 
worst, to bias the answer and that many may reply 
who have not read the white-paper ; but it is certain, 
as Dr. Durant implies, that most medical men will have 
formed some opinion on the broad issue. If we have a 
tabulation by age, nature of occupation and area the 
results might be interesting. If the analysts. do—or 
have already done—some work on the Medical Directory 
they will have a fairly good classification by date of 
registration and,by occupation of the whole medical © 
profession. So it would be possible to discover how far 
the answerers are representative of existing age-groups 
and occupations. Such an analysis, fully set out, might 
contribute something to enlightenment. 


Loughton, Essex. MAJOR GREENWOOD. 


Sm,—As Dr.-Durant says, it will be interesting to 
compare the results of the questionary to the profession 
with those of the one to the students. Our questionary, 
which is being circulated in all the medical schools of the 
country, is based on the one the British Institute of 
Public Opinion prepared, but we have had to make 
several alterations. Since we are independent of the 
British Medical Association, we have not included any 
reference to Principle D in our own question on control 
(this is the point criticised by Dr. Joules and Dr. Leys). 
We have felt that the crucial issue is whether or not the 
proposed National Health Service would enhance the 
quality of the country’s medical service, and we have 
therefore put this question first. We have also asked a 
couple of questions on changes in the nature and finance 
of medical education that the NHS might require. 
Only too well aware of our ignorance and inexperience 
in many phases of modern medical practice, we have 
omitted questions such as those on the consultant 
services, and continuance of private practice, &c., on 
which we are hardly qualified to speak. But we have 
included a question, ‘“ Have you read the white-paper ? ”’ 
and shall thus be able to assess the value of our results 
on the basis of numbers of replies and of knowledge 
behind those replies. - 

There is great interest in the médical schools in the 
white-paper, and we hope to have a wide response from 
those whose professional careers will be made in the future 
health service, whatever its nature. — 

DAVID PYKE, ' 
President, ae Medical Students 
80 


Tavistock Sqnaro, 
j C.l. ciation. 


London, 


DANGERS OF TRILENE ANASTHESIA 


Smr,—The letters of Dr. Galley (March 18) and Dr. 
Durrans (March 25) tend to minimise the risks to which 
I referred in my article of March 4. In the hands of 
anesthetists of their standing, ‘ Trilene’ with nitrous 
oxide and oxygen probably is nearly as safe as ether, 
but when used by newly qualified house-surgeons 
trilene has little to recommend it, and it was with the 
intention of emphasising these risks to the inexperienced 

wrote’ my article. + 

I cannot agree with Dr. Galley that the respiratory . 
rate does not rise during light nitrous oxide, oxygen and 
trilene anzsthesia, but with adequate oxygenation the’ 
change is small, amounting to less than 10 respirations 
per minute and consequently may pass unnoticed. 
While my own experience and apparently that of other 
anesthetists would lead me to associate cardiac irregu- 
larities with deep trilene ansesthesia, Geiger (J. Amer. 
med. Ass. 1943, 123, 141) noted the development of 
extrasystoles before loss of consciousness in a patient 
who inhaled trichlorethylene for the relief of neuralgia. 


N 
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Dr. Durrans charges me with misquotation of his 
‘paper. He would have been fairer if he had said that 
I did not accept his conclusion that the profound though 
temporary mental] changes he noted were due entirely 
to the trilene anæsthetic which preceded their onset. 
I chose the words ‘‘ mental confusion ’’ to which he 
takes exception as the best available symptomatic 
description of the condition he described so briefly in 
` the Lancet of Aug. 14, 1943 (p. 191). I must thank Dr. 
Durrans for the emphasis he has placed on the good 
points of trilene. None the less there can be no doubt 
that an agent which has been shown to produce multiple- 
focus extrasystoles and has at least one unexplained 
death to its credit cannot be regarded as equally safe 
' as ethyl ether which remains the standard by which the 
value of all new anaesthetics must be judged. It may 
be the opinion of some that ease of administration and 
a somewhat problematical reduction in the frequency 
of postoperative vomiting justify the increased risks 
of trilene anesthesia. Let those who think so remember 
that Dr. John Snow said almost exactly the same about 
chloroform many years ago. 

Manchester Royal Infirmary. A. R. HUNTER. 


THE SEPTIC HAND 


Sm,—In his letter of March 18 Mr. Catterell refers 
to the dangers of oversimplification. These dangers 
have already been.demonstrated by those who advocate 
incisions based solely on the anatomy of the structures 
involved, ignoring what is now known of the archi- 
tecture of the inflammatory reaction. If there is validity 
in Menkin’s hypothesis that a barrier to the invading 
bacteria is formed by an accumulation of fibrin round 
the site of the lesion, surely surgeons should take cogni- 
sance of this fact. Incisions which disturb these natural 
defences, or which are made before they are formed, are 
bound to have bad results. NE 

Another example of oversimplification is to be seen in 
the reiterated formula that it is tension which causes 
bone necrosis, and that the relief of tension will prevent 
this. If that is so, why does necrosis not follow the 
tension in bruised hands which is often sustained for 
many days ?. It would seem more logical to seek the 
cause in the activity of the bacteria, and to attribute 
the involvement of bone to a failure of local resistance 
allowing the penetration of the periosteum at a site 
damaged by the original lesion or by subsequent incision. 

Is it not possible that the treatment of the septic 
hand has been simplified too long ? . With an increasing 
knowledge of the complex processes involved in the 
inflammatory response, due to the researches of Menkin, 
Fox, Berberian, Rich and others, it is safe to prophesy 
that more attention will be paid to encouraging the 
formation of the fibrin barrier (here complete immo- 
bilisation may prove its value) to its conservation once 
it has been formed, and to arresting the bacteria by the 
use Of the new bacteriostatic agents. l 


Royal Northern Hospital, N.7. Mary E. EGERTON. 


ı MEDICAL REHABILITATION 

SIR, —[In your issue of April 8 Sir Maurice Cassidy and 
Dr. Maurice Campbell, writing on behalf of the Cardiac 
Society, draw attention to the lack of medica] (as distinct 
from surgical) rehabilitation facilities, and plead for 
substantial developments in this field. They comment 
on the psychosomatic problems involved in *‘ cardiac 
anxiety states ” and ‘‘ effort syndrome,” and are of the 
opinion that such cases should not be treated in orthodox 
hospitals. They also advocate closer contacts between 
medical facilities, employers and the Ministry of Labour. 

The writers will be interested to learn that, thanks 
to financial backing from many of the leading employers 
in the country, the first medical rehabilitation centre is 
being opened next month at Roffey Park, Horsham, with 
accommodation for 120 patients of both sexes. Anexpeii- 
enced resident medical staff is being appointed, and a 
scientific advisory committee that includes some of the 
leading members of the profession in their respective 
spheres. Close contact with employers and employment 
exchanges of the Ministry of Labour will be maintained 
by an industrial relations officer and special attention 
will be paid to suitable placement after treatment. 

Against this background full investigation will be made 
of every case, and medical, psychological and occupational] 


THE SEPTIC HAND.—ACUTE NECROSIS OF THE LIVER 
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treatment will be given, emphasis being placed on t- 


individual social inadequacies of the patient. As 
appropriate regime will be evolved for each case, and w 
include the necessary balance between rest and occupa 
tion dependent upon the clinical condition of the patier: 
An experienced remedial gymnast and a physiotherapix 
will be responsible for physical treatment. which inclua-~ 
employment in occupational workshops and on the farr- 
Concerts, picture exhibitions, plays and other cultura 


activities will be provided in collaboration with tł- 
CEMA. , 

At alater stage the council hopes to develop centr 
in other parts of the country which will, it is anticipate 
be linked with medical schools so that social and indus. 
trial medicine can be taught where it is being active: 
practised. In the meantime, medical visitors will b 
welcome at Roffey Park, and we hope that the Cardia- 
Society will be among our early guests. 

HORDER, ° 
Chairman of the National Council for tke 
Rehabilitation of Industrial Workers, 
T. M: LING, 
Medical Director. 


DIAGNOSIS OF SMALLPOX 
. SIR—May I be allowed to point out that in additive 
to the clinical evidence admirably swnmarised in you 
leading article of April 8, bacteriology is capable «i 
affording valuable help in the diagnosis of smallpox: 


The elementary bodies now known to be the causal 
agent form a specific antigen that can be recognised br 
either complement-fixation or flocculation. Two MRt 
Special Reports (nos. 143 and 156) by Drs. W. L. Burgess 
and James Craigie, together with Prof. W. J. Tullock. 
on the diagnostic value of the flocculation test go far 


towards establishing its success in the practical diagnosi: 
of smallpox; especially in those cases which even 
‘experts at the clinical diagnosis may have difficulty in 
differentiating from chickenpox. 

Molesey, Surrey. M. H. GORDON. 


ACUTE NECROSIS OF THE LIVER 


SIR, —As the medical officer who first saw the ca% 
recorded by Dr. Van Langenberg in your issue of Feb. 1! 
I would like to amplify his account at one or two points. 

The jaundice when it first appeared was of an orange tini. 
which deepened to a pronounced orange-yellow, as opposed 
to the more greenish-yellow of obstructive jaundice; at 
the time the colour reminded me forcibly of a series of cases 
of TNT poisoning. Before the jaundice appeared, on the 
second day of the illness, the patient was thought to have 
gastritis and was treated accordingly. 

About 600-700 inoculations with yellow-fever vaccine were 
performed on that one forenoon by these medical officers, and 
of these we had about 10 cases attending the sick-bay with 
reactions similar to that described by Van Langenberg. 
From the date of the inoculation to nine months later we 
had 8 cases of jaundice, in 4 of which a course of neoarsphen- 
amine had been given before, during or soon after yellow- 
fever inoculations ; the jaundice appeared 3, 10, 17 and 26 
weeks afterwards. In the other 4 cases no arsenical or other 
toxic agent had been used, and these 4 cases occurred. 11, 12 
23, and 39 weeks after the inoculation. Detailed investiga- 
tion was not possible in any of these, but all were mild and 
recovered rapidly. . . l 

I was advised at the time of the inoculations that a 
recent course of neoarsphenamine, or even its con- 
current use, need not be considered a contra-indication 
to the inoculations; but with the present apparent 
increase in infective hepatitis, caused by, or associated 
with, injections of human serum, I do not feel that the 
simultaneous or closely spaced exhibition of two 
known hepatotoxic agents such as the organic arsenicals 
and yellow-fever vaccine is to be recommended.: 

J. M. SwWITHINBANK, 


PsycHE AND Soma.—Lines 10-11 of the third paragraph of 
Dr. Edelston’s letter of April 8 should read “. . . who identify 
psychiatry with cerebral pathology, .. .” 


Hosrirats’ Day will be held in London on Tuesday, May 2. 
Suggestions and offers of service will be welcomed by Lord 
Luke at 36, Kingsway, W.C.2. 


I 
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Obi tuary 


_ JOHN FREDERICK VENABLES 
l MA, DMOXFD 


Dr. John Venables, one of the founders of New Lodge 


Clinic, Windsor, died on March 81, at the age of 56. 
He was educated at Magdalen College School, and 
Magdalen College, Oxford, where he was a science 
exhibitioner and gained honours in the final school of 
physiology. From Oxford he went to Guy’s where his 
house-appointments included a clinical assistantship in 
the neurology department. He graduated as BM in 
1913 and obtained the DM in 1924 for a thesis on 
stammering. In the last war he was invalided home 
from Egypt because of an empyema—which he diag- 
nosed himself three. weeks before he could persuade 
anyone to operate—and became one of the original 
medical officers of Seale Hayne Hospital for functional 
nervous disorders. Here he developed an exceptional 
skill in treating war neuroses, and was immensely popular 
both with his colleagues and his soldier patients. By 
the end of the war he was second in command, and later 
he took charge of a hospital for war neuroses under the 
Ministry of Pensions. 
‘ In February, 1921,” writes A. F. H., “ Venables 
‘became physician to New Lodge Clinic with which he 
‘was connected from the day it opened until it closed 
shortly after the outbreak of this war. He was an ideal 
man for the post, for not only was he‘a very able clinician 
but he soon became an expert radiologist and biochemist. 
_Asa psychotherapist he used the simple methods described 
‘by the late T. A. Ross, and like him was a disciple of 
-Dejerine. He made several valuable contributions to medi- 
cal literature, especially in gastro-enterology and func- 
: tional nervous disorders. His paper on anorexia nervosa, 
‘which appeared in the Guy’s Hospital Reports for 1930, 
- gave the best description of the condition since Gull’s 
original’paper. He related the history of several severe 
‘cases, which he had quickly cured with a full diet and 
simple explanation and persuasion, without resort to 
drugs of any kind. He had the satisfaction of hearing 
: from all these patients from time to time during the 
' next ten years, during which they remained free from 
‘any further functional disorders. He rejoined the 
- RAMO shortly after the outbreak of this war, and in 
- spite of increasingly frequent attacks of angina pectoris 
. he carried on until six months ago. He then resigned, 
but he still refused to take the long rest he needed, and 
. he took an appointment as medical member of the first 
of the new pensions appeal boards. His work was 
greatly appreciated but the travelling it entailed proved 
. too fatiguing and undoubtedly caused the attack which 
. led to his death.” | 
_ Dr. Venables married Helen Cox in 1914 and she 
- Survives him with a son and a daughter, both in the RAF. 
. Their younger son gave up his work as a medical student 
. at Oxford to join the Coldstream Guards. He had just 
` been promoted captain and recommended for the MC, 
, yee he died of poliomyelitis.on active service in North 
ca. f f 


Appointments 


BELL, R. C., MB LOND. : RSO at St, John’s Hospital, Lewisham. 
CHEESE, F. W., MD DURH.: medical referee for Bromyard, Kidder- 
| minster, Stourbridge, Tenbury and Worcester county-court 
! districts (circuit no. 22). too = 

; CULVER-Evans, CELIA, M. M., LRCP: temp. asst. MOH for 
| Stepney. i | 

, MEorEDY, R. J. R., MB DUBL.: examining factory surgeon for 
Caistor, Lincs. i 


PARKINSON, E. H., MB BIRM., surgeon commander RNVR: an 
examining factory surgeon. a 


Colonial Service.—The following appointments are announced: 


- Dos Santos, W., A., MB CAMB. : MO (grade C), Trinidad : 
MARAJ, S. R., ROPE: MO, British Guiana ; 
DUGAAN. A, T.. MB LOND.: MO, Nigeria: 

)  Horpwvon, B. E. C., MRos: MO, Falkland Islands ; 

| _ CRAMER, J. S., MD EDIN. : MO (grade C), Trinidad ; 


SANKERALLI, E. J., MD BELF.: deput i E 
services, Trinidad ? eputy director, sanitation 


GRANT, L. S.: asst. bacteriologist, Jamaica; and 
! PARBOOSINGH, I. S.: senior MO, Jamaica. 


5 Notes and News 


Ministry of Health for Ulster | 
' The Ulster Ministries Bill which gives effect to 


sets up a new ministry to look after the health of Northern 


Ireland was given a second reading at Stormont on April 4. 
of > 


The Prime Minister explained that the proposed ministry 
health and local government would be responsible for the 


administration of health, housing and local government . 


services, but he did not name the new minister. The Minister 
of Finance, who summed up, said that the functions of the 
ministry would correspond with those of the British ministry 
but might be widened in the light of experience. The national 
‘health insurance scheme would not at present be transferred 
from the ministry of labour pending the. proposals on the 
Beveridge scheme in Great Britain. He promised that 
exceptional exchequer treatment would-be accorded to local 
authorities towards bringing their health services to parity 
with those in Great Britain. : ve 


The White-paper: Local Resolutions 


At a gathering of about 80 medical practitioners in Cumber- 
land the following resolution was passed by 63 votes to 4 :— 


._ “f That this meeting considers that the time is not ripe for any 
drastic alteration in the medical services of the country while the 
majority of the younger members of the profession are on war 
service, and while approving some of the Government’s proposals 
for a National Health Service this meeting is convinced that 


` legislation based on the whité-paper must inevitably-lead to com- 


plete bureaucratic control of the profession. As this is not in the 
national interest the white-paper as a whole is quite unacceptable.” 
A meeting of doctors in the area of the Rochdale division 
of the BMA adopted without dissentient a motion stating 
that:— — | 


“In the opinion of this meeting the Government’s white-paper 
is quite unacceptable to the medical profession, in that, while pro- 


fessing in theory to preserve freedom for doctors and patients, in 
o 39 


practice it would not . ty, og 
“The following facts have been taken into consideration in coming 
to this decision. (1) The central control it requires is by an 
authoritarian body—i.e., the Central Medical Board. (2) Tho 
insistence of the white-paper on the full-time salaried position of 
the health centre doctor. (3) The dangerous power it requires of 
directing practitioners as to where they shall work and its insistence 
that young men shall start as full-time salaried assistants. (4) At 
‘a time when the whole nation is fighting in the cause of freedom 


the Government visualises a postwar world in which the freedom | 


of doctors is taken away. (5) The obvious reason for the Govern- 
ment’s anxiety to get complete control of doctors is that certification 
must be fully under control before large sums are disbursed under 
any future Social Security Scheme.” 


A general meeting of practitioners living in the area of 
the Kingston-on-Thames division of the BMA was attended 
by approximately 250 who by an overwhelming majority 
passed a resolution stating that those present viewed the 
proposals contained in the white-paper with great concern. 


“ In their opinion a National Health Service based on these 
proposals would (1) inevitably lead to a complete state salaried 
medical service ; and (2) involve the voluntary hospitais, in a very 
short time, in financial ruin, so there would be no alternative but 
for them to be taken over by the state. (3) As @ result of these 
two events, the standard of medicine in this country would be 
considerably lowered. f 

“ They therefore place on record that they would be unwilling to 
participate in a Health Service based on these proposals as they 
now stand.”’ 


A meeting of the medical practitioners of Portsmouth and. 


district, “ whilst recognising that far-reaching changes and 


improvements in the health services of the country are _ 


necessary,” has declared its opinion : a 
* The white-paper Pray Endanger the freedom of the 
di 


public and the profession. ll lead to the introduction of a 
complete whole-time state medical service, entirely under bureau- 
cratic control, without any effective medical representation and 
result in standardised certification of patients by controlled 
Civil Service doctors. (3) Should not be proceeded with now, 
when the younger half of the profession is away in the Services and 
is therefore unable to consider such revolutionary proposals pro- 
perly or to take effective action.” . 


Royal College of Surgeons of England 


r 


At a meeting of the council held on April. 13, with Sir 
Alfred Webb-Johnson, the president, in the chair, the follow- 
ing were elected to the court of examiners: Mr. Seymour 
Barling, Mr. Alan Perry and Mr. E. A. Crook.. ` 

Brigadier Ashley Daly and Dr. M. H. Jupe were elected 
fellows under the charter which permits the council to elect 
annually to the fellowship, without examination, two members 
of twenty years’ standing. The Jacksonian prize for 1943 


ON 


was not awarded. The subject for the prize for 1945 will be 


to the main 
recommendation of the select committee on health services and . 
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bone-grafting in surgery, its indications, methods and 
results. ` 
Diplomas in child health were granted jointly with the 
Royal College of Physicians to the following: . 
` T. J. Agius-Ferrante, Isobe] C. Allardyce, Eveline A. Bishop, 
Malvina Bojko-Ungar, Penuel M. E. Chitty, Norah H. C. Clarke, 
Sheila Cochrane, J. W. Fletcher, Margaret D. Giles, Janet D. 
Gimson, Irene D. M. F. C. Hastilow, Egon Lewit, M. G. Philpott, 
Helen S. Standley, Thomas Stapleton and Pauline Wynne. 


“Medical Honours 


The MBE has been awarded to Surgeon Lieutenant D. K. T. 
Wallace, MRCS, RNVR, for ‘‘ outstanding bravery and devotion 
to duty in tending the wounded during an air-raid,” and to 
Captain W. R. Hart, ms, for “‘ gallant conduct in carrying 
out hazardous work in a very brave manner.” 


Medical Casualties 
The following casualties have been announced : 


Missing, presumed killed.—Surgeon Lieut.-Commander B. F. 
Jackson, MRCS, RNVR; Surgeon Lieutenant H. C. Llewellyn, MRCS, 
RNVR; Surgeon Lieut-Commander Leslie Merrill, MRCs, RN; and 
Surgeon Lieutenant J. H. Wainwright, MRCS, RNVR. 

Wounded.,—Captain William Foster, MB DURH., RAMC; 
Captain J. Wilson, RAMC. , ` 

Prisoners of War.—Major Vincent Bennett, MB NUI, RAMC; Cap- 
tain W. A. W. Chapman, MB GLASG., RAMC; Lieut.-Colonel J. W. 
Craven, MC, MD DURH., RAMC; Lieutenant William Donaldson, 
MB EDIN., RAMC; Captain D. W. F. Gotla, MRCS, RAMC; Major 
P.° R. Graves, MD LOND., RAMO; Major J. W. Malcolm, OBE, MC, 
MB EDIN., RAMC; Major M. T. Read, MC, MRCS, RAMC; Captain 
D. F. Rees, MRCS, RAMC ; Captain W. P. Walker, MB EDIN, RANC; 

and Lieutenant T. Wilson, RAMC. 


Food Education Society 


At 3 Pm on Monday, April 24, at the London School of 
Hygiene, Keppel Street, W.C.1, Sir Norman Bennett will 
speak on food and the teeth. 


Royal Society of Medicine 


On Monday, April 24, at 4.30 pm, Mr. A. Frank Stammers, 
BDS, will read a paper to the section of odontology on Vincent’s 
ulceration, the problem of persistent and recurrent infection. 
On April 27, at 5 pm, at the section of urology, Mr. David 
Band will speak on cystometry, Mr. C. Jennings Marshall on 
tuberculous bacilluria and Captain Howard I. Suby, usamc, 
on the solution of urinary calculi. On April 28, at 3 pM, the 
section of epidemiology and state medicine will meet to 
discuss the organisation and administration of epidemio- 
logical inquiries ; the opening speakers are to be Dr. R. N. 
Curnow and Prof. A. W. Downie. At the section of disease 
in children, at 4.30 pm on the same day, Dr. A. White Franklin 


and 


will read a paper on prognosis of bronchiectasis in childhood, ` 


Prof. R. S. Pilcher on lobectomy in children, and Dr. G. H. 
Newns on bronchiolitis in childhood. | 


Ophthalmologiéal Society of the United Kingdom 


The annual congress of this society was held in London on 
March 31 and April 1. Dr. H. M. Traquair gave a presi- 
dential address on the nerve-fibre bundle defect, and other 
subjects of discussion included ocular psychoneuroses (opened 
by Mr. R. C. Davenport and Squadron-Leader J. H. Doggart) 
and virus affections of the eye (Dr. C. H. Andrewes, FRs, and 
Prof. A. Sorsby. Papers were read on concentric restriction 
of vision from unilateral cerebral lesion (Dr. Andrew Pater- 
son), sphenoidal mucocele as a cause of the ophthalmoplegic 
migraine syndrome (Dr. Kate Hermann), the use of plastic 
material for scleral wounds (Capt. G. Blum, Miss J. M. 
Dollar and Professor Sorsby), hyaline bodies in the intra- 
ocular fluids and tissues (Mr. E. Wolff), a sequel to spon- 
taneous cure of retinal glioma, describing the occurrence of 
this neoplasm in the third generation (Mr. M. L. Hine), 
fractures of the orbit (Major E. F. King and Major E. Samuel), 
ophthalmic experiences in the East (Major J. Minton), 
radon seeds in the treatment of retinoblastoma (Major 
Seymour Philps). A clinical meeting was held jointly with 
the section of ophthalmology of the Royal Society of Medicine. 

Mr. C. B. Goulden was elected president for 1944-45. The 
acting hon. secretary is Mr. Frank Law. . 


Epsom College 

The council willshortly proceed to award St. Anne’s scholar- 
ships to girls attending Church of England schools. Candi- 
dates must be fully 9 and under 16 years of age, and must be 
orphan daughters of medical men who have been in inde- 
pendent practice in England or Wales for not less than five 
vears. Forms of application from the secretary’s office, Epsom 


od 


College; Surrey, to be sent in by May 12. 


University of Glasgow . 
On April 15 the following degrees were conferred : 


MD.—*J..H. Lawson (with honours); Janet E, Morrison (with 
high commendation) : P. Currie and A. M. Sutherland (witb 
commendation); and W. L. Milligan. ; 


| * In absence. 
The Bellahouston medal for eminent ‘merit in; a_ thesis 
for the degree of doctor of medicine was awarded to Dr. 
George Bell. l 


Scottish Conjoint Board | 
. Having passed the final examinations of the board the 


_ following have been admitted licentiates of the Royal Colleges 


of Physicians and Surgeons of Edinburgh and the Roya 
Faculty of Physicians and Surgeons of Glasgow: `> ) 


M. H. S. El Amroussi, S. B. Ballantine, G. W. Barker, Doris B. N. 
Plensby. Samuel Dalziel, R. F. M. Dunlop, J. W. mondson, 
L. M. Gunasekara, Donald Headley, A. M. Herman, Robert Kean, 
David Mintz, K. S. Mowatt, H. A. Munro, R. J. McClements, A. R. 
MacKinnon, David Nathanson, A. C. Pernel, C. J. K. Piiz, 
K. A. Said, 4. El M. El Sebelgi and L. I. Starling. 

Michael Balint, graduate of Budapest, a recognised university, 
was also admitted to the licentiateship. - 


Births, Marriages and Deaths 


BIRTHS 


BaLy.—On April 8, at Seaview, I. of W., the wife of Surgeon 
Lieutenant Peter Baly, RNVR—a daughter. 

BLACKMORE.—On April 9, at Farnham, the wife of Major W. T.E 
Blackmore, Ramc—a daughter. 

DRoop.—On March 28, the wife of Dr. R. C. Droop—a son. 

HARRIS.—On April 10, at Windsor, the wife of Major Cyril Harris, 
RAMC—a son. 

MACKIE.—On March 7, at Bombay, the wife of Surgeon Commander 
William Mackie, RIN—a son. 

MAINGAY.—On April 4, the wife of Dr. C. L. Maingay of Aylshan, 
Norfolk—a daughter. 

ROBERTsS.—On April 12, in London, the wife of Dr. F. W. Roberts— 


a son. ` 
MARRIAGES | 
GREANY—MOFFATT.—On March 30, at Cairo, Willoughby Hugh 
Greany, MC, major RAMO, to I. C. Moffatt, QAIMNs. | 
DEATHS 


BEVILLE.—On April 13, at Bath, Frederick Wells Beville, MRCS 
CHATTERTON.—On April 8, in London, Harold Chatterton, MRG, 
hysician to the British Hospital for Mental Disorders and 
ervous Diseases. 
Drwonvp.—On April 13, John Lyn Dimond, MB LPOOL, deputy 
meee superintendent, St. John’s Hospital, Wandsworth, | 
ago . f ; i 
FAIRLEY.—On April 9, Helen Willett Stanley Fairley, LRG, 
formerly of Gravelly Hill, Birmingham. 
GILLIES.—On April 14, at Hove, Robert Gray Gillies; MD BRUSSELS, 
MRCS, aged 62. 
,ORMEROD.—On April 8, Ernest William Ormerod, MD CAMB, of 
Wimborne, aged 75. . 
PENNELL.—On April 14, at Moretonhampstead, George Herbert 
Pennell, MD OXFD, FRCS, formerly of Buenos Aires, aged 83. | 
WALKER.—-On April 9, at Sheffield, Edward Archibald Walker, | 
MC, MD EDIN., DPH, captain RAMC. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED APRIL 8 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox. 1 (Pudsey, 
Yorks); scarlet fever, 2089; whooping-cough, 1553: 
diphtheria, 554; paratyphoid, 2; typhoid. 9; measles 
(excluding rubella), 2343; pneumonia (primary or 
influenzal), 1003 ; puerperal pyrexia, 140 ; cerebrospinal 
fever, 78; poliomyelitis, 2; polio-encephalitis, 2: 
encephalitis lethargica, 4; dysentery, 250; ophthalmia 
neonatorum, 92. No case of cholera, plague or typhus 
fever was notified during the weck. 

Deaths.—In 126° great towns there were 1 (0) death 
from an enteric fever, 2 (0) from measles, 3 (1) from 
scarlet fever, 12 (2) from whooping-cough, 13 (2) from 
diphtheria, 59 (15) from diarrhcea and enteritis under 


two years, and 21 (1) from influenza. The figures in 
parentheses are those for London itself. . 
Cardiff reported the fatal case of enteric fever. Burnley bad 3 


deaths from diphtheria. Birmingham reported 3 deaths from 
whooping-cough. x 

The number of stillbirths notified during the week was 
198 (corresponding to a rate of 28 per thousand total 
births), including 28 in London. 
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The fact that qoods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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FORWARD SURGERY OF ABDOMINAL | 
| ‘WOUNDS * 


W. H. OGILVIE, MCH OXFD, FRCS 
© MAJOR-GENERAL AMS / 


MEN with abdominal wounds are cases of first urgency. 


They must be regarded as certain to die unless they are. 


operated on, and likely to die unless they are operated 
on early in a centre where they can be assured not of 
` expert surgery alone, but also of skilled and continuous 
aftercare. In such a centre a recovery-rate of about 

70% may be expected even when the hopeless cases and 
those dying from other injuries are included. 


`~ 


DIAGNOSIS 


Sorting officers must pay special attention to the 
discovery of abdominal wounds, asking every man 
whether he has been wounded in the trunk, and everyone 
who has such wounds whether he has any abdominal 
pain. If there is any doubt, or if the patient looks 
iller than his described wounds warrant, the abdomen 
must be examined. The latent case must always be 
borne in mind. Wounds of any part of the body may 
involve the abdominal cavity, those between nipple 
and mid thigh often do so, and single wounds of the 
lower chest or buttock shouldbe regarded as thoraco- 
abdominal or gluteo-abdominal until they have: been 
. proved- otherwise. ‘Vomiting, a' rising: puise-rate, an 
unexplained failure to react to resuscitation, should lead 
to re-examination of a wounded man to exclude ab- 
dominal injuries. When examining a patient admitted 
to the preoperative ward as a case of suspected abdominal 
injury, the decision of the surgeon or resuscitation officer 
_involves an answer to four questions :— 


(1) Is this, in fact, an abdominal injury ? 

(2) If so, what structures are injured ? 

(3) Does the injury necessarily demand operation ? 
(4) Is this the best time and place to operate ? 


(1) A study of the history and an examination of the 


wound and of the abdomen will usually answer the first 
question. . Difficulty arises particularly in the case of 
tangential wounds and contusions of the abdominal wall. 
When the abdominal wall has been injured, shock, 
localised tenderness and localised guarding will always 
be found ; but if the injury is purely parietal the shock 


will diminish and the tenderness and guarding will 


subside, or at most remain stationary. A rising pulse- 
rate, tenderness at some fresh site such as the Dion 
of Douglas’s pouch, and guarding that involves fresh 
and manure’ areas of abdominal wall, are signs of. 

intra-abdominal damage. Auscultation should never 
be omitted i in doubtful cases, for a silent abdomen is an 
abdomen in need of laparotomy. 

(2) In through and through wounds the line of the track 
gives an indiéation of the viscera that are probably dam- 
- aged. In single wounds an estimate of the direction of the 
track is difficult without knowledge of where the retained 
foreign body lies. Here an X ray is invaluable, but 
rapid screening or a single film is all that is required, 
since the information is needed to enable the path of the 
projectile to be.visualised rather than to help in its 
removal. An estimate of the course of the projectile 
will guide two decisions—whether operation is necessary 
and what incision should be used. 

(3) In most cases where penetration of the abdominal 
cavity can be proved or inferred, operation is necessary 
and should be done as soon as ,possible. Exception 
may be made where the wounds are small and clean and- 
the liver or ‘kidney appear to be the only organs involved, 
and where there is no severe bleeding. 

(4) The best time for operation is usually the earliest 
at which the patient can stand it. In the case of single 
surgeons working with poor facilities or expecting to 
move, or of operating centres overburdened with work, 
it may be right to send a man with an abdominal injury. 
on to the’ al unit if he can be An there without much 
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the loss is barely balanced by the inflow. 


of a more experienced. surgeon with a better theatre 
and more able to nurse and retain his patients. | 
| PREOPERATIVE CARE 


“Most men with abdominal injuries are anoeked, and 
need resuscitation before being taken to the theatre, 


but the period of resuscitation must be actively super- 


vised and kept as short as possible. The “shock ” 
of an‘ abdominal casualty is compounded of many 
elements—mere physical’ exhaustion, dehydration from 
sweating and shortage of water during the fighting, 
plasma loss from wounds and into the peritoneum, loss 
of blood, and toxemia from early infection. Some of 
these can be overcome ; others——bleeding from mesen- | 
teric vessels and leakage from torn viscera into the. 
peritoneum—will continue while the first are being 
treated. An absolute limit of two hours must be set 
upon resuscitation ; a patient who is not fit-to stand 
any handling then never will be. 


As soon as the examination is completed and the scope ' 


and risks of operation have been assessed the patient- 
should be made warm and comfortable. He should 
be given morphine gr. } if in pain, but otherwise he is, 
better without it. Fluids by mouth or by rectum 
token ’’ administration of a few sips. 
of tea or brandy) are unwise, even if perforation of the 
alimentary tract can be excluded. Fluids by the intra- 
„Venous route on the other hand should be given to every - 
serious case, and the patient should be taken to the 
theatre with ,the drip running. 

A severely’ ‘shocked patient with an abdominal wound . 


-is nearly always suffering from blood loss and should 


be given blood as rapidly as possiblé, at the rate of a 
pint in 10 or even 5, minutes.. After two pints it is. 
usually possible to decide whether the shock can be- 
temporarily overcome with further blood, or whether 
In the first . 
case the transfusion should be continued at a reduced 


but still rapid rate until the. systolic blood-pressure = 


has been stabilised at 100 mm. Hg or over, a point 
that should be reached in 1-14 hours. In: the second. . 
case the patient, unless moribund, should be taken- to 


the theatre with the blood. drip running fast and a 


further six bottles in reserve, and the surgeon must make 
a rapid i to find and.check the source of ARE 
~, OPERATION 


The treatment of other wounds, which often accom- 
pany the main abdominal one, calls for judgment. 


If large and lacerated they should be excised, but this 


excision is second in importance to the intra-abdaminal 
procedure. If the injured viscera are not put right the 
patient will certainly die ; if the wounds are not excised 
they may go septic, but with chemotherapy the sepsis. 
may not be severe. When the treatment of wounds 
in other parts of the body seems, imperative, a second 
surgeon should be asked to undertake that work while. 
the abdominal operation is in progress. Wounds on 
the back, however, should be dealt with first, for every 
unnecessary movement after . laparotomy must be 


` avoided. 


In many cases the original Toa can, after excision, 


be enlarged for approach to the abdomimal cavity, thus, — 


saving tissue and damage to the abdominal wall, and 
lessening the risk of postoperative pulmonary and 
vascular complications. If the wound is so situated that 
it can be extended without damaging important struc- 
tures, and if the injured viscera are known to be in its 
neighbourhood, this ‘course should be adopted. Thus 
a wound in the flank may be enlarged to deal with an 
injury limited to the kidney and colon, one near the 
midline anteriorly may be excised and extended in the, 
vertical direction, one in the flank may be carried 


transversely inwards or obliquely into the iliac fossa, - 


but those in intermediate areas cannot be. enlarged 
sufficiently for any but local inspection without doing 
unnecessary damage. 

If the. wound is unsuitable for enlargement or if the 
intra-abdominal damage is distant or widespread, a 
oporo omy incision must be employed. The best 

T ken incisions in field surgery are the right and 

paramedian, the rectus muscle being cut.through 
in the same plane as the incision in the skin and peri- 
toneum and not retracted; the midline infraumbilical 
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incision ; and the transverse or oblique incisions in the 
lateral parts of the abdominal wall, extended if need be 
into the rectus sheath but not dividing its fibres. Trans- 
verse incisions across the rectus muscle, excellent for 
cold civil surgery, are unsatisfactory in war; surgeons 
in the base ‘hospitals of South Africa report a high 
incidence of incisional hernia after their use in the 
forward units. 


Before the abdominal viscera can be examined it 


is usually. necessary to evacuate free fluid, blood or 
intestinal contents from the cavity. With a midline 
incision, a smal! nick should be made into the peri- 
toneum before it is opened completely, and the nozzle 
of a sucker pushed down into the pelvis; with a lateral 
incision the patient may be pushed to the side of the 
stretcher and tilted so that the fluid runs into a bucket. 

Hemorrhage is the chief cause of death in abdominal 


- wounds and should be dealt with first; peritonitis is a 


secondary and later danger. When the abdomen is full 
‘of blood the most likely sources are the mesentery of 
the small intestine and the solid organs—liver, spleen, 
kidney and pancreas. These should be examined in 


order and the hemorrhage should be arrested completely,’ 


‘ or in the case of the liver and pancreas as well as possible. 
Bleeding points should be ligatured with fine cotton 
or linen thread. — 

The next. step is the discovery and repair of all per- 
forations in the alimentary tract. 
very small. and when recent they cannot be recognised 


by touch, but they must all be found or an otherwise - 


successful operation may be brought to failure by one 
tiny omission. The structures in the line of the track 
will be investigated first, but the search must not be 
abandoned nor any repair put in hand until all the 
organs that may have been injured have been examined 
and all the injuries have been recorded and considered 
together. 
injured, and will usually be examined first, each hole 
-or tear being marked by clipping a pair of forceps across 
the extreme edges, and each coil being returned to the 
abdomen, with forceps attached, as sdon as it has been 
examined. Loops of intestine many feet apart in 
continuity may lie adjacent in the abdomen, so that a 
search which does not include overhaul of its whole 
extent may fail to find all the tears. After the small 
intestine the stomach, colon and solid viscera should be 
examined in turn, the abdominal wall being lifted up 
on a broad retractor and a portable light being brought 
into play if necessary. A retroperitoneal hematoma 


should be investigated carefully, for it may be associated ' 


with damage to the kidney, or the much more serious 

posterior perforation of the fixed part of the colon. 
When all the lesions Have been tabulated, they must 

be repaired—a step that will be considered regionally. 


After repair the peritoneal cavity is mopped clean. 


Where there has been much soiling, particularly when 
colonic contents have escaped into the peritoneal cavity, 
a rubber tube the diameter of a pencil should be laid 
down to the highest point of the soiled area, and brought 
out. through one end of the incision, which is then closed 
in layers. 
diazine in 60 c.m. of gelatin solution is injected slowly, 


- followed by 20 c.cm. of saline to clear the tube, which is 


then clipped with a Spencer Wells. | 

An operation for the repair of an abdominal injury 
is seldom even approximately a clean one, and some 
postoperative infection of the peritoneal cavity or the 
abdominal. wall is common. Where the time lag 
exceeds 12 hours, where the peritoneum has been grossly 
contaminated, or where a repair has been done under 
tension or to doubtful tissues, a drain should be put in, 
ahd the cutaneous layer of, the incision should be left 
open in the middle. Drainage is always a matter for 
the judgment of the individual surgeon, but it can be 
said of the experience of this war that the surgeons who 
have drained most have had the best results. <A fresh 
heemorrhage is recognised at once if there is a drain and 
a failed suture leaks to the surface instead of bursting 
into the peritoneum. 


` INJURIES OF PARTICULAR ORGANS 


Small intestine.—Injuries of the small intestine are the 
commonest and multiple perforations are the rule. The 
holes are often very small, and they cannot be felt, so 


l 


The holes may be Ô 


The small intestine is the part most frequently . 


Finally a suspension of 10 grammes sulpha- | 


that some may be missed unless the whole length of 
the gut is rapidly overhauled. A single hole should b- 
mistrusted—there must be another. The perforation: 
are often sealed by pouting mucous membrane so that 
they may not leak; blood in the peritoneum is mor 
characteristic of small intestine injury than intestinal 
contents. Perforations of the small intestine should 
be closed by local suture if possible. The edges need 
not be trimmed, and a purse-string suture or a single 


layer of interrupted invaginating sutures is usually 
enough. Resection of gut is indicated : : 

(1) When simple suture is mechanically unsatisfactory, 8- 
when a group of holes are so close that their repair would | 
overlap, when so’ many injuries are found in @ given 
segment that resection of the whole will save valuable 
time, or when the injury is on the mesenteric border. 

(2). When the viability of a loop of gut is destroyed, br 

- crushing, by thrombosis of the vessels, or by detachment 


of the mesentery. 
End-to-end junction is best, and a single layer of inter- 
rupted sutures with occasional reinforcement is quicker 
and safer than two continuous layers. 

Colon.—Wounds of the colon are less common and 

less often multiple than those of the small intestine; 
on the other hand they are more serious : 

(1) Because they are often retroperitoneal and therefore 
easily overlooked. : 

(2) Because the walls of the colon are thinner and their 
blood-supply less free. Simple perforation is uncommon, 
and extensive damage, bruising, and rupture of the outer 
coats is the rule. 


(3) Because the contents escape earlier and in greater 
quantities than from a smal!-intestine perforation, and 
are more infective. 

(4) Because retroperitonéal cellulitis, often an anaerobic 
infection, is a common and very fatal complication. 

Perforations in the colon should be looked for with 


great care. Those in the fixed portions, and on the 
mesenteric aspects of the transverse and pelvic colon, are 


easily missed. A hematoma in the mesocolon or in 
the right or left paracolic gutters should always call for 
a minute examination of the adjacent bowel wall; a 
fecal smell may draw attention to a hole that can barely 
be seen. : 


The treatment of colon injuries is based upon the 
known insecurity of suture and the dangers of leakage. 
Simple closure of a wound of the colon. however small, 
is unwarranted ; men have survived such an operation, 
but others have died who would still be alive had they 
fallen into the hands of a surgeon with less optimism 


and more sense. Injured segments must either be 
exteriorised, or functionally excluded by a proximal 
colostomy. 

_ The whole colon above the last three inches of the 
pelvic portion is either mobile or can be mobilised. 
Injuries of these portions should therefore be brought 
to the surface. A small hole may be made the apes 
of a loop colostomy, the hole being temporarily con- 
trolled by the blades of a pair of forceps introduced 


through a lateral incision, and used to ease the gut 


through it. A larger tear involves resection of the 
damaged portion; after mobilisation sufficient to allow 
the colon above and below the injury to be approxi 
ated without tension the injured segment should’ be 
removed, and the cut ends above and below it, closed 
with crushing clamps or long bladed h:emostats, should 


be brought to the surface as a double- barrelled colostomy. 
Wounds in the fixed parts of the large intestine—the 


lower pelvic colon and rectum—must be repaired as well 
as possible and excluded by a proximal colostomy- 
The site of a colon injury should be liberally dusted witb 
sulphonamide powder and drained, a drain being put 
into the retroperitoneal space after flank injuries, oF 


led down to the site of repair in injuries of the pelvic 
parts of the bowel. ? 
- Subsequent closure of the colostomy may be difficult 
because the loop is short, and its limbs are under tension; 
because the limbs are separated, with mesentery 
other abdominal contents between them; or because 
the colostomy has been made in'the midline, where the 
abdominal wall is thin, or is adherent to the scar of an 
incision that has been infected. The field surgeon 
should bear these difficulties in mind, and, as far as the 
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urgency of the case will allow, should observe certain 
points in technique that will make subsequent : repair 
safer and. easier. 


(1) A colostomy should as a rule be brought out threugh a 
= small separate incision, made in a muscular part of the 
‘abdominal wall. The transverse colen should be 
exteriorised through a vertical incision in one or other 
rectus muscle, the lateral parts through a short oblique 
incision in_the hypochondriac regions or iliac’ fosse. 
These small purposive incisions hold the colon without 
suture, they allow easy and rapid closure of the main 
incision and favour clean healing, and they give sounder 
repair afterwards. 

ȚŢ7 (2) The affected portion of. colon should be well mobilised 
before exteriorisation,; the longer the loop the easier 
the closure. 

(3) The two limbs of a well-mobilised loop can be approxim- 
ated quickly and easily by a few stitches; this should 
be done if time allows. 

(4)-The exteriorised colon should not be stitched to the 
abdominal wall. Where the opening is a snug fit, a loop 
colostomy may be held by passing a rubber tube or an 

- unopened catgut phial through the mesentery, a double 

elled loop by passing a ring of gauze between the 

clamps and the abdominal wall, and fixing the handles 
to the abdominal. wall with strapping for 24 hours. 


Stomach.—Wounds of the stomach carry a _ high 


mortality because they are usually associated with - 


injury to neighbouring organs. Isolated wounds are 
relatively benign, for the stomach walls are resistant 
to injury and its contents are sterile. Tears of the 
fandus and body should be closed: by a double row of 
sutures ; those near the pylorus which leave a narrowing 
after repair require gastrojejunostomy in addition. — 

Liver.—The liver may suffer any kind of injury, from 

tunnelled holes to extensive laceration, but little. can 
be done beyond arresting hemorrhage. If no other 
organ is involved and bleeding is not, severe, operation 
is not indicated. If a liver wound is bleeding, it should 
be cleansed as far as possible of blood-clot and liver 
fragments, and pressure should be applied to its surface. 
In wounds of moderate size the bleeding may stop after 
a few minutes application of a swab wrung out of hot 
saline. In larger wounds, or those bleeding briskly, 
the free edge of the omentum should be turned up over 
the torn surface and fixed by aseries of sutures of medium 
catgut passed through the liver wall away from the 
wound edge with a blunt needle, or held in position by 
a gauze swab. Gauze should not, if possible, be packed 
in direct contact with the liver surface, since it is apt to 
restart bleeding if removed early and to promote sepsis 
if left more than 48 hours. A wound of the upper 
surface of the liver through the chest may be packed 
through the wound in the diaphragm, which itself is 
stitched to the skin. 

Spleen.—The spleen damaged by a projectile is 
usually split extensively. Bleeding may cease spontane- 
ously, but is very liable to start again. Splenectomy is 
therefore advisable in every case. 

Kidney.—The kidney may be wounded alone, or as part 
of an abdominal injury that. involves many structures. 
Compared with the other solid organs—liver, spleen, 
and pancreas—it stands up to the impact of projectiles 
‘remarkably well. It has little tendency to fragment, it 
ee not bleed profusely or long unless the main vessels are 

jured, and it has.considerable resistance to infection. 

en the kidney is injured alone, a conservative atti- 
tude should be adopted; nephrectomy is required for 
division of the ureter, injury to the pedicle, laceration 
incompatible with recovery of function,. and, later, for 
- persistent or recurrent heemorrhage. When, however, 
a wound of the kidney is associated with one of the colon, 
nephrectomy should be performed; leakage of urine 
into a retroperitoneal space already contaminated by 
fæces i Is a risk that cannot be faced. 
er.—Wounds of the bladder are often associated 
with injuries of the rectum and of the pelvis or hip-jomt. 
The bladder may be wounded intraperitoneally, extra- 
peritoneally, or in both portions. Treatment involves 
repair of the inj and drainage of the bladder by a 
tube which should lie at least 14 inches abeve the pubis. 
The bladder wall must be cleared for half an inch round 
the hole before suture, a step that is more difficult in a 
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. transmit the drainage-tube. - 


`- operation. 


-rectum 
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ruptured bladder than a full one.. If the tear is on the 
‘upper part and not too near thè pubis, it may be used to 
- If it involves a ureteric 
orifice, the ureter should be detached and implanted 
elsewhere in the bladder. Ifin the base and small it 
may be left alone, since in a drained bladder it will heal 
with little trouble unless it communicates: with the 
rectum. When adjacent parts of the bladder and 
rectum are involved in the track of a projectile, every 
effort consistent with the patient’s survival should be 
made to suture the openings in the two viscera. separ- 
ately and avoid the formation of a fistula. In the 
presence of soiling, the prevesical space should be 
drained. 

Rectum.—Wounds of the rectum, like those: of the 
bladder, may involve the intra- or extra-peritoneal 
portions. Extraperitoneal injuries are often associated 
with wounds that. can hardly be called abdominal, with 
bullet wounds passing from buttock ‘to buttock, and 
with tangential wounds involving the sacrum or coccyx 
in which the injury may be caused by a splinter of bone 
and not by the projectile. It is very important that 
penetration of the rectum should be proved or excluded 
at the first examination, and whenever such an injury 
is at all sible, or when blood has been passed, the 
ould be examined with a finger and the 
proctoscope. | 

The treatment of wounds of the rectum is that of 
wounds of the large intestine that cannot be exteriorised 
—repair, local drainage, and proximal colostomy. 
Repair of rectal injuries, except small ones, is usually 
impossible without wide mobilisation, and better not 
attempted in a recent wound. Drainage must ‘never 
be omitted. When the wound is on the peritoneal 
surface of the rectum in‘its upper two inches, a broad 
strip of sheet rubber should be introduced beside the 
injury to the bottom of the pouch of Douglas and led 
out through the lower. end of the laparotomy incision 
or through a stab in the iliac fossa. When the wound - 


. involves the side or back of the upper part of the rectum, 
„or its extraperitoneal course, the retrorectal space must 


be drained by a‘strip of rubber introduced through the 


‘wound, if this is in ‘the buttock or sacrum, otherwise 


through an incision in the median raphe below the coccyx. 

When the last inch of the anal canal is injured a ? inch 
tube may be passed through the anus to provide dramage 
and stitched to the. skin, but the sphincters must never 


. be divided. | 


Colostomy mEn never be omitted in wounds of the 
rectum, however trivial they may appear to be. In 


. most cases s standard left inguinal colostomy should be 


performed, but when the injury. of the rectum is. such 
that mobilisation will be required for its subsequent 
repair, a transverse colostomy shouldbe done in order 
to leave the pelvic colon free and clean for the later 
In large wounds of the perineum or buttock 


. encroaching on'the anal region but not injurfng the 
sphincters, a colostomy .is often advisable to prevent 


+ 


. overshadowing those in”the chest. 


fæcal soiling of the wound and facilitate early suture or 
skin-grafting. Colostomy has a sinister reputation | 
only because in civil .life it is usually permanent and 
the prelude to death from metastases ; as a temporary life- 
saving expedient in war surgery it should be used freely. 
ABDOMINOTHORACIC WOUNDS | 
Diagnosis.—In perforating wounds involvement of . 
the abdominal cavity can be inferred from the direction 
of the track. In penetrating wounds of the chest the 
decision as to whether the lesion is abdominothoracic 
or purely thoracic may be difficult. Thoracic wounds 
are often accompanied by considerable abdominal 
pain and rigidity, the abdominal symptoms perhaps 
| The main points of 
distinction are that in purely thoracic wounds ’' the 


` rigidity is strictly unilateral, whereas in abdominal 


wounds it is total, or limited to certain peritoneal com- 
partments rather than to one side; that the rigidity is 
variable, often lessening as the patient’s attention is 
distracted, and tends to disappear rather than increase ; 
that purely alimentary symptoms such as distension 
and vomiting are absent ; and that the general condition 
of the patient tends to improve with rest unless there is 
progressive bleeding. The diagnosis is important, since 
operation is urgently necessary in . abdominothoracic 
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wounds, whereas in purely thoracic ones.it can and often may be in oe eae down the s&metube 48 hours -later 
should be postponed. Very often an X ray alone can It is probably better, however, to leave this tube asa 
give the final answer. , drain and remove it at the earliest opportunity. After 

Treatment.—The stomach, the liver and the spleen 48 hours, 8 grammes of sulphanilamide, added as re 
are the organs most commonly involved in thoraco- sodium salt to intravenous fluids,t should be given daily 
abdominal wounds ; next in frequency comes the colonic until the danger of peritonitis appears to have peen 


flexures and the upper coils of jejunum. The chief overcome. 
problem in the surgery of these wounds, which involve 
the lower thoracic and upper abdominal structures with 
the diaphragm between them, is that of. approach, 
whether it shall be by thoracotomy or by a laparotomy 


incision. The decision will be governed by the direction. 


of the wound track and the nature of the abdominal and 
thoracic injuries, the last consideration usually being 
the deciding one. If there is extensive damage to the 
chest wall, particularly if there is an open sucking 
wound, the chest takes priority. Gross damage to the 
lung, progressive intrapleural bleeding, or a large 
diaphragmatic laceration, all point to the need for 
thoracotomy. After the intrathoracic damage has been 
dealt with and the pleura mopped dry, the diaphrag- 
matic wound is trimmed, and if necessary enlarged in a 
radial direction. Through such an opening injuries 
of the stomach, colon or upper jejenum can be repaired 
easily, and the spleen can be removed; on the right 
side a laceration of the dome of the liver. ‘can be packed. 
The diaphragm must be repaired with a double row of 
sutures and the chest wall closed in an air-tight manner, 


the pleura being drained by a de Pezzer catheter inserted . 


through an. intercostal space. Should the abdomen 


require draining, this. should be done through a separate | 


stab below the diaphragm. 

If the chest injury is ane that dots not in itself demand 
surgery, or if the abdominal injuries include structures 
below the hypochondrium, a paramedian abdominal 
incision should be used. The diaphragm can be repaired 
from below without great difficulty. A combined 
thoracoabdominal approach is very severe, and hardly 
- ever pneereraey E 


POSTOPERATIVE TREATMEN T 


The after care of patients suffering from abdominal 
wounds is as important as, the operation. Evacuation 


. .in- the immediate postoperative. period: is particularly 


harmful, and even transfer to a unit two miles away'has 
proved fatal. The following points are emphasised. 
The surroundings should, as far as possible, be those 
_of a hospital ward. Clean surroundings, bright colours, 
light, dust-free air, and relief from the noises of war, all 
benefit the very sick. . Female nurses can do much more 
. practically and psychologically ‘than the best orderlies. 
. Abdominal cases .cannot be nursed efficiently on 
‘stretchers. Real beds, with back rests.and knee supports 
to give the Fowler position,. are essential. 

Ileus must: be expected and anticipated rather than 
-treated when it appears. A gastric tube should be 
passed through a nostril at the end of the operation and 
fixed to the patient’s cheek with a piece of strapping. 
In the ward continuous gastric suction is applied and 
maintained until continuous peristaltic sounds can be 
` heard and flatus is being passed. A slightly larger tube 
than the Ryle, with bigger holes, should be used ; the 
. tubing from a giving set, with.a -22 bullet or a piece. of 
lead. tied in the end and two large lateral holes cut aboye 
it, has been found most satisfactory.. For suction, 
simple siphonage using an inverted plasm bottle should 
be preferred to more elaborate apparatus. ` 

Patients on gastric suction need continuous. intra- 

venous fluids. For the first two days 8 pints should be 
given daily, decreased thereafter to 6 pints daily, but 
increased again if-the urinary output falls below 2 pints. 
A rough approximation to the salt requirements of the 
body is made by giving two pints of normal saline daily, 
plus one pint for every pint of gastric contents with- 
drawn by suction, and giving the remainder as 5% glucose 
or other non-saline fluid. One pint of plasma should 
. be. given daily to counteract the plasma loss, a figure 
that cannot be measured in the forward units. Blood 
should be given whenever the hemoglobin estimation 
shows that it is needed. 

Chemotherapy is indicated after . any abdominal 
injury in which the peritoneal cavity has been soiled. 
If a tube was put in at the operation for-the introduction 
of sulphadiazine,.a second dose of 10 mg. in suspension 


~ 


_polypi.'. 


Stitches should be left in for 10 days. 


Where the 


skin wound has been left open the edges should if possible | 


-be approximated by suture after 48 hours. 


Patients should not be marked for evacuation until | 
they have established equilibrium—that is, until the | 


stitches are out, the gastric suction and intravenous | 


medication have been discontinued for 48 hours without 


‘distension, nausea. or vomiting, until the temperatur 


and pulse have been steady or falling for two days, and 
the bowels have been opened. This point is seldom 
reached before the 10th day. 


CHRONIC SINUSITIS WITH POLYPI 


A RADICAL EXTERNAL OPERATION 


NORMAN PATTERSON, MB EDIN, FRCS 


CONSULTING EAR, NOSE AND THROAT SURGEON TO THE LONDON 


HOSPITAL AND THE ROYAL BUCKS HOSPITAL * 


` THIS paper describes a radical method of removing 
Freedom from recurrence can generally be 
guaranteed. because the structures from which the 
polypi grow are eliminated. Also associated sinusitis is 


| often cured. 


OPERATION 


The eyelids are sutured to prevent damage to the 
cornea during the operation. 


Incision.—This begins } in. below, and sitra to, the 
inner canthus, and corresponds to a sulcus (the nasojugal 
fold) which can -usually be seen passing outwards and down- 
wards into the cheek (fig. 1). To avoid damage to the muscle, 


ae. 
Dr oe” 
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Fig. | —Eyelids sutured. Incision being made, 

the orbicularis oculi fibres are separated by blunt dissection 
.in the line of the skin incision (fig. 2). A mastoid self-retaining 
retractor is used to hold the soft tissues apart. . 

The bone forming the margin of the orbit, which lies in 
relation to the skin incision, is exposed by ‚incising the 
periosteum. The periosteum is then elevated from the 
superior maxilla as far upwards as the attachment of the 
-internal tarsal ligament, and nearly as far outwards as the 
infra-orbital foramen, also from the bone below the infra- 
orbital margin (fig. 3). The periosteum is also raised over the 
inner part of the floor of the orbit, and from the bone which 
.forms the anterior and inner part of the roof of the antrum. 
A stitch is inserted internal to the inner limit of the i incision 
to prevent tearing (figs. 2 and 3). 

The nasolacrimal duct is then exposed. This ; is best done 
by removing a small portion of the roof of the ‘antrum (fig. 4), 
and exposing the duct as it passes into the bony canal (fig. 5). 

. By degrees, working with great care, the duct is freed from 
its bony coverings, a procedure facilitated by opening’ the: 
antrum. The duct should be so’ freely exposed that it. is 


’ mobilised from its origin nearly down to its termination. 


ae Sulphonamides must not be added to blood. 


1. For earlier accounts of this operation see Patterson, N. 
J. Laryng. Otol. 1939, 54, 235,and Arch. Otolaryngol. 1942,36, 311. 


— 
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‘The next step is to elevate the periosteum lining the inner 
wall of the orbit, nearly to the apex of that cavity, and to 
remove the whole of the ethmoid, iacluding the lamina 


Papyracea. Large numbers of polypi generally come away. 


with the bone (fig. 6.). In dealing with. the posterior 


red 


. Fig. 2—Fibres of orbicularis oculi being separated by blunt dissection. 


portion the proximity of the optic nerve must be borne in | 


mind. 

The mucous membrane of the nose is then incised i in front 
of, and internal to, tho lacrimal duct. Polypi will often be 
discovered in this region (fig. 7), associated with ethmoidal - 


celis situated fər forward and high up. It is astonishing to ... necessary to remove the upper part of this structure. The 


ae 


Fig. 3—Separation of periosteum from superior maxilla. 


4 
find the duct almost surrounded, in most cases, by diseased 
ethmoidal cells. 

The antrum is carefully examined, and diseased lining 
membrane, or polypi, are thoroughly removed. The antro- 
nasal wall above the attachment of the inferior turbinate 
can be removed when necessary, so establishing a large perma- 
' nent opening into the nose. : 


Fig. 4—Chiselling Into lower orbital margin in order to expose the antrum. 


‘When possible, no ethmoidal cells should be left unopened ; 
sometimes fronto-orbital cells, situated high up and far 
forward, may. be difficult to deal with. The proximity of 
the anterior fossa to the upper ethmoidal cells (anatomically 
fronto-ethmoidal) must be kept constantly in mind. If the 


R <n 


Fig. 5—Antrum | opened and nasolacrimal duct being exposed. 
frontal sinus is involved, an operation on that cavity may be 
carried out at the time, or later, through a separate incision in 


the line of the eyebrow. Somietimes polypi are attached to the 
ethmoidal portion of the nasal septum, and it has been found 


Aomen m map 


Fig. 6—Removal of Salve! feos the ethmoid ander illumination, iom 
coldlite retractor, 


s lower region of the frontal sinus may, in some cases, 3 
explored through the ethmoidal incision, 


Sphenoidal sinus.—-The opening into this sinús should be 


inspected, and its cavity explored by probe or syringe. 
If unhealthy, a portion of its anterior wall may bê removed.. 


Closure of the incision.—The fibres of the orbicularis 


oculi are drawn together with catgut sutures; this ensures 
perfect closure of the wound and relieves tension on the 


t 
Ez 
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Fig. 7—After removal of the tacrimal portion of the frontal process of the 
superior maxiila, and the ethmoid bone ; che nasolacrimal duct is mobilised, 
polypi being removed from the anterior and upper part of the bone. 
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skin sutures; it also prevents the. skin becoming attached 
to the periosteum. The skin is closéd by using ophthalmic 
gut on eyeless needles. It may be advisable to remove the 
skin stitches: in 48 hours—in no case should they be left in 
position after the 5th day: The sutures are removed. from 
the eyelids as soon as the operation is finished. 
A simple gauze dressing is all that is required. This can be 
` removed after 24 hours. The incision is painted with gentian- 
violet jelly, and no further dressings are applied. Inhalations 
are given thrice daily and the patient is warned not to blow 
his nose for at least 10 days. : 
A ‘ Coldlite ’ rgtractor is used during the operation (fig. 6), 
with a head-lamp in addition where necessary. In the final 
_. ©xamination of the'cavity. indirect lighting from a head-mirror 
and ‘suitable lamp are required and magnifying spectacles 
are useful = =: | : . 
All recent operations have been done under regional 
ansesthesia as described in the accompanying paper by 
Dr. Loftus Dale. This has the following advantages :— 


(1) Hemorrhage is diminished, making the operation much 
easier. 
(2) The postoperative condition is much more satisfactory. 
(3) Patients having a regional anæsthetic are generally 
out. of bed on the 3rd or 4th day, whereas after a 
general anesthetic they remain in bed on the average 
7-10 days. | 3 
A thorough anatomical knowledge of the region must 
be acquired before attempting the operation. 
l SUMMARY | 
A radical operation is described.for treating nasal 
polypi, especially those associated with chronic sinusitis. 
polypus-bearing areas of bone are removed and 
access to all sinuses except the. frontal is obtained. 


I am grateful to Miss Carus-Wilson for the drawings. 


CHRONIC: SINUSITIS ‘WITH POLYPI 
RESULTS OF PATTERSON’S OPERATION 


S. W.. G. HARGROVE, M B CAMB, DLO ENG | 
ASSISTANT IN THE EAR, NOSB AND THROAT DEPARTMENT, 
= ROYAL BUCKS HOSPITAL, AYLESBURY PE 
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Tae table is a record of 25 of the 28 cases in which 
radical operations for nasal polypi were performed at 
the Royal Bucks Hospital between November, 1939, and 
September, 1943. The other 3 are described more fully 

. below, In all of them the 
7 previous operations for the 
removal of polypi had been 
intranasal. In 12 cases 
both sides were operated 
on, with an interval of 
about three months: be- 
tween the two operations. 


tion is to remove. all 
polypus-bearing areas, in- 
_ , Cluding lamina papyracea, 
, middle and superior tur- 
_ binates, and the whole of 
the ethmoidal labryinth 
_ (fig. 1). Recurrence should 
not take place if these 
areas. are eradicated. At 
the beginning of the series 
the antrum was not opened 
as a routine; but it was 


Fig. |! —Semidiagrammatic drawing 
showing approximate area of bone 
removed, which varies in different 


Cases. antrum first and then care- 


fully mobilising the lacrimal] 
duct, access to the field of operation was much improved. 
Even with this conservation of the duct transient epiphora 
occasionally occurs. -EIn cases where the duct was dissected 
from its bony surroundings numerous polypi were often 
found lying anterior and internal to it.. 
After the operation the scar ‘is scarcely visible, and in 
' some cases the patient had to be asked which side 
had been treated. This is because the incision is in 
the nasojugal fold, a natural’ crease below the eye. 
In one case only was the nose packed for postoperative 
. hemorrhage, and . there were no postoperative com- 
. plications giving rise to anxiety. Diplopia was noted in 
a few cases but was always transient. - 


- The object of the opera- . 


found that by opening the | 


‘The operation affords free access to all sinuses except 
the frontal, where the access is limited to the floor. 
As the infection in pan-sinusitis. associated with polypi 
is centred, in the ethmoid, the headaches present in 
many of these cases are often cured or relieved as the 
result of improved drainage. In several such cases 
polypi were removed from ethmoida! cells in the region 
of the frontonasal duct, and infection in the frontal 
sinus may clear up after this procedure. In one patient, 
however, although polypi were removed from the 
ethmoidal cells near the frontonasal duct, frontal 
headaches persisted, and radical operation on the frontal 
sinus had to be performed later. In this case ethmoidal 
cells extended along the roof of the orbit; these were 
obliterated, and the frontal headaches disappeared. 

In all patients except one, who proved to be suffering 
from pulmonary tuberculosis, the general health was 
very much improved; smell and taste returned on an 
average 6-8 weeks after the operation in nearly all 
cases- where they were previously lost or defective. 
Often the general health and the local condition of the 
nose improved so much after a unilateral operation 
that the patient thought an operation on the other side 
unnecessary. 

Age is not of great importance ; the youngest patient 
operated on in this series was 15, and the oldest 68. 
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Postoperative scars cannot be seen without special search, 


Fig. 2 (Case 1). 
7 ILLUSTRATIVE CASES 

The following are more detailed reports.of three 
not shown in the table. Es 

1l. A man of 43, a pastrycook, had had nasal polypi 
removed from both sides of the nose on numerous occasions 
under local anæsthesìia. For 20 years he had had difficulty 
in -breathing through either side of the nose, together with 
very severe headaches, profuse nasal discharge and asthma 
in winter. There was loss of taste and smell. Examination 
showed polypi blocking the right nostril and a miucopurulent 
discharge. .The right antrum and ethmoids were opaque 
to X rays. | 

The left side was operated on at the London Hospital in 
1938. The operation was then in its experimental stage and 
was somewhat incomplete. | 

‘Using ‘Evipan, nitrous oxide, and endotracheal ether, 
radical operation was performed on the right side on Nov. 1, 
1939. After operation the right cavity was clear; left still 
contained a few polypi. Taste and smell returned to normal. 
two months later. Asthma less severe and less frequent. 
Slight transient diplopia. Headaches have disappeared. 
This patient is a baker, and his, sense of smell (which is 
important to him) has been normal for the first time in 
20 years. His general health has greatly improved. The 
scars are scarcely detectable (fig. 2). 

2. A man aged 41, first seen in London in 1934, had had 
polypi removed from both sides of the nose on 12 occasions. 
In 1936 right and left intranasal operation was performed 
with slight relief, but symptoms of nasal obstruction soon 
reappeared. Again in London in 1939 he had right and left 
intranasal “‘ ethmoidectomy,” with temporary improvement 


cases 


-but rapid return of symptoms. There was persistent nasal 


catarrh with difficulty in breathing through the nose. For 
8 years smell and taste had been impaired. Nasal polypi 
were seen on both sides and there was a purulent discharge. 
Radiography showed opacity of right and left antra and 
ethmoids and right frontal sinus. : 
Operation was performed under regional anesthesia, 
on March 20, 1942 (left side), and July 24 (right side). He 
made no complaint of pain or discomfort during the operations; 
his only remark was that he was conscious of the hammering. 


/ 


`. digcharge; no taste 
‘or smeli 10 years, 
- headaches, 


average in 6-8 weeks). 


In nearly all the patients with Hefesta of sméll'or 
taste these senses returned after operation (on: the 
~The general health was im- 
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CASES AND RESULTS OASES AND RESULTS (continued) 
Sex | Ansesthesia Sex ’ | Anæsthesia 
aand| History and | and ` Result * and Histo ene and Result * 
age | i operation age symp operation | a 
E” 18 | Headaches and nasal Nose clear; no dis- F40 | Intranasal ethmoi- | Regional. Headaches improved ; 
discharge several charge ; health much ` ‘dectomy 1939; | R. and L. “no hay-fever or asth- 
E years ; poyer or of- better. polypi removed 6 | radical. ma. ‘ Look ia very 
ten remove ‘times; hay-fever - much better.” 
: radical op. 1988." ~ andasthma ; smell 
- and taste normal ; 
M40 sehr oprea: (Genre E normal ; breathes - headaches. . i ` 3 
cult; un- . radical. reely. “‘ Never fe f TE 
SET taste : , 80 At in my life.” M57 | Polypi 7 years and | Regional. Taste and smell normal; 
polypi often re- deafness; polypi | R. and L. can hear quite well; 
moved. ° uA often removed ; no | radical. © health much im- 
2 ` . taste or smell. i proved. 4 
S l s ead- : 7 ; ' a - ; 
M44 Unable X bre atn e Conr Breareo reo as: F52 | No‘taste or smell; Regional. Smell and taste normal ; 
polypi often re- health improved. polypi removed R. radical. health much im- 
. F moved; head- several times dur- proved. can breathe 
apn te i ing 13 years. ely R. side. 
: F36 | Polypi. often re- | Regional. Smell and taste normal . 
Fe a ee eee ong | nk weeka” brides aot “moved during 10 | L. radical. | 4-6 weeks; health 
across bridge ; na- | radical. normal ; health much years. much improved. 
oat o COTAR -LOF improved. F45 | Cannot breathe | Regional. | Smell and taste normal ; 
— : ) through nose ; ; pe R. and L.. pas from frontonasal 
M38 | Polypi removed 6 | General Breathes through nose, = mated i rontal ne frontal op. an 
: es in 1940; | L. radical. but health not im- headaches, wane improved. 
_ breathing through roved. Pulmonary on right. 
nose difficult. berculosis diag- | l | | 
a nosed. M52.| Polypi 23 years; nò | Regional. | Taste impaired; smell 
l smell since last | L. radical. - normal; feels very 
F68 | Nasal obstruction 14 | General Taste and smell normal, war; polypi ro- much better. 
years ; polypi | R. & L. —4 weeks; health moved. 7 or 8 
often removed ; no | radical. much improved. times. : 
taste or smell. l f 
7 F42 iNo taste or smell; | Regional. Taste and smell normal 
M43 | Polypi often . re- | General. Smell and taste returned intranasal eth- | R. radical. 6 weeks ; can breathe 
S moved; no taste | L. radical. 3—4 weeks; breathes moidectomy ; local through nose. 
or smell. l freely through L. side. removal several . al f 48 
met | Po Sa. TTi, Health much Erroa: M30 | Doctor. Many op., | Regional. Ethmoidal regions free 
i tions; bilateral | radical. mal. “ Looks a new including intra- | Submucous from polypi; a catarrh 
intranasal “ eth- woman.” naoa ethmoidec- resection. persists. rontal 
moidectomy” | - par since 1932. | R. and L. - sinuses probably still 
1938; no taste or le continue | radical. infected. and require 
smell’: unable _ practice. operation. 
_|. breathe through F15 | No taste or smell; | Regional Smell and taste normal. 
ROBES health bad. l cannot, breathe R. radical. Health much petter ; 
M37 | Submucousresection | General. Headaches much less; Loney Sa ipl ata CAN., phere ppg i SIAC; 
1932 ; op. sinusitis | R. radical. smell and taste nor- removal often. , Op. R. side advised. 
and polypi 1934 ; co mal. 
smell and taste * Slight epiphora was present in the first 11 tabulated. -Cases of the 
impajred ; profuge series. In the last 17 cases the nasolacrimal duct was care- 
discharge’ R. side. fully preserved and when epiphora developed pat operation 
it soon cleared .up. 
M36 | 10 op: for polypi; d one N g phar tee T on , 
l „| smet poor an -and L. reathe thro ose; The antra were opened on both sides and the nasblsoioal 
to eea pouty. odai amo and taste nor- ducts mobilised. Afterwards both sides of the. nose were . 
| . > _Ţ7 clear from polypi and pus, which completely cleared. up. 
M50 | Polypi for yenis: PERR Tt end emon Boria After the second operation there was slight transient double 
ee poor: car. | | - newsagent represen- Vision and after both operations there was slight transient 
D ries 5 handker- tative. Health much epiphora. Nasal discharge ceased ; smell and taste. returned, 
chiefs; taste and improved. and the general health greatly improved. 
smeli impaired. 3. A woman of 28 had suffered for 8 years from nasal 
M20 Polypi _ often re- | General. ` | Severe L. frontal head- polypi, which were 9 times removed. She had headaches on 
, , moved; pete ona R. cond L. ache jc oneinned i a the left side, both smell and taste being impaired. Examination 
sme paire radicas. Oae the -3" showed polypi on both sides; ` both, antra, the anterior 
purulent discharge. ote ana ameh Ror ethmoids, the posterior ethmoids, and the frontal and - 
improved. . sphenoidal sinuses were opaque to X rays, the left side 
.. ‘being more affected than the right. | 
EAS N times: General. j Health much improved: Under regional anæsthesia, left. radical operation was 
i and smell | radical. nose, “performed on Apyl 9, 1943. Very ‘hemorrhagic. Antrum 
normal ; une opened, and nasolacrimal duct exposed and mobilised. The 
breathe ue : patient afterwards felt much better. Headaches are less, 
- | and though smell has not completely returned. to normal, 
M51 | P olypi romored | Regionai Taste poal, omna m she can breathe through the left side of her nose. There was 
several times last | R. radical. roy 
o. 10 seais < no taste salih ueh im- l slight epiphora after operation but it soon disappeared. 
 orsmell.’ - proved ; polyp! L Friends say she speaks more clearly. She is pregnant, and 
; : side; op. a ‘operation on the right sideat a later date has been advised.. 
F40 | Polypi removed | Regional. `| Smell normal ; breathes _ a ` 
lyp 3 months; | R. radical. normally R. side. ~ #4, . SUMMARY AND CONCLUSIONS 
intranasal ea | Polyns A L. side—op. A series ‘of 28 consecutive cases treated by radical 
oar oa ameli ee a operation is described. of which 12 have been treated on 
and tasteimpaired. | both sides. There were no postoperative complications 
era ee Pane eT ee al; or sequelee except slight epiphora. This was negligible, 
0 remove egional. mell and taste norm 
+ nea R. and L. | R. radical. feels “ marvellous ” : and rapidly disappeared, in the later cases, in which 
intranasal. eth- polypi L. side—op. Steps were taken to preserve the nasòlacrimal duct intact. 
moidectomy ; vile | _ advised. The-scar after operation could hardly be seen. 
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proved in all but one, in whom pulmonary tuberculosis 
, was discovered. In many cases all a toes of sinusitis 
disappeared, but in one case persisting frontal héadaches 
necessitated a radical frontal operation later. 
. All these patients had previously been treated by 
intranasal operations. This radical operation should 
certainly not be performed in all cases of nasal polypi, 
but it is indicated when the condition is of long standing 
and other methods have failed. 


T am grateful to Dr. T. V. Crichlow, radiologist, to shi? 
. Royal Bucks Hospital, for his help in the X-ray diagnosis. 


REGIONAL ANASTHESIA 
FOR SURGERY OF THE NOSE AND SINUSES 
H. W. Lorrus DALE, MB DUBL, DA ENG 


SENIOR HONORARY AN/JESTHETIST, ROYAL BUCKS HOSPITAL,’ 


AYLESBURY ; SPECIALIST ANZSTHETIST, EMS 


_ ANALGESIA of the external and internal nose, and the 
paranasal sinuses can readily be achieved by paraneural 
block. The approaches described here are neither new 
nor original but their advantages seem to justify their 
wider use. 

INNERVATION 


The nerve-supply of these regions is derived from 
. branches of the first and second divisions of the fifth 
cranial nerve. . 

First (ophthalmic) division.—The posterior ethmoidal 
nerve supplies the posterior ethmoid and sphenoidal 
sinuses. The nasociliary nerve has terminal branches : 


- (i) The infratrochlear nerve participates in the nerve- 
supply of the base of the nose. 
(ii) The anterior ethmoidal nerve traverses the anterior 
ethmoid foramen, passes over the lamina cribrosa, and 
- makes its exit at the anterior and upper portion of 
the nasal cavity, the internal nasal branch supplying 
the anterior portion of the septum ; and the internal 
lateral branch the anterior and upper part of the 
lateral wal] of the nasal fossa. The skin of the ala 
: is supplied by the external nasal branch. 


The frontal nerve, dividing into supraorbital, supra- 
trochlear, ahd twigs from the supraorbital, supplies part 
of the base of the nose, the mucosa of the frontal sinus, 
and a large part of the skin overlying the frontal sinus. 

Second (maxillary) division.—The posterior medial 
nasal branches supply the posterior two-thirds of the 
septum. The posterior lateral nasal branches supply 
the mucosa of the superior and middle turbinates and 
. superior meatus. The posterior and inferior nasal and 
anterior palatine branches supply the inferior turbinate, 
ears the alveolar branches supply the maxillary antrum 
an 


The a infraorbital branch contributes to the supply of 


the a Prum; the mucosa of vestibule, and the skin of 
the ala 
These facts may be summarised as follows : 


External nose.—Upper half: supratrochlear and infra- . 


trochlear. Lower half: external branch of anterior ethmoidal 
- and infraorbital. 

Ethmoidal bone.—Anterior part ; anterior ethmoidal nerve. 
Posterior part and sphenoid : posterior ethmoidal nerves. 

Maxillary antrum.—Mucous membrano : second division, 
via sphenopalatine ganglion. 

Frontal sinus.—Branches of external a nerve. On 
inner surface; frontal and supratrochlear. 


‘It is possible to produce analgesia of the whole of this 
- area by blocking the maxillary nerve and with it the 


sphenopalatine ganglion and all its branches; the 


anterior ethmoidal and frontal nerves may be blocked. 
All this can be done through two points of entry. Topical 
application of cocaine, while of value in producing. local 
vasoconstriction, is not required’ for analgesia. 


TECHNIQUE 


Since the consequences of sepsis would be serious, all 
the approaches are made through the skin surfage. 
‘This makes sterilisation easier and more certain, and the 
use of a very fine needle for the initial weals, together 
-with adequate premedication, eliminates any ‘objection 
.on grounds of pain. 

_ (1) Block of second division and sphenopalatine ganglion. 


— This approach i is commonly referred to as the t ZY gu- 
matic ’’ route, but since this term is equally applied toa 
different approach, and since the mandibular nerve 
itself can be reached by the same point of entrance. 
the term ‘‘mandibular”’ route is preferable. The 
approach was chosen to avoid the risks associate 


` with deep orbital injections. (lateral orbital approach): 


nor is there likelihood of producing a hzmatoma of 
the cheek, which is said to be not uncommon with the 
anterior approach through the cheek, which is also 
referred to as “ zygomatic.” 


The patient is placed supine on the table, head sideways, 
affected side up, and directed to open the mouth slightly to 
facilitate palpation of the depression formed by the incisura 
(sigmoid notch). <A weal is raised just below the zygoma and 
at the mid-point of the arch. Through the centre of this a 
10 cm. needle, on which a piece of rubber has been threaded 
to act as a marker (Braun) is introduced at right angles to 
the sagittal plane of the skull—not that of the ramus of the 
mandible—and with a slight upward inclination. At a depth 
of 4—5 cm., which must not be exceeded, contact is made with 
the lateral pterygoid plate and recorded by moving the 
marker to the skin surface. The needle is withdrawn until 
the point lies free in the subcutaneous tissues, and is then 
reinserted forwards at an angle of 20°, and slightly more 
upwards, so that the point is directed towards the pterygo- 
palatine fossa, If no bony contact is made when the marker 
again reaches the skin surface, the needle is advanced 0-5 em. 
further. 

The syringe is connected, and a few drops of solution ar 
injected to verify patency of the needle. Aspiration is per- | 
formed to ensure that the point is not within a vessel, which | 
is possible because of the proximity of the pterygoid venou: 
plexus. If the aspiration test is negative, 2 c.cm. of 2% | 
procaine is slowly injected without moving the needle. : 

If, on reinsertion, bony contact is made whep the marker 
reaches the skin, it means that the angle was too small tu 
enable the point to clear the lateral pterygoid plate, The | 
needle must therefore be reinserted in a still more forward 
direction. ) 

Slide the needle in slowly and gently ; keep the pressur 
on its long axis and avoid bending ; keep the bevel facing the — 
bone to avoid making a hook on the point and lacerating the — 
soft tissues. | 


Repeated injections are not justified, for large amount: — 
of fluid will produce exophthalmos, cedema of lids and } 
ansesthesia of the contents of the orbit. } 

Marked paresthesias before injection suggest pene- 
tration of the nerve. Troublesome neuralgia may follow 
intraneural injections ; so if these symptoms are encoun- 
tered, move the point slightly. Parresthesias after 
injection, referred to the upper molars or lip, indicate — 
successful paraneural injection, as does blanching of 
the skin in the inifraorbital region, which is commonly | 
observed. 

(2) Anterior ethmoidal block (medial, ‘orbital or Peuckait 
route).—A weal is raised 1 cm, vertically above the inner 
canthus. Through this the 5 cm. needle is introduced 
posteriorly and medially, with the bevel facing the bony 
wall of the orbit, with which close contact is kept. The — 
point of the needle follows the upper and medial angle 
until at a depth of 2:5-3:0 cm. it should be near the | 
anterior ethmoid foramen. The aspiration test is per — 
formed as in (1) and 1 c.cm. is slowly injected. If this — 
technique is carefully carried out there is no danger to 
the contents of the orbit. 

(3) Frontal block.—The point of entrance is the same 
as in (2). The needle is withdrawn until the point is free 
and reinserted in a lateral and upward direction f ollowing 
the roof of the orbit, at the centre of which 1 c.em.'is 
injected in the vicinity of the frontal nerve which lies 
between the periosteum and the levator palpebre 
superioris. When analgesia of terminal branches only 
is required, 0-5 c.cm. can be injected in close pr oximity 
to the supraorbital notch. 

(4) Infraorbital block.—The infraorbital nerve can be 
blocked at the foramen by raising a weal in the Jateral 


‘ nasal sulcus 1 cm. from the ala of the nose. 


The needle is advanced upward and laterally, the index 
finger of the left hand palpating the depression formed by 
the foramen, which is about 0-5 cm. below the infraorbital 
ridge; this finger also protects the orbit should the needle 
slip. It is not necessary for the needle to enter the foramen 
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in order to anæsthetise the fainal branches, and 1 c.cm. of -o l 

solution is sufficient. I have only used the infraorbital-block TREATMENT OF ARTHRITIS ' 

in conjunction with the medial orbital for operations on the ' WITH ACID POTASSIUM PHO SPHATE 
lierna apres n H. WARREN CROWE, DM OXFD 


PHYSICIAN TO THE CHARTERHOUSE RHEUMATISM CLINIC ` 
Mer frontal sinus.—2 and 3, unilateral (or bilateral, if Onn of the gr eates est problems in th a tiealme nt of 
arthritis is the chronic, painful, swollen joint. any 

Ethmoid.—I have used this method well over 50 times for ? 
Mr. Norman Patterson’s radical operation on nasal sinuses. forms of intra-articular medication have been used 


APPLICATION TO OPERATIONS 


without much success. Grant Waugh’s discovery that - 
A ree ae CG aldwell. Tiue bei; the fluid of a chronic synovitis is alkaline—abọve pH 7-4 
Submucous resection of nasal septum.—In cases where it is — whereas in the acute joint it is acid, provided the basis 


difficult to apply topical methods, and in difficult traumatic The moih d was adopted T ith lactic acid inje nee: 
cases and where the hammer and chisel is used on bony spurs, tim Chine and oat ended te th o treatment. of © all’ 
1 and 2 bilateral provide an analgesia which is much appreci- heumatie joints, whether containing effusion or not: 
ated by the patient and the surgeon. It would doubtless. also Fi lactic r id th ere was substituted, A ordert iona 
serve for intranasal removal of polypi, but I have not used ? O Prone 


`t for this. `. the pole 1% ee ar apr phosphate, a buffered salt, 
_ in isotonic saline riginally procaine was 
la pe sagen ares A E AN or on the naso included, but this has been omitted without affecting 


the result 
Many of the patients operated. on required bilateral a sae 


: _ TECHNIQUE 
operations, the second being done after an interval 
‘Esying ftom a forenight to three months. AH were „ TBG skin i painted with iodine and except for the hip 
offered general anæsthesia for the second operation but. asvitated first. IF made Tovi the Sokor sh alg 
all chose regional. A careful follow-up has not revealed. = hi tically availed. Sharp pe iš eens SA indi 
any case where pain has been complained of during tio) thatthe needle is not in the joint. X rays are helpful 
operation ; - complications have been few, trivial and nl odatine the amaller inta. "Athos in ecto the j pi t 
transitory—hæmatoma of the upper eyelid, not requiring nay be oad with alaokio laster ae to all he 
any treatment in 2 cases, and slight paresthesia of the ssi temnot swellin Pt ls nne a soli rts the 
palate, persisting for a few days in afew others. Rapid patient t or t AA pa meai £y 
:convalescence has materially assisted our bed turnover, 5 For injection of the hip the patient lies on the side 
PREMEDICATION AND APPARATUS © ma the oe eieney flexed. z i point i cape ecg 
' Regional anesthesia owes its increasing popularity, the apex of the upper curve of the great trochanter the 
largely to better understanding of the value of: pre- Sm ee with P ety A oo four-inch 
medication ; indeed, it would be barbarous to inflict on | acid © ee ed to-a ay pues dhe pg Ñ cm. of the 
any fully conscious patient even the incidental discom- cid solution is inserted and held vertical while it, is 
forts associated with these procedures. pushed home. The injection is made after overcoming 
Pentobarbital sodium (‘ Nembutal °) grains 1}-3 3 hours the considerable resistance felt on reaching the capsule. 
. aaa Omnofon’ ver. 1/3 with pespolanine 1/150, 14 hours, bi ror aia pope f RRE A z ee r 
before operation is given to all save poor-risk cases and those _ A aoad Aeedle rie sagh ee One ide of the other 
ARRA Pf ai eng ee et eae ee of the patellar tendon and directed towards the centre of 
intravenously. Dilution to 5 or 6 c.cm. facilitates the very eel ave ra ie ‘on injecting” The gala paging! 
slow injection necessary for the avoidance of overdose and 20 ccm. 
unpleasant subjective sensations and enables thé best degree Three c or four injections (7 é6.cm. altogether) are made 
of sedation to be judged by noting the slowing eae id into the tarsal joints, one from the outside between the 
| enn aa aa artian eration, This 28 Calols and astragalus, another from tho samo situation 
. tethnique enables the anesthetist to individualise the dose scaphoid, aa a an iG Tho aia ae se 
and to produce a state.of calm coöperation, preserving pro- from points inside the anterior edge of the malleoli, _ 
tective ‘Yeflexes and adequate respiratory exchange. > the needle being pushed up alongside the talus into the | 
_ The apparatus I use is a 2 c.cm. ‘ Record’ syringe, with joint. For the toes one injection of 0-6-1 c.cm. is made. 
a fine intradermal needle, and 10 cm. and 5 cm. rustless; : The shoulder is ponroashied from the outside below. the | 
flexible and fairly fine needles, not more than 20 gauge. acromion process. In treating the elbow the joint is . 
The 2 c.cm. 2% ‘ Novutox’ ampoule was used and found flexed and the needle passed through the tendon of the 
to be td eve, and T Messrs. o ntaining triceps into the posterior cul-de-sac of the synovial cavity, 
Gi anet, tied a me anaa a iie e ae ane ote MAY am ne Pon 
’ = = rm 
adrenaline 1 in 400 000. This produces analgesta of rapid supinated into the sigmoid cavity, the needle being 
onset and lone duration. | inserted at the inner side of the tendon of the biceps. A 


SUMMARY | total of 10 c.cm. may be injected, 
iA metod of analgesia, for operations on the internal - T. wrist and a Eae EEA mom the dorsal 
or external nose or the accessory sinuses, by paraneural oe the. one injection d ing J th ere e k ae y a progess 
block through two points of entry is described. , of the ulna, a second into the articulation of the 


e ease and certainty with which this can be attained, metacarpal with the trapezium, and a third a aang 
the satisfactory nature of the analgesia, the absence of TE re y of the fing A ois se he K lly 
complications, and the popularity of the method with Te j d 7? dl : t a: ps vide : pie 
both patients and surgeons, justify its more extensive of les coe e ti ae Es na ba d the : o nee 
use. The value of adequate premedication is emphasised i pi rA and 0 ei pe age leek ac ii eco 
and: the intravenous injection of opiates is advocated. Teen SEAN =I ccem.. injecte 


\ 


I am indebted to Mr. Norman Patterson and Mr. S. W. G. 
Hargrove for their encouragement and support in this work. 
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_ RESULTS 


~ Some 400 cases have been treated altogether. This 
paper summarises the results of the injection of 284 
joints in the earlier and experimental] period of what has 
now become a routine procedure.. -All' were cases of 
rheumatic arthritis except. 6 of traumatic synovitis. 


Fluid was aspirated in 20 cases, all from 


. Lancet, 1938, i, 487. 

- This solution, suggested by Harry ‘Coke, is 
Allen & Hanburys in 100 c.cm. rubber- -cappe 
phenol as a preservative. 


the eres omat: : 


put up by Ft bax 0 5% 


= 
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of these, 9 out of 14 very chronic joints cleared up after 
one treatment. Of the 284 joints injected, 68 (24%) 
became painless with full movement and normal function; 
in 102 (36%) objective signs were ameliorated, deformity 
and swelling reduced, and movement increased; 114 
(40%) showed temporary subjective alleviation. One 
case was worse after injection. Details are summarised 
in the table. 

_ RESULTS IN JOINTS INJECTED 


ns 


Objective 
- jsigns amelfor- 


1 ated, deform: | Subjective Total 


Disease ity and swell- eas 
movemen. ing reduced, alleviation 
; movemen 
function | increased 
Osteo-arthritis 18 38. 37 93 
‘Active infective or l l 
focal arthritis .. 33 42 113 
Rheumatoid arthritis 14 7 26 
Mixed arthritis 5 20 28 
Arthritis associated 
wi spondylitis 
. adolescens’ n 11 : 2 13 
# $ > ~ 
Others, mainly trau- 
matic Pe Ss 1 = 6 l1 


Total .. 102 114 
(35-9%) (40-3%) 


i i i nn ee 


(Worse after injection: 1) 


The best results are obtained in quiescent disease with 


a normal sedimentation-rate. Failure is usually due | 


to too active infection or an unsuccessful attempt to 
reach the joint. Fingers, knees and wrists give the best 
results. Hip-joints require repeat injections from time 
to time. No sepsis or other surgical accident occurred. 


SUMMARY 


A series of 280 pe and swollen rheumatic joints | 


-have been treated by the intra-articular injection of 
1% acid potassium phosphate in isotonic solution. One 
injection was usually sufficient. i | 

Lasting: improvement was obtained in three-fifths 
of the cases and temporary relief in all the remainder 
but one, which was made worse by the injection. 


VACCINES AND CHEMOTHERAPY 
IN PNEUMOCOCCAL LOBAR PNEUMONIA 
- ARCHIBALD DICK, MD GLAsG ` 


MALL FELLOW IN MEDIOINE, UNIVERSITY OF GLASGOW ; 
FORMERLY RESIDENT ASSISTANT PHYSICIAN, RUCHILL HOSPITAL 


= Durme 1941-42 I studied a series of 441 cases of 
pneumococcal lobar pneumonia in patients over 15 years 
of age; the results are included in a joint publication 
from the Glasgow Fever Hospitals which is in course of 
preparation. An analysis of 380 of these cases to which 
only a sulphonamide drug was administered has con- 
firmed the importance, as prognostic factors, of the age 
of the patient, the type of the infecting pneumococcus 
and the presence of bacteremia at the time of starting 
treatment (Anderson 1943). The continuing high 
fatality-rate in type 1 infections (in my cases 14:4 %)— 
which in Glasgow account for about a third of the city’s 
‘pneumonia—suggests that there is still need to study 
treatment in an attempt to improve the results. 

The use of combined chemotherapy and serum therapy 
has been studied both in this country and in'America. 
Anderson and Cairns (1940) in the treatment of type 11 
infections in Glasgow with combined chemotherapy and 
serum therapy reported a fatality-rate of 50%; this 
compared favourably with a rate of 12-5% in cases 
receiving sulphapyridine alone. Plummer et al. (1941) 
In a series of 607 cases of all types, in America, had a 
fatality-rate of 11:1% in those who received chemo- 
therapy alone, compared with a rate of 14-6% in those 
who received combined chemotherapy and serum therapy. 
This slight difference persisted throughout closer analyses 
‘not only in respect of the age of the patient but also in 
regard to the presence of bacteremia. Such figures 


scarcely afford.a sound basis for the continuation of this 
method of treatment. 

Vaccines alone have been ‘used in the treatment of 
lobar pneumonia in many parts of the world as well as 
in this country (Wynn 1936). Although the few advo- 
cates were quite emphatic in their approval, most of 
them omitted any analysis of such factors as the type 
of the infecting pneumococcus and the presence or 
absence of bactereemia—so essential in establishing the 
value of any therapeutic procedure in pneumonia. The 
treatment of an acute infection by the administration of 
a vaccine has not been proved of value in any o 
disease and there is consequently no support by analogy 
for its use m pneumococcal pneumonia. However, 
Barach (1931) demonstrated the presence of specific 
protective substances in the serum of patients suffermg 
from pneumonia 4 days after the administration of 
pneumococcus vaccine and showed that they were pro- 
duced as a result of the vaccine injected. Increasing 
the immunity by means of type specific pneumococcus 
vaccine in addition to the administration of a sulphon- 
amide drug might thus improve the results, especially as 
MacLean, Rogers and Fleming (1939) had noted that the 
combination of chemotherapy and vaccine therapy was 
extremely advantageous in the treatment of experimental 
pneumococcal infections m mice. No results of the 
treatment of pneumococcal lobar pneumonia by com- 
bined chemotherapy and vaccine therapy have been 
published in this country. 

x METHOD 
. During the period of trial two methods of treatment 
were used. 


The first group (control. group) received sulphapyridine 
oniy, in a dosage of 2 grammes followed by 1 g. every four 


-hours for 6-7 days. The others (vaccine group) received the 


same dose of sulphapyridine and in addition three doses, each 
of 1 c.cm., of type specific pneumococcus vaccine containing 
50,000,000 organisms per c.cm. The injections were made 
intramuscularly over 3 consecutive days ; the first two doses 
were of stock vaccine and the third dose was autogenous, 


It was decided to allocate the cases alternately to the 
two treatment groups and, in view of the importance of 
the type of the infecting pneumococcus, to run alternating 
series In each of types I, I, NI and group Iv infections ; 
there were 61 cases in each group. 

Though it is always difficult, in grouping cases, to 
distribute evenly the main factors of prognostic signifi- 
cance, the following figures show that this method of 
selection gave a fairly even distribution. The number 
of cases in each group caused by infections due to types 
I, HW, U1 and group Iv was 17, 22, 5 and 17 respectively ; 
the incidence of bacteremia in the vaccine group was 
27% and in the control group 25%; finally in the 
vaccine group 48% of the patients were over 40 years 
of age and in the control group 49% were over this age. 


RESULTS 


An analysis of the two treatment groups was made in 
respect of the final outcome of the disease (recovery or 
death), duration of the primary pyrexia and the 
occurrence of complications of pneumonia. 

1. Results of therapy as gauged by the fatality-rate.— 
From table 1 the fatality-rate in the vaccine group and 


TABLE I—CASES AND DEATHS IN VACCINE AND 
CONTROL GROUPS ‘ 


ee, 


Vaccine group Control group | 
Organism ———— 2 
° ey Cases Deaths Cases | Deaths 
ep AE ee a ee ee eh =e a a A ae Cn 
Type 1 os 17 0 17 | 2 
>» u s. 22 | “Iı ga 3 
> mm n4 5 | 0 5 . af 
Group Iv dé i7 f| 1 a 1 
All types J 61 - | 2 61 7 


in. the control group was found to be 3:3 and 11:5% 
respectively. If deaths within the first 24 hours after 
admission to hospital are excluded the respective figures 
are 17% and 85%. The percentage difference (6-8) 


` 
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has a standard error of -+7-8 so that it is not statistically 


significant. Moreover, 3 of the cases-in the- control. 


group (infections due to types O, MI and vi) were 
extremely ill on admission to hospital and only survived 
for 3, 14 and 3 days. Recovery in such ill patients was 
not expected and even had vaccine been administered 
to such cases it is very doubtful if it could have influenced 
the ultimate issue. Excluding these 3 cases there is 
little to choose between the two forms of therapy.. It 
is clear that the fatality-rate is now so low that it cannot 


be of value in a small series of cases as a criterion. of | 


assessment. | | | 
2.. Results of therapy as gauged by duration of primary 
pyrexia.—Table m shows that there was very little 


oa TABLE II—DURATION OF PRIMARY PYREXIA ; 
` RECOVERIES ONLY ` 
` I 


ee Ce we n E ee 


Pyrexia (hr.) B Vaccine group Control group - 
48 oa eee 8B 23- 
oebe ee ete g eo Boue Les 24 
“PAE ES ou. ws 1 po 1 
Over 444 (no effect) 5 6 i 4 
Afebrile .. 8 


difference between the vaccine and the control groups in 
respect of the duration of pyrexia. The cases were also 
analysed according to whether treatment began during 
the first 3 days of illness or after the third day, but 
no apparent advantage was gained by the early adminis- 
tration of the vaccine : -25 (92 %) of those treated during 
this period and 25 (83%) of those treated after the third 
day of illness were afebrile 96 hours after therapy 
commenced. ) | 

3. Results of therapy gauged by the incidence of complica- 


tions.—The complications include delayed resolution (in. 


which there was both clinical and radiological evidence 
of consolidation 3 weeks after the onset of' the 
illness), sterile pleural effusion and empyema. In the 
vaccine group 12 cases of delayed resolution, 3 cases of 
sterile pleural effusion and 1 case of empyema were 


encountered:; in the control group the respective figures 


were 12, 1 and 1. Such, complications developed even 
when the vaccine was administered during the first 
3-days of illness. | 


$ DISCUSSION 


The series of cases investigated is small but a careful 
comparison with a control group of cases which were 
alike in respect of'the three chief prognostic factors— 


the age of the patient, the type of the infecting pneumo-. 


coccus and the presence of bacterseemia—showed that 
the results of therapy were essentially similar in respect 
of the final outcome (recovery or death), the duration of 
primary pyrexia and the occurrence of complications. | 
If the comparison were to depend solely upon an 
analysis in respect of recovery or death then it is clear 
that no definite conclusions could be reached from this 
small series. It might even be argued that, 3ince the 
object of administering vaccines is to induce a greater 
production of antibody than would be found in a case 
receiving only a sulphonamide drug, it might be of little 
benefit to those patients who are critically ill on admission 
to hospital because the antibody response does not occur 
for several days. Similarly the period of primary 
pyrexia is not likely to‘be shortened by the administra- 
_tion of vaccines. On the other hand, if vaccine therapy 
were to enhance sulphonamide therapy in man then one 
might expect a more rapid resolution of the consolidated 
lung. The occurrence of delayed resolution in 12 
patients (20 %) is therefore of some significance. 
- The process of resolution must depend either upon the 
presence of specific immune substances or. upon the 
_natural or inherent powers of resistance. The failure of 
combined chemotherapy and vaccine therapy to reduce 
. the incidence of delayed resolution would suggest that 
the inherent powers of resistance are of more importance 
in restoring the lung to normal. : e 
Nearly ‘alt deaths in the larger series. occurred in 
patients over 40 years of age—most of them in-patients 
with bacteremia when treatment ‘began. There are 


l 


grounds for believing that natural resistance is poorer in 
those persons who have passed middle life. The relative’ 
failure of chemotherapy in the aged and the apparent 
inability of immune sera and vaccines to overcome 
this relative inefficacy would tend to substantiate 
Anderson’s (1943) view that in. man ‘ chemotherapy 
achieves its effect by a host-response different from that 


of specific serotherapy.” - 
‘ i si y | 


The sulphonamide drugs have caused a considerable 
fall in the fatality-rate of lobar:pneumonia, but a high 


Ty fatality-rate persists among the type 0 infections, se 


common in Glasgow... ? 

Two adjuvants to chemotherapy—serum therapy and 
vaccine ear Sk IE pa been tried. : 
' In a controlled series of 122 cases, half of which 
received combined chemotherapy and vaccine therapy, 
the addition of vaccine did not significantly affect the 
final outcome of the disease, shorten the duration of the 
primary pyrexia or reduce the occurrence of complica- 
tions—in particular of delayed resolution. | 

I wish to thank Dr. W. M. Elliott, medical superintendent 
of Ruchill Hospital, for permission to publish these results. 
My thanks are also due to Prof. J. W. McNee and Dr. Thomas 
Anderson for helpful advice and criticism in the preparation 
of this paper. | P PA e 
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NICOTINIC ACID AND RIBOFLAVIN 
IN BEEF EXTRACTS AND CORNED BEEF 


R. GORDON Boorn E. O.. BARTON-WRIGET — 
PH D READING ` “DSC LOND, FIO ` > 


Ministry of Food Cereals Research Station, St. Albans _ 


In 1908 THE LANCET reported the findings of a special 
commission on the Origin, Manufacture and Uses of 
Extract of Meat. The conclusions arrived at, which 
have remained substantially unchallenged, were that 
such extracts were of negligible food value but were . 
useful as flavouring agents and for promotion of appetite. 
In this latter function, Pavlov showed them to Pe the 
most powerful exciters of gastric secretion among the 
great variety of materials which he investigated. They 
were thus to be classified as dietary adjuvants rather 
than foodstuffs sensu stricto. A reinvestigation of this 


' subject from a vitamin ‘standpoint has now been carried 


out with a view to determining the contribution which 
beef products can make to the diet in respect of nicotinic 
acid and riboflavin. aug | R = 
_ Nicotinic acid was estimated. by the method of Kodicek 
(1940) modified in certain instances by the replacement of 


the 0'4 ml. of y-aminoacetophenone reagent by 1 ml. of 10% © 


procaine (‘ Novocain’) in 10% HCl, a change which produces 
@ more intense colour (and therefore gives greater sensitivity) 
and also provides a more stable colour which may be measured 
at any time from 5 to 25 minutes after the procaine addition. 


TABLE I—-NICOTINIC ACID AND RIBOFLAVIN CONTENT OF 
MEAT EXTRACTS, MEAT JUICE AND A YEAST EXTRACT 


ay - | Nicotinic acid S Riboflavin 
Material . BS. LEIB. 
$ 1389 ap 
Meat ; 
, C 410 15-6 
extract. D ae as 560 18-3 
Fy Saa ra -~ Not measured 
concentrate ey : 
Meat juice G- oe 99 345 . _ Not measured 
‘Marmite ’ yeast extract .. | § 655 oa ate 


tr , , / E 
Colour measurements were made in the ‘ Spekker ’ absorptio- 
meter using Ilford filter No. 602 (spectrum blue). Riboflavin 
was estimated by the microbiological method of Barton-Wright 
and Booth (1943). 3 | 
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_ In table i are given the nicotinic acid and riboflavin 

contents of various meat extracts, two meat juices and 
a yeast extract as purchased. Extracts A and B were 
pure meat extracts without addition of any kind; ©, D 
and E contained a proportion of yeast extract and season- 
ing materials. In only one case is the amount of beef 
from which 1 gramme of extract is derived known; the 
30 g. of beef (inclusive of fat) in this instance must have 
yielded over 30 ug. of its initial 45-50 ug. of nicotine 
acid and almost 1 ug. of its initial about 5 ug. per g. of 
riboflavin to the extract. 
losses to the beef in the course of. manufacture into 
‘corned beef, the nicotinic acid and riboflavin contents 
of corned beefs became of interest and in table II are 
given the values obtained on various samples. Muscle 


TABLE II—NICOTINIC ACID AND RIBOFLAVIN CONTENT OF 
CORNED BEEF AND FRESH BEEF 


Nicotinic acid ug/g.) Riboflavin ug/e. 


: On fat free "On fat free 
Material AS and dry AB | and 
bought; matter bought; matter 
‘basis | sis 
: | i 
is So. ae L 8:5 24.3 1°55 | 4-43 
B. 10-4 | 29:7 1-1 3-14 
C.. ı 10-4 29:7 1-6 4:57. 
Corned J) D . | 10-7 ; 30-6 18 | 515 
beef E. | 13-2 37-7 1-66 °° 4:75 
F. | 18:7 534 07 | 20 
G.. | 33-0 94-3 185! 53 
H. 33:4 05-4 1-6 io 4°57 
i | 
f— ! i 
Fresh lean skirt... a | 46 180 i 
re j poo ae oe He ; ; 
”> 9? eg ee ee ; 
> o e shin i 55 215 Not-asinyod 
sy sy risket, oy 55 215 
Roast lean sirloin oe | 57. 222 


wariation observed between individual cans of corned 
-beef, it is necessary to know something of the method of 
manufacture of both beef extracts and corned beef 
from fresh beef. The method is. briefly as follows: 


The beef, cut into small pieces, is boiled for about 15 

‘minutes in water, the process being technically known as 
“scalding.” Successive batches of meat are ‘scalded ’’ in 
the same water until this is sufficiently rich in extractives ; 
the fat is skimmed off and the liquor is concentrated in vacuo 
‘and in open pans to give beef extract. It is clear that, by 
reason of the method of preparation, the extracts will be 
reasonably constant in composition. Not so, however, the 
successive batches of scalded meat, which will have pro- 
gressively less and less nicotinic acid and riboflavin extracted 
from them as the concentration of these vitamins in the 
liquor increases. 
. ‘The “scalded ” beef, of dull, unappetising hue, is now 
“pickled ” in a tank containing a solution of common salt, 
sodium nitrate and sodium nitrite for about 2 hours at a 
temperature of ca. 80° C., whereupon it assumes a much more 
attractive bright pmk colour by reason of the formation of 
nitrosohemoglobin. The beef is now ready for filling into 
cans and autoclaving after draining off the pickling solution, 
which is used for the treatment of a number of batches 
of beef. The pickling solution clearly must ultimately 
contain a considerable amount of nicotinic acid and 
riboflavin. The meat is now ready for filling into cans and 
autoclaving. 


. In order to discover the order of loss of these vitamins 
during the preparation of corned- beef, the following 
experiment was carried out. 


. Fresh lean beef, cut into 3 g. or 4 g. pieces, was sampled, 
and nicotinic acid and riboflavin were estimated on the 
„sample; also. its moisture content. After boiling in the 
minimum quantity of distilled water for 15 minutes the meat 
was again sampled and the above three determinations were 
carried out. Five samples of the meat, each weighing 5 g. 


In view of these substantial |, 


- against about 0-25 mg. in roast. 


í 


were now pickled at 82°C. for 2 honrs, each sample- being 
immersed, in a different pickle as follows : 
l. S .. % + s 
15 ml. of distilled water} + 
containing 0-5 g. NaCl 


100 
500 
1000 


p.p.m. NaNO, 


ox ye 90 t9 


= 
| 

Sia 
i 


The samples of meat were now assayed for their vitamins 
and moisture content and the pickle liquor was also assayed for 
riboflavin and nicotinic acid. 


The results presented in table m1 show that in this 
particular instance losses from the beef are very severe, 
as would be expected when fresh pickle and scalding 
liquor are in use. Greater losses would be expected on 
pickling when, by reason of a fairly concentrated scalding 
liquor, more of the vitamins was,carried over in the 
scalded meat. It is also clear from this experiment 
that nitrite has no appreciable destructive effect on 
nicotinic acid or on riboflavin—this has been confirmed 
at various pH’s in pure solution. It has further been 
confirmed by carrying out nitrite estimations by an 
unpublished method kindly supplied by Mr. Macara of 
the British Food Manufacturers’ Association, on the 
corned beefs listed in table 11. No inverse correlation 
was apparent between nicotinic values and nitrite 
contents in this series, nor was there any such correlatiaqn 
with riboflavin values. 


DISCUSSION 


The evidence presented here shows that, on average, 
in the processing of corned beef 4/5 of the original 
content of nicotinic acid in the beef is lost, the loss of 
riboflavin being perhaps a little less. Both of these 
losses occur by elution—there is no evidence of appreci- 
able destruction of either vitamin by the processes 
employed. It will be noted that the figures found for 
actual corned beefs accord well with those found in -the 
experimental production of corned beef in the laboratory. 

An average ‘‘ civilian ’’ helping of corned beef may be 
put at’2 oz. ;° on this basis the intake of nicotinic acid 
from such a helping is about 0:85 mg., compared- with 
over. 4 mg. from an equal weight of roast beef. About 
0:05 mg. of riboflavin is provided by the corned beef as 
The figure of 24 mg. 
per 100 g. (moist) reported by Leong (1940), that of 
40 mg. per 100 g. (dry weight) reported by Abdoh and 


TABLE IlI—NICOTINIC ACID AND RIBOFLAVIN CONTENT OF 


RAW MATERIAL AND INTERMEDIATE PRODUCTS IN 
PREPARATION OF CORNED BEEF 
Nicotinic acid Riboflavin 
: ugk. E/E. 
Material : a) ee 
; Dry ae | D 
y+ Pata matter ashy matic: 
asis basis asis } basis 
Beef— | 
Fresh lean 55-4 236 4-6 | 196 
“Scalded” č.. i 27-1 65-2 38 | 92 
(1? no nitrite 11-1 31:7 1:4 | 4:0 
2) 50 12-3 35:2 Na | Na 
Pickled (3) 100 | p.p.m. 12-0 34-3 Na | Na 
l (4) _.500 | nitrite 134 38-4 Na Na 
(5) 1000 ) - 11-7 33-4 1:3 3-7 
(1)) representing 18:3 2-2 ide 
Pickling | (2) 1 g. (Moist 15-6 Na Na 
liquor < (3) weight) of 18-0 Na | Na 
(3 ml.) | (4) scalded 15-6 a Na Na 
(5) beef 15-3 sf 3-2 í 
. Na = Not assayed. = 
Taufel (1942) and that of 64 mg. per 100 g. of ‘€ dried” 


meat extract reported by Daroga (1941) have been 
confirmed and extended to show that meat extracts 
are an exceptionally good source of nicotinic acid. A 
teaspoonful (about. 10 g.), as used to make a breakfast- 
cup of beverage, may supply up to 10 mg. of this vitamin 
(the average being 5 mg.) and at the same time up to 
0:25 mg. of riboflavin. They therefore assume a much 
more important position nutritionally than heretofore 
and their value and that of concentrated meat juice 
(prepared by an entirely different process from that 
employed for meat extracts) in illness and convalescence 
may largely depend on their vitamin content. 


f riboflavin and nicotinic acid. 
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SUMMARY 


Beef extracts have been shown to be a valuable source 
A breakfast-cup, made 


vith a teaspoonful of the extract, may supply up to 
25 mg. of riboflavin and 10°mg. of nicotinic acid. 


Corned beef contains only a fifth of the riboflavin and 


nicotinic acid content of roast beef. 


‘Our thanks are due to Sir Jack Drummond and Mr. T. 


Moran, D sc, for suggesting this work. 


Abdoh, J. and Taufel, K. (1942) Z. eneun: gevens mut Ped 48, - 
Barton-Wright, E. C. 
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| oo i . Med ical I Societies _ 


SOCIETY OF MEDICAL, OFFICERS OF 
HEALTH 


AT a meeting of the Fever Group on March 31, with 
Dr. ANDREW TOPPING in the chair, a discussion on 


Infantile Gastro-Enteritis 


was opened by Dr. REGINALD LIGHTWOOD, who wel- 
comed this opportunity for pediatricians and fever 
hospital clinicians to share a common experience. 
Gastro-enteritis, he said, was not a disease sui generis 
but could arise from enteral or parenteral causes. The 
importance of the latter in the eyes of pediatricians 
had risen in recent years .but it was often difficult to 
decide whether a parenteral infection caused the enteritis 
or was secondary to it. 
oldest scourges of hospitalised infants and in open ward 
conditions was responsible for disturbingly high death- 
rates. This was. particularly so in medical : wards 
partly ‘because the infection was always. being reintro- 
duced and partly -because cases arising in the surgical 
wards were transferred to the medical side. The 
isolation unit for enteritis cases, opened at Great 
Ormond Street in 1938, had proved of inestimable 
value, although the numbers treated were small by 
comparison with the LCC fever hospitals. Some facts 
about the etiology of zymotic diarrhea were well 
established, such as its virtual disappearance in countries 
where mothercraft was well taught and practised, and its 
rarity in breast-fed infants, but much was still to be 
learned. Outstanding problems included its bacterial 
cause, the mode of infection in primary cases, the mode 
of spread, and the advisability of-separate cubicles for 
each case, of masks for the hospital staff, and of nursing 
parenteral cases away from enteral cases. He had seen no 
response to sulphaguanidine, but sulphadiazine and 
sulphamezathine appeared equally effective in dealing 
with any parenteral infections present. He favoured 
5% glucose in half strength Hartmann’s solution for 
intravenous fluid therapy, and equal parts of this fluid 
‘and plasma or serum had given encouraging responses 
after 6-12 hours, when the initial dehydration had been 
corrected. Mastoidectomy had been performed in 
9 cases during the last nine months and 5 of these 
children died, because, he thought, of their desperately 
debilitated and toxic condition. The operation could 
be carried out under local anesthesia without much 
apparent disturbance to the infant’s general condition. 
J. M. LAURENT (LCC) .dealt especially with 
mtiology. and clinica]_ types. It was customary to 
classify the infantile diarrhceas in three groups— 
(1) Non-infective (mostly dietetic in origin). 
(2) Symptomatic (due to parenteral infection). 
(3) Infective (of primary gastro-intestinal origin). 
It was, often impossible to assign an individual case to 
its proper group without a week’s observation. The 
cases of mild diarrhoea occasionally seen in the measles 
or whooping-cough wards at first sight seemed to be 
of dietetic origin but they often spread in series and he 
strongly suspected that the majority were infective. 
Under symptomatic diarrhcoeas due to a parenteral 
infection at all ages one should include the diarrhceas 


- seen in puerperal septicemia, early typhoid cases, cerebro- 


\ 
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The disease was one of: the 


‘knife at the bedside. T 


‘clinician and laboratory ‘worker, / 
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Í spinal fever, toxic scarlet fever, severe cases of otitis 


media and bronchopneumonia in infants. With suitable 
treatment—serum, chemotherapy, operation—these 
usually. improved rapidly, though individual symptoms - 
like dehydration often needed correction. The infectious 

diarrhoea of. primary gastro-intestinal origin fell natur- 
ally into two types: (a) those of known etiology, com- 


` prising the dysenteries, the enterics and the salmonellas, 


which, were easily differentiated by bacteriological 


"examination of the fæces and the presence of specific 


agglutinins in the serum, and by their characteristic 
clinical course; and (b) those of unknown etiology, | 
which were a baffling problem. Various organisms had 


- been incriminated at different times but none had found : 


permanent or universal acceptance. These cases did 
not form a homogeneous group and he quoted examples — 


_ of severe and rapidly fatal attacks amongst convalescent 


enteritis cases three days after admission of a severe 
type to the ward. He considered these to be new itifec- 
tions and not: relapses.” "Fhe: enormous differences in 
case fatality for gastro-enteritis given by different 
hospitals (7-53%) could not be explained by age, season 
or lines of treatment. He thought at least two diseases 
of presumably different etiology were in operation which . 
he designated type A and type B i 


Type A had an incubation period usually of 3 days followed 
by sudden enset with pyrexia and vomiting, some cases not 
showing diarrhea for 24 hours. From the onset there was 
rapid breathing and a short cough. Many patients were 
admitted to general hospitals as bronchitis and later trans- 
ferred to the fever hospital when the diarrhea appeared. 
The stools were watery, bright grean or orange, and had a 
musty, not fecal, odour which some nurses thought charac- 
teristic. Dehydration was early and profound and with an 
aided element of toxemia. The vomiting was intractable 
and preceded by a troublesome cough. On the Sth or 6th 
day, rarely before, the temperature rose higher and with 
this there was unmistakable evidence of otitis media or 
bronchopneumonia or of both. Death ovcurred in 40-5 0% 
of the cases and was preceded by coffee-ground vomit, 


. hyperpyrexia and often’ convulsions. Autopsy showed fatty 
,degeneration of the liver in all, patchy congestion of the 


intestinal mucosa and a few pin-point ulcers. Pus in the 
middle ear was common (23 out of 32 cases) and also definite 
bronchopneumonia (I3 out of 32). He considered the otitis 


_media and the bronchopneumonia to be complications due 


to secondary infections and not causes of the diarrha@a and 
vomiting. He had tried paracentesis years ago, but all his 
cases had been ultimately fatal and had showed no improve- 
ment after the operation. Pfeiffer’s bacillus or pneumococci 
had been found on plating straight from the paracentesis 
ype A behaved like an acute specific 
infection which affected both the respiratory and the ali- 
mentary tracts, giving rise to a fatal toxemia (or septicemia) 
with frequent secondary infection of the middle ear and lungs. 
Clinically its spread resembled that of a virus droplet 
infection. | 

Type B was much milder, with an incubation period of 
8-10 days. The onset was more gradual, with diarrhcea, 
vomiting and pyrexia. Stools were more often relaxed than 
watery. Dehydration was in proportion to the fluid Tost and 
if corrected did not tend to reeur. The cases were often 
not admitted to hospital for a whole week. There was no 
otitis or bronchopneumonia as early as the 5th or 6th day. 
The mortality in hospital cases was less than 10%. The 
disease behaved like a primary “‘ enteral ” infection, and it 
was probably this type which could be safely nursed in a 

* barrier °” ward. The stools showed a variety of organisms 
of doubtful pathogenicity, but no dysentery organisms. 


Faced with different types of infantile gastro-enteritis — 
with different, etiologies and methods of spread, and the 
difficulty of separating them, the medical officer of a 
fever hospital had no choice but to isolate every individual 
case in a separate chamber. The barrier ward had 
become obsolete in the treatment of gastro-enteritis. 
In addition, a sufficient number of well-trained nurses 
was needed—the ratio of nurses to patients being higher 
than in any other ward. There was an urgent need for 
intensive research with close collaboration between the 
The ' Kucteriqlogist 
should throw his net far and wide, tnd i in the place of an 


‘elusive non-lactose fermenter he should suspect the 


organisms of the upper respiratory tract, anaerobes and 
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filter-passing viruses. -. Some bacteriologists were hostile 
to the idea of a virus infecting the alimentary tract, 
though this was now well récognised in poliomyelitis. 
Experiments on young animals were also required. 
Light and Hodés, investigating four separate epidemics 
of diarrhoea in the newborn, had isolated from the 
stools a filtrable agent which caused diarrhoea in calves 
by intranasal injections (Amer. J. publ. Hlth, December, 
1948). This virus was passaged from calf to calf and 
was the same in all four epidemics. Protective anti- 
bodies had been found in the blood of the babies and of 
the calves that. recovered. The experiments had been 


well controlled but clinical details of the infants affected . 


were. not given. oe : 

Mr. E. F. GALE (Sir William Dunn Institute, Cam- 
bridge) outlined some exploratory .experiments carried 
out by a group of workers at'Cambridge who have found. 
large numbers of f-hemolytic group D streptococci 
as a feature of the stools in some outbreaks of neonatal 
diarrhoea. These organisms had an unusually high 
tyrosine decarboxylase activity and could establish 
themselves in the fecal flora of the infant rat or man, 
properties which were not possessed by normal entero- 
cocci. Feeding these organisms to infant rats resulted 


in a fatal diarrhoea which was most severe under dietetic — 


conditions which . rendered the intestinal medium 
optimal for the action of tyrosine decarboxylase, and 
the syndrome could be imitated by feeding tyramine 


itself. Older rats were not susceptible to the action | 


either of the organisms or of the amine. ` Estimations 
of the tyramine oxidase activity of fresh post-mortem 
material from infants showed that it was significantly 
deficient at birth in the kidney, liver and duodenum but 
was fully developed by the end of the third month. 
Dr. ROBERT SwYER (LCC) said that the diagnostic 
error among enteritis admissions was high. 
experience mastoiditis could arise as a late complication 


but some of these were hospital infections. This was 


supported by finding hemolytic streptococci in a high 
- proportion of cases. He drew attention to the incon- 
stancy of inflammatory changes in the intestine as a 
post-mortem finding. ..: ro 
Dr. H. S. Bangs (LOC) said that the indications before 
the war were that the paracolon group of organisms 
might have some place in etiology. Experiments on 
animals up to three weeks of age were much needed. 
Dr. T. E. D. Beravan (Middlesex CC) advocated 
ad hoc gastro-enteritis units in children’s hospitals. 
One of the problems of the disease to be faced was the 
comparative immunity of children from 12 months to 
2 years and the absolute immunity thereafter. Infants 
with minor ailments, particularly skin diseases, should 
not be admitted to hospital because of the high risk of 


enteritis. The odour of a severe case was characteristic, - 


and could best be described as spermatic. 

“Dr. JANET GImMsoN (Great Ormond Street), while 
stressing the need for parenteral fluid therapy, said that 
the intravenous route in infants was often difficult for 
inexperienced medical officers. Bone-marrow trans- 
fusions were simpler to institute and could be maintained 
at a constant rate more easily than intravenous drips. 
. She demonstrated a short needle with a strut-supported 
adaptor suitable for marrow transfusions in infants 

because it was not easily displaced. 

Dr. J. ©. MCENTEE (LCC) supported the use of marrow 
transfusions and said that the risk of the larger needles 
getting displaced in infants could be avoided by intro- 
ducing them at a slant. 

Dr. J. Bray (EMS) wondered if Mr. Gale had done 
animal feeding experiments with amines and pointed 
out that a number of organisms—B. proteus, Morgan’s 
bacillus, &c.—present in normals were relatively enorm- 
ously increased in the presence of enteritis.—Mr. GALE 
said that young rats (up to 10 days) did develop diarrhcea 
when fed on tyramine. He had never met a coliform 
organism which produced an amine in significant 
quantity. £ 

Dr. R. HENDERSON (LCC), in supporting the need for 
further research, mentioned particularly the possibility 
of variability of' organisms like B. coli, which might 


acquire aggressive characteristics in the presence of) 


enteritis. He thought that no real advance had been 


In his 


s 


made in etiology or treatment during the last 20 years, - 


but Dr. W. H. BRADLEY (Ministry of Health) contested 


_in treating parasitic infections. 


lock and Southwell’s Guide to Human 


' R.A.M.C, 


this and said that while the problem bristled with 
difficulties in discussion it was usually possible for the 
clinician in the field to separate distinct and charac- 
teristic diseases from the large group of *‘ enteritis.” 
There was á strong case for reviving the research com- 
mittees on enteritis whose work had been interrupted 
by the war. 


Reviews of Books 


Occupied Europe 


Prepared and published by the Royal Institute of 
International Affairs. (Oxford University Press. Pp. 75. 


1s. 6d.) 
THE first part of this booklet deals with Germany’s 
exploitation of the countries which have fallen under 


her economic sway. It opens with a description of the 
methods by which the various subjugated coumtries 
have been organised and run, and it goes on to discuss 
the mobilisation of European resources for the benefit 
of the Herrenvolk.: Manpower, fuel, transport, agri- 
culture have all been organised for this one end, and the 
technique used has been horribly successful. The second 
part is a discussion of the postwar period. The plight 
of the subjugated countries is described and the chaos 
which is likely to follow the collapse of the controlling 
centre. The millions of displaced persons that will have 
to be repatriated, fed, clothed and housed are discussed 
and the committees and organisations which have been 
set up to cope with this unparalleled situation are 
enumerated. The booklet contains two rather useful 
maps, and is clearly and objectively written. It should 
be read by those interested in the fate which this country 
so narrowly escaped, and all who are thinking about the 
shi i of Europe and the rehabilitation of the 
world. l 


Manual of Medical Parasitology 


Cray G. Horr, professor of parasitology, University of 
Chicago. (Cambridge University Press. Pp. 88. 9s.) 


AS a textbook for war-time needs, this simple manual 
provides the student with a reliable guide to parasitology, 
and a modicum of information which he may later require 
It therefore follows 
much the same lines as its British counterpart—Black- 
Parasitology. 
Starting with the helminths the parasites are described 
in plain non-zoological language, the anatomical featares 
of the most important being set out. A brief section on 
entomology includes synoptic tables of anophelines and 
their’ larve (limited - to American species). Another 
section deals with laboratory diagnosis: this includes 
Craig’s complement-fixation test for amcebiasis although 
the author himself has admitted that it is impracticable 
as well as unreliable. There are ten plates, one of which 
—showing malarial parasites—is in colour. Here it is a 
little surprising to find Schiiffner’s dots represented in an 
erythrocyte containing segmenting forms of Plasmodium 
falciparum. The type is clear and the whole work well: 
presented. | 


ANTHONY COTTERELL. (Hutchinson. Pp. 116. 6s.) 


Ir is a hard task to describe the work of the RAMC 
in a book of little more than a hundred pages. Major 
Cotterell, who has a lively style and a sense of humour. 
has attempted it by means of a series of almost unrelated 
vignettes. He traces the path -of the wounded man 
from front line to base; he explains blood-transfusion ; 
he describes the work of the field ambulance. . The 
reader can see the RAMC through the eyes of a patient, 
a medical orderly, or a medical officer; and follow 
personal experiences in France, Norway, Crete and North 
Africa. Nursing sisters, psychiatrists, dental surgeons ; 
mobile bath units, field hygiene sections, convalescent 
depots—nearly everybody and everything is mentioned. 
The book gives a bird’s-eye view, well illustrated with 
photographs, but it lacks form and sequence. ‘‘ The 
work,” says the author, ‘‘ had to be done in my own 
time and on leave,” and one gets the impression that he 
wrote in a hurry ; but his account: is worth reading. 


~ 
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ANATOMY BOOKS 


Ir is repeatedly: stated ‘that teachers of anatomy 
give medical students too many details of structure. 
Less however is said on thé important question of 
the books on this subject at present available to 
the student. 

Everyone agrees that if a knowledge of anatomy is 
to be of lasting use to the doctor it must be acquired 
practically in the dissecting-room ; no models, atlases 
or other substitutes can replace the discipline of actual 
dissection, though they can reinforce it. 
book the student needs, then, is a guide to the dis- 
section of the human body—a mere topographical 
outline, with only enough description to enable him 
to follow his practical work in the dissecting-room. 
There have been many such books: the London 
Dissector, already in its sixth edition in 1821, the Dublin 
Dissector of 1827, the guides written by ELLIS in 1840 
and by HEATH which reached its seventh edition in 

1888, were all satisfactory of their kind. Admittedly 
they are unattractive to the student when compared 
with recent dissecting manuals with their riot of 
coloured figures ; but, being small and inexpensive, 
they could be readily discarded when soiled, and they 
were completely competent for the business in hand. 

. The second book the student needs is a textbook that 
will give him a coherent knowledge of the anatomy 
‘of the systems rather than the regions of the body. 
It should contain whatever is considered essential 
for a man destined to become a medical practitioner 
and therefore intending to sit for the ordinary pass 
examinations in anatomy. To come to agreement 
on what is truly essential should not be very difficult. 
The number and style of illustrations, the size, the 
format and the cost of the book could be determined, 
once it was settled that a student’s textbook need not 
contain much detail of no use to him in the practice 

_ of his profession. Finally, the third type of anatomy 

book needed is thf reference book—a complete work 

-on the structure of the human body which teachers, 

senior students and research workers alike require 
to consult. 

These three books have their special spheres, each 

of which is sharply defined. The type of book wanted 

- for each purpose is clear-cut; there can be no suc- 
cessful blend of characters. The standard dissecting 
guide should not trespass on the domain of the text- 
. book ; the standard text-book for medical students 
should not. presume to become a reference book. 

Having forsaken the simple: dissecting guide, the 

student today is asked to pay a high price for volumes 
that have been needlessly elaborated into textbooks. 

Following on this evolution, the textbook, in its turn, 

seems to be unsuccessfully invading the realm of the 

‘work of reference. True, a British reference book 

of anatomy would be welcome ; but a reference 

book is something very different from a student’s 
textbook. No book can be regarded as a standard 

_ work of reference unless it is provided with ample 
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. and well-chosen bibliographies, and it should also 


contain short historical introductions to the various 
sections ; footnotes and inclusions in parentheses in 
the text, indicating a few ephemeral papers in recent 
issues of the journals, are inadequate substitutes. 

Twice we have been within -measurable distance of 
developing a British reference book : RoBERT ToDD’S 


- Cyclopedia of Anatomy and Physiology (1835-59) and 


Sir GEoRGE THANE’s editions of Quain’s Anatomy 
were approaches in the right direction. If we 
could now agree to spare the student’s pocket and 
provide him with a small standard guide to dissection, 
we might also agree about the limitations of his 
systematic textbook with which the dissecting guide 
should not compete. The more ambitious textbooks 
might then be allowed to develop into genuine refer- 
ence books. In that case they should no longer be 
confined in a single volume, however bulky and 
expensive, but like the Continental standard works ~ 
might be issued as a series of comparatively cheap 
volumes in paper wrappers. Each volume should 
have. its historical introduction and bibliography ; 
and colour should be used for ey rather than 
adornment. | 

If our. anatomical editors and publishers would set 
about supplying: these three types of book, the 
teaching of anatomy might be delivered. from its 
present confusion.. oo 


STANDARD TUMOURS AND CHEMOTHERAPY 


THE aspiring cancer curer is fọrtunate in that a 
temporary easing of symptoms and the patient’s 


- gratitude are the only criteria by which his treatment 


is judged. Both surgeon and radiologist work to a 
stricter measure, including a 5-year survival rate. 
Until recently the laboratory worker was only slightly 
more hampered than the would-be càncer ` curer. 
The natural history of the tumours he tried to cure 
was as variable as that of human cancer; trans- - 
planted growths on which tests were made are subject 
to the natural resistance of the host to foreign protein 
as well as to any possible action of the supposed . 
therapeutic agent ; and some are liable in any event __ 
to spontaneous regression. How theh is it possible 
to measure the effect of treatment ? These handicaps - 
to honest and serious attempts at chemotherapy in 
cancer have now been.greatly reduced. In the 
latest annual report of .the Imperial Cancer ` 
Research Fund,! Prof. W. E. Gye outlines a new 
method for standardising test tumours. It consists 
essentially in causing a primary growth in a member 
of an inbred pure line strain of mice and then trans- 
planting it into others of the same strain. The 
; they may 
be assumed to be antigenically and genetically 
identical with the host’s cells; the grafts always take, , 
and if doses are equal grow at the same rate in all 
the mice. When the even rate of increase of these 
transplants is contrasted with the variable rate ‘of 
spontaneous tumours, the advantages of standard- 
Table 1 of the report reflects 
the variable rate of growth of spontaneous mouse 
tumours ; the vagaries of human tumours are perhaps 
even greater—a fact which does not bother the cancer 
curer who regards all as progressing at the same rate 


1. 4Jst annual report CMY to the annual mecting of governors 
i of the Fund, April 19, 1944 
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to a fatal issue within a year or two (which is far 
from true). If now a number of grafted inbred mice 
bearing standard tumours all about the same size on 
the same day are treated with. the same dose of test 
therapeutic agent, it can be stated with much greater 
certainty than hitherto whether or not that agent 
has caused the tumour to disappear, to be checked, or 
has had no effect whatever by comparison with a 
similar set of control tumour-bearing animals. 
There is no longer need-for that convenient but vague 
term inhibition. An objective standard is provided 
and can be measured. The difficulty remains that 
not all tumours will prove equally susceptible to the 
same chemotherapeutic agents; but this will be 
overcome by collecting a variety of standard growths. 

It is certain, as GYE says, that if a really effective 
cure were to be found by chance its action could be 
revealed by haphazard testing. Although deliberate 
empiricism has proved fortunate in antibacterial 
chemotherapy, there is little prospect of the same 
happy outcome in cancer. Good therapeutic results 
are obtained only by a complete understanding of 
the disease. Surgery based on orthodox pathological 
knowledge recognises that cancer is a local disease of 
particular cells. When completely excised. before 
unseen infiltration or metastasis has occurred, the 
cancer is cured. The same is true of radiological 
methods, which aim at destroying all affected -cells 
in situ. But cancer is not always detectable in this 
favourable early stage, nor are the diseased cells 
always accessible. What is required of, chemo- 
therapy is to reach these cells wherever they may be 
and there to destroy them, leaving the host unharmed. 
The therapeutic agent must be the equal of the eye, 
brain and hand of the surgeon, and of the microscope 
as well. It is this problem of selecting malignant 
cells, and discriminating between them and normal 
cells, that remains the chief stumbling-block of cancer 
chemotherapy. In order to overcome it a worldwide 
effort has been made to detect a difference in meta- 
bolism and needs between normal and tumour cells. 
These attempts have so far failed to discover any 
universal specific difference. Thus accurate know- 
ledge and logic alike lead to the conclusion that a 


‘deadlock has been reached. Nature however is. 
often less logical than ourselves, and it must be some’ 


such suspicion that compels those who are fully 
- informed in cancer pathology to sharpen the weapons 
of attack. . | | f 

Provision of standard tumours has not done away 
with all need for trial and error, but limits it now to 
the test substance. This is also the experience of our 
American colleagues. FLOYD TURNER? of the National 
Cancer Institute, Washington, states that since 1936 
a total of 977 substances and mixtures of substances 
has been tested in 18,395 tumour-bearing mice. No 
` effective remedy has been found. These negative 
results are reported now only because the work has 
been suspended for the time being. It is to be hoped 
that it will soon be begun again and in as many 
separate centres as possible all the world over. 
Ideas, ingenuity and hard labour are needed. Irre- 
sponsibility and defeatism towards disease have no 
place in medicine, nor may the pathologist ape the 
Cambridge mathematicians of legend and disregard 
practical issues. We know with some exactness 


2. Turner, F.C. J. Nat. Cancer Inst, Wash. 1913, 4, 265. 
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what we want to achieve, which is destruction of the 


malignant cell or of the stimulus which causes it to be 
malignant. Much recent advance in chemotherapy 
has shown that once a hint of curative properties 
has been detected a substance may be modified so as to 
increase its potency or lessen toxicity. In order to 
gain these ends it is essential to be able to measure 
small effects upon the -object tested. Hence the 
value and urgent need of standardised tumours, 


CARBON TETRACHLORIDE POISONING 


CARBON tetrachloride (CCl,) is a non-inflammable 
fat solvent used in a number of industrial processes, 
in the treatment of hookworm disease, and as a fire 
extinguisher. Reported cases of poisoning have 
mainly been instances of temporary and single 
exposures to the inhalation of high concentrations of 
the vapour in factory processes or during fire-fighting, 
though some have arisen from ingestion of overdoses 
of the liquid. Death may result from narcosis, liver 
necrosis, or from acute nephritis, but if the victams 
survive little or no permanent damage may be found. 

With a team of collaborators, STEWART and 
Witts?! have now carried out a thorough investigation 
into the effects of chronic or recurrent poisoning. 
The factory workers examined had been exposed for 
24 years to sublethal concentrations of the vapour in 
the air of the workrooms. Although only 75 people 
had been working at any one time in contact with 
CCl, 122 cases of poisoning had been notified over 
the period and more than 80 workers had been dis- 
charged because of symptoms attributed to the 
solvent. The process consisted in the chlorination of 
an aniline derivative dissolved in carbon tetrachloride. 
The factory had been planned for work under war 
conditions and ‘“‘ more attention had been paid to the 
strength of the walls and the completeness of the 
black-out than to the state of the atmosphere.” In 
addition to the difficulty of maintaining the general 
ventilation, spills and leakages of CCl, produced in 
the air of the workrooms temporary high concentra- 
tions of which no useful figures could be given, though 


‘readings with the ‘ Halide’ detector lamp had been 


taken by the works chemists from time to time. Of 
78 factory employees interviewed and examined 
clinically, 51 were working on, the CCl, plant at the 
time of the examination, and 27+ were engaged on 
other processes but had been exposed previously. 
As many of the workers as possible were persuaded 
to have a venipuncture for blood tests and special 
investigations such as test-meal, barium meal, gastro- 
scopy and a detailed examination of the eyes by an 
ophthalmologist. The affected workers had symptoms 
which were sharply differentiated into two groups, 
The gastro-intestinal 
symptoms varied in severity from a mild queasiness 
and anorexia to violent and repeated attacks of 
nausea, vomiting, abdominal colic and diarrheea. 
The. severe symptoms always followed a heavy 
exposure to the solvent vapour and were recurrent 
rather than steadily progressives In between the 
severe bouts there were residual effects such as_per- 
sistent nausea, diarrheea, alterations of appetite, 
perverted sense of taste and smell, vague feelings 
in the epigastrium or a dull ache in the lower 
part of the abdomen. Gradually the workers 


1. Stewart, A. and Witts, L. J. Brit. J. industr. Med. 1944, 2, 11. 
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cquired such a distaste for the smell of carbon 
strachloride that they vomited under conditions 
hich previously had no effect. One plant chemist 
rid, “* I have now developed a conditioned reflex and 
he ‘thought of setting about a job which involves 
andling the stuff is enough to make me vomit.” 
‘emporary cerebral effects, such as light-headedness, 
iddiness and vertigo followed by acute headache, 
ccurred immediately after exposure to high concen- 
rations. Chronic headaches were described by some 
vorkers. A few of them had lost consciousness while 
ttending to leaks or spills. 
hythm was common. Drowsiness and failure to feel 
efreshed on waking were invariably present. Some 
eople slept heavily whereas others, equally drowsy, 
1ad insomnia. There was also loss of mental agility 
which “* showed itself in inability to tackle more than 
one problem at a time and impatience with anything 
that demanded spontaneous enthusiasm.” Depres- 


sion, irritability and inertia were also well-marked 


features. One enthusiastic fisherman completely 
lost interest in his hobby, and others found it difficult 
to bestir themselves to take exercise in the fresh air 
though if they did both mental and gastro-intestinal 
symptoms rapidly abated. 


. Clinical examination of the workers was essentially 
negative. Of 170 people who had been in contact 
with the solvent only one case of enlarged liver and 
5 cases of albuminuria were found, and all 6 recovered 
without any sigń of progressive ‘hepatic or renal 
disease. In addition a few major defects were found 
such as acute rheumatism (1 case), essential hyper- 
tension (2 cases), and chronic bronchitis and emphy- 
sema (4 cases), together with a fairly high incidence of 
minor defects. It was particularly noted that, 
despite the severity and duration of the symptoms, 
most of the workers appeared to be in gdod health. 
The factory surgeon had noted that women gained a 
lot of weight (in some cases as much as two stone) 
as soon as they began to work in the plant; lesser 
gains in weight were noted in some of themen. Red 
cells and hemoglobin in both sexes were some 19% 
below the accepted normal and the numbers of white 
cells were above the normal. Stewart and Wrrrs 
say however that there is a good deal to be learnt 
about frequency distribution of hematological data 
in factory populations and that there is no patho- 
gnomonic change in the blood-counts of the carbon 
tetrachloride workers. Blood-urea, serum bilirubin 
and phosphatase, and plasma-proteins were all within 
» normal limits. According to the Takata-Ara test 
liver efficiency was not impaired. The total fats,’ 
fatty acids and cholesterol of the plasma were deter- 
mined in 9 men and 12 women and these were also 
normal. Barium meals, which were given to 25 
people, revealed a characteristic irritability of the 
alimentary tract shown by spasm of various parts of 
the gut and a rapid passage of the meal during the 
first 6 hours. Fractional test-meals in 20 cases 
showed hyperchlorhydria in 11, hypochlorhydria in 
3 and excess of mucus in 3 cases. The most severe 
hyperchlorhydria was found in a man who had. had 
a heavy exposure with severe nausea, and vomiting 

5 days. before. All those with well-marked hyper- 
chlorhydria showed radiological changes but. these 
were also found with hypochlorhydria. Gastroscopy 
was done in 16 cases and in 9 of them the stomach 


Alteration of the sleep 


musculature was found to be tonically contracted and 
unduly liable to intense and long-continued spasm, 
a finding which was consistent, with the radiographic 
appearances. Examination of the eyes in 15 cases 
revealed none of the changes, such as toxie amblyopia 


-or restriction of the visual fields, which have been. 


ascribed by WIRTSCHAFTER ? to the effects of. carbon 
tetrachloride. r 

- In 1942 ELKINS * noted similar symptoms i in carbon 
tetrachloride workers and thought that they reflected 
the early stage of liver damage. But chronic liver 
changes rarely follow exposure to CC and animal 
studies‘ suggest the reason. To bring about per- 
manent liver damage in animals each dose must be 


large enough to affect the liver and the doses must 


be repeated at short intervals. In the rat, for 
instance, the liver necrosis set up is repaired com- 
pletely in 14 days, and if the intervals between doses ` 
of CCl, are longer than this period the drug can be 
administered indefinitely without producing per- 
manent liver damage. Stewart and WIrts point 
out the resemblance of carbon tetrachloride poisoning 
to postanzsthetic symptoms and draw attention to 
the chemical relationship between carbon tetra- 
chloride (CCL), chloroform (CHC) and ethyl 
chloride (C,H,Cl). They regard it as possible that 
both’ the mental hebetude and the gastrointes- 
tinal upset are due to the narcotic action of CCl, 


.on the central nervous system. They recall that 


BEATTIE, Bgow and Lone’ in 1930 showed that 
chloroform has a sharply localised effect on the 
sympathetic centres in the hypothalamus, and 
instance the striking similarity between the symptoms. 


_of carbon tetrachloride intoxication and the gastro- 


intestinal effects produced by stimulation of the 
hypothalamus. “Some of the protocols of CusHine’s 
experiments, in which the hypothalamus was 
stimulated by ‘the injection of pituitrin and 
acetylcholine into the lateral ventricles, could be 
applied without alteration to carbon tetrachloride 
sickness.” 


SCIENTIF IC METHOD 


IN a full-day debate on April 19 the House of 
Commons applauded the successful application ‘of 
scientific research to the prosecution of the war and. 


‘endorsed the Government’s proposal to spend more 


money on its application to commerce and industry 
when the war is over. Commoners had before them 
a useful statement (Cmd. 6514, 2d.) on existing 
Government organisation for this purpose. On 
another page Medicus MP tells of the wide scope of 
the debate. Belief is slowly but surely gaining 
ground in scientific method as the only possible basis 
for an ordered life, imdividual or national. The 
imminent passing of the Education Bill raises a hope 
that all the school-children of the future will. be 
taught to observe the relation of cause and effect, and 
acquire the habit of weighing and measuring accur- 
ately. As the Times remarks, research in education 
is necessary for the education even of research- 


l workers. 


2. Wirtschafter, Z. T. Amer. J. publ. Hlth, 1933, 23, 1035. 

3. Elkins, H. B. J. industr. Hyg. 1942, 24, 233. l 

4. Bollmann, J. L. and Mann, F. G. Anh. intern. fe 1931, 5, 699. 
Cameron, : R. and Karunaratue, W. A. . Path. Bact. 
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A WATER, POLICY 


TuE White Paper presented to Parliament last w ot 1 
by the Ministers of Health and Agriculture is worthy of 
its subject. Fire, air, earth and water, the raw materials 
of human activity, each have their own immutable 
characters which we must recognise and understand if 
they are to serve the changing face of civilisation. 
Water is particularly intractable. It is bulky and cannot 
be compressed for storage; if is heavy and costly to 
carry, except downhill ; it is most plentiful in places 
where it is not immediately needed ; and being the uni- 
versal solvent it picks up anywhere and everywhere 
things that men and animals want to get rid of. The 
distribution of water has been a pioneer service and 
has suffered because the unit of action was the parish or 
town. Private owners have had the dispogal of the air 
above and of the waters beneath their holdings ; anyone 
could dig a well or sink a mine, at the cost of depleting 
or polluting his neighbour’s supply. Despite all this 
opportunity for grab or first-come-first-served the story 
of the thousand and one water undertakings has been a 
heartening one, and the 26 undertakers who supply half 
the population of England and Wales have set a fine 
precedent ef public “utility, whereas the legislative 
authority has needed the stimulus of cholera (as in 1844) 
or unprecedented drought (as in 1934) to move it to 
action. 

And now under the threat of another drought, aid the 
feeling that the tempo was not quick enough to keep up 
with claims of housing and agriculture that will be on us 
almost before we have time to think, Parliament is 
rightly insisting on its health ministers taking the over- 
sight of its water. 
grown vocal, stimulated to fresh hope by the nearness 
of aerodrome or war-time factory that has brought some 
of them a piped supply. The Exchequer is now to be 
asked for a grant to make this extension, with its com- 
panion sewerage, available throughout the country, At 
: the same time the central committee, ‘which came into 
being in 1937 under the chairmanship of Lord Milne to 
advise the Government about water, is to have official 
status and the right to initiate policy. The regional 
advisory committees, which have already harnessed 
many undertakings in teams, are also to have their hands 
strengthened by the right to demand the facts and 
figures they need to make their advice effective. ‘The 
democratic principle will nevertheless still hold and the 
local: authorities will remain the custodians of their 
ratepayers’ interests ; 
them, by way of continuous inspection and survey. 
Water undertakers that fail to reach the desired standard 
will be relieved of their charge. Finally, and perhaps 


fundamentally, the Geological Survey will get on with its 
task of discovering the water- bearing rocks and how they. 


can best be tapped. A 

In all this, there is no claim for control on its own 
account, or change for the sake of change. In fact the 
Minister has said in so many words that money is only to 
be expended on benefits which we do not yet enjoy. 


VASOCONSTRICTOR SUBSTANCES AND SHOCK 


WE have already referred to Page and Abell’s observa- 
tions? on the constriction of mesenteric and cutaneous 
blood-vessels in anesthetised rabbits and cats which had 
been bled or injured by application of tourniquets to the 
hind limbs. They reported that the arteries and veins 
constricted within an hour of trauma, relaxing only 
shortly before death ; but blood-flow was, not seen to be 
interrupted. Since then they have described ? similar 

A National Wair Policy. Omd. 6515. HMSO. 6d. 
> Page, I. H. and Abell, R. G. J. exp. Med. 1943, 77, 215 ; sco 
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. . findings in cats and dogs burnt by immersion of their 


limbs in boiling water or by exposure to steam. The 
vasoconstriction of the small arteries and arterioles in the 
mesentery which usually followed scalding or burning 
was rather more intense than that seen after hemorrhage 
or the application of tourniquets, and was associated with 
slowing of the blood-flow and sometimes, stasis in the 
capillaries and venules. The arteriovenous anastomoses 
also constricted—occasionally before the parent vessels— 
and as a rule the larger veins were narrowed too. 

: Such a constriction, if it occurs throughout the 
splanchnic region after injury and is accompanied by 
generalised’ cutaneous vasoconstriction, must be an 
important cause of the diminution of venous return which’ 
is evident in shock. The mechanism by which it is 
brought about experimentally is still unexplained. It 
may be mediated. hy the vasoconstrictor nerves or by 
humoral agents, or (Page thinks) it may be to some 
extent a passive effect of reduction'of blood-volume by 
the injurious stimuli used. Its persistence suggested 
that it is partly due to the formation and liberation of a 
vasoconstrictor substance, and this hypothesis has been 
tested. Using as indicator the rate of flow through the 
vessels of the isolated rabbit’s ear perfused. with 
calcium-free Ringer solution or plasma, Page * produced 
evidence that within half an hour of severe trauma— 
application of tourniquets to the limbs, hemorrhage, 
stripping of the intestines, and burning—the plasma of 
dogs contains such a substance. His claim that this 
is distinct from the vasoconstrictor. substance found in 
serum (human or canine), and in the plasma of hyper- 
tensive man and dog, and is also distinct from histamine. 
needs confirmation. Its development does not seem to 
depend on the integrity of the nerve-supply of the 
kidneys, or on the presence of the kidneys themselves or 
the adrenal glands, or the thoracic or lumbar segments of 
the spinal cord ; but its site of formation has not been 
demonstrated. "Sapirstein, Southard and Ogden,® Hamil- 
ton and Collins, and Huidobro and Braun-Menendez ’ 
have shown that after hemorrhage the blood-stream 
contains a pressor substance originating in the kidneys. 
The relative importance of the pressor substance derived 
from the kidneys and the vasoconstrictor substance 
formed in some other tissue has still to be determined, and 
so have the rôle of the autonomic nervous system and the 
bearing of these observations on shock in man. ` 


PLANT VIRUSES- 


Tne destruction of the type of the first edition ` of 
Bawden’s valuable treatise on the plant viruses, during 
the invasion of the Netherlands, has resulted in the 
happy birth of a second edition.® The work has 
been entirely revised and incorporates his own recent 
contributions in this field of study as well as those 
of investigators abroad. X rays and the electron 
microscope have shown that the molecular complex 
of most plant viruses is elongated. For the tobacco 
mosaic, virus the chemical nature has been estab- 
lished as a nucleoprotein, and the same is probably 
also true of the other viruses, though the evidence is 
less complete. There is now no doubt that these 
nucleoproteins are the antigens specific to virus-infected 
plants and because of their specificity the serological 
reactions constitute a satisfactory and rapid means of 
identifying viruses. The fact that a mild strain of one 
virus can protect against the effect of infection by a 
virulent strain of the same virus affords an interesting | 
parallel: to vaccination; but unfortunately avirulent 


. Page, 1. H, Amer. J. Physiol. 1913, 139, 386. 
` Sapirstein, L. A., Southard, F. D., “Ogden, E. Proc. Soe. ‘Crp. 

Biol. Med. ns, 50, 320. 
: Hamilton A. S : and Collins, D. A. Amer. J. Physiol. 1942, 136, 


275 
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ains can mutate to virulent ones and though a mild- 


ain may give protection against a severe related one, 
may greatly aggravate the effect, of some other virus. 
reover a virus that is avirulent to, for example, one 
riety of potato, may be virulent to another potato 
riety. In relation to transmitting insects, the viruses 
1 into two groups according as they remain infective 
thin the vectors for long or brief periods. Those in 
e former group probably pass to the salivary glands 
rough the blood-stream; but even when the insect 
comes infective soon after feeding on a diseased plant, 
d remains so for a short time only, it seems unlikely 
at the vector has a purely mechanical réle. Two 
rains of the same species of insect may differ, in that 
1e can transmit a particular virus and the other cannot 
-a heritable difference which may prove important in 
ie control of plant viruses. As most plant virus 
articles are rod-shaped—only three are known in which 
xe particles may be approximately spherical—the 
article size cannot be estimated by. the methods used 
T animal viruses where the spherical form is common. 
jruses move within the plant slowly from cell to cell ; 
ut they move rapidly from one part of the plant to 
nother, often leaving intervening portions unaffected. 
‘he rapid movements seem to accompany food materials 
s they travel in the phloem; whereas movement 
gainst the stream of food is slow. Bawden holds that 
lassification should be based on the intrinsic properties 
f thé nucleoproteins themselves and not on either the 
eactions of their host or their relations with vectors. 
uch properties as the shape of virus particles, their 
recipitation and serological reactions, and their response 
o heat could serve as a basis for a natural classification, 
sven though for many of the viruses the relevant data 
are ag yet scanty. ae ee 


STANDARD CATGUT = 


IN 1930 the Minister of Health prohibited the manu- 
facture for sale of sterilised surgical ligatures and sutures 
except under his licence. Standard methods of testing 
sterility were laid down and the premises of licence 
holders and methods of manufacture were controlled. 
For the last fourteen years, therefore, surgeons have had 
increasing confidence in the sterility of their suture 
materials, but no agreed standards were ever laid down 
for the diameter of any gauge catgut nor for the minimum 
tensile strength required. A monograph in the Sixth 
Supplement to the British Pharmaceutical Codex now 
establishes a system of gauging and minimum standards 
for tensile strength, so that in future different batches of 
catgut of any one BPC gauge will have the same diameter 
and approximately the same tensile strength even if 
made by different firms. The gauging ranges in 14 


stages from 7/0 catgut with a minimum diameter of- 


0-025 mm. to No. 7 gauge, the minimum diameter of 
which is 1-105 mm. ; methods for measuring this diameter 
are laid down so that uniformity should be assured.. 
The minimum tensile strengths on a straight pull have 
been established at 0-25 lb. for the 7/0 gauge to 35 Ib. 
for No. 7. Few surgeons will need the smallest or 
largest gauges, and greater subdivision might have been 
advisable in the intermediate diameters which include 
most of the sizes used in general surgery—for example, 
the new BPC gauge 3/0 includes catguts with diameters 
_of Standard Wire Gauge numbers 28, 29 and,30, which 
in the past some manufacturers have issued separately. 
The supplement does not follow the United States 
Pharmacopeia’s example in laying down different 
standards of tensile strength for boilable and non- 
boilable catgut; the BPC standards correspond with 
the USP ones for non-boilable catgut. These terms 
refer merely to. the methods which can be used fer 
sterilising the outside of the glass tubes in which the 
catgut is packed. A boilable catgut is one which has 
been freed from water and stored in a water-free fluid, 


such as toluol. Such a suture in its container may 
be boiled or autoclaved without affecting its tensile 
strength. If the containing fluid includes even a small 
proportion of water the combination of heat and moisture 
will convert some of the collagen of the suture into 


gelatin and the tensile strength will be considerably | 


reduced. The container of a non-boilable suture must 
therefore be sterilised with a suitable antiseptic and not 
by heat. The advantage of a boilable suture lies in the 
fact that a surgeon can have his ligatures boiled up with 
his instruments, but such catgut is very stiff and brittle 
when first removed from the tube and must be moistened 
either in 70% spirit for 2-3 minutes or in saline for 10 
seconds before it can be used, and this softening process 
must not be unduly prolonged or the tensile strength 


will again be impaired. Most surgeons prefer non-' 


boilable catgut because it can be used immediately it is 


removed from the tube. Boilable catgut sterilised by | 
heat is likely to have a lower tensile strength than non- - 


boilable chemically sterilised catgut of the same gauge, 
although the best manufacturing firms keep up an 
excellent standard for the boilable variety. 


KARL. BONHOEFFER 


Prof. Bonhoeffer, who died last autumn at the age of 
75, was for many years a leading figure in German 
psychiatry. From 1912 onwards he held the professorial 
chair at Berlin University, and until his retirement a 


few years ago he was head of the neuropsychiatric clinic — 


founded by Griesinger in the Charité Hospital. He 
began as a pupil of Wernicke, who in a brief comet-like 


career built a system of psychiatry on the basis of . | 


cerebral neurology. Bonhoeffer -did not believe in 
systems, but like his teacher he remained a life-long 
advocate of the association of psychiatry and neurology. 
His first original work was a monograph on the mental 
state in delirium tremens—a classic of descriptive 
analysis.. As psychiatrist to the Breslau prison he 
became interested in the psychology of petty: criminals, 

tramps and prostitutes, thus opening a new field of 
studies on the social importance of borderline cases and 

psychopathic personalities. Best known among his 

many contributions to clinical psychiatry and neurology 
are his books on the psychoses accompanying infections 

and intoxications. He established what he called the 

“ exogenous reaction type” as a clinical syndrome 

common to these psychoses, whatever the kind of infec- 

tion or the toxic agent. He edited the psychiatric part 

of the German history of the last war, and himself wrote - 
its most important chapters. 

As editor of the Monatsschrift fiir Psychiatrie und 
Neurologie Bonhoeffer was well served by his critical 
mind, and even after the Nazis’ arrival he tried to keep 
up the high.standard of German psychiatry—but in 
vain. The Monatsschrift emigrated to Switzerland, and 
his attempts to protect his non-Aryan pupils from perse- 
cution miscarried. A refined and cultured personality, 
quiet and studious, he was a popular teacher and much 


in demand as a consultant. 


SULPHONAMIDES’ AND THE PERIPHERAL NERVES 


EXpPosING the peripheral nerves to sulphonamide 
drugs in high local concentration is now agreed to be 
dangerous.! Sulphonamide powders- provoke a non- 
specific foreign-body reaction at the site of their local 
application ; the intensity of the reaction ‘varies in- 
versely with the solubility of the drug, for the less 
soluble it is the longer it will persist in the wound area. 
To eliminate this non-specific reaction, . Holmes and 
Medawar? applied sulphanilamide powder to the 
exposed but otherwise intact sciatic nerve of the. rabbit. 
In high dosage—that is to say, when diffusing through 
1. Army Ded. Dep. Bull. 1943, No. 19, p. 11. See'Bull. War Med. 
` 1943, 3, 499. 

2. Holmes, W. and Medawar, P. B. Lancet, 1942, ti, 334. 
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the epineurium in all-but-saturated solution for a 
sufficient length of time—sulphanilamide causes physio- 
logical interruption of the nerve and wallerian degenera- 
tion. Only the highest doses produced this effect : 
as much as 1 g. could be packed into the thigh space 
without causing interruption. In lower doses still— 
0:25-0-5 g. packed into the thigh space of the cat— 
Hammond, Nonidez and Hinsey ê find that the patho- 
logical changes are confined to the foreign-body reaction. 
Only in the immediate neighbourhood of the drug did 
they: observe the cellular degeneration which Holmes 
and Medawar found within the nerve itself. Evidently 
the dangers of local powder therapy should not be over- 
emphasised, though they do exist; as Hammond and 
his colleagues ‘say, ‘“‘ the dose used should not exceed 
that needed to ensure antisepsis.’’ Their investigations 
led them to some unusual conclusions about the nature 
of nerve regeneration after interruption and suture. 
-It is the Schwann cells from the central stump alone, 
they believe, which invest the outgrowing axons; and 
the new fibres commonly pass between, and not into, 
the endoneurial tubes of the old. Since these con- 
clusions are contrary to the teaching of Cajal (which has 
recently been confirmed and amplified in investigations 
on a larger scale than their own ‘) they should, for the 
present, be accepted with reserve. 


BUILDINGS MUST BREATHE 


BUILDINGS for human occupation are acquiring more 
and more complex. nervous and circulatory systems. 
Telephones internal and external, wireless, electricity 
. for all household purposes, and a maze of pipes for water, 
gas, vacuum-cleaning and drainage give the building a 
vitality and adaptability which recalls the living organism. 
It is a strange anomaly that these developments have 
been attended during the last twenty years by atrophy 
and degeneration of the respiratory system of the 
house and fiat.. That has been the effect of abolishing 
the chimney—the unknown benefactor who invented 
the chimney probably never realised that he also 
. bequeathed to the world the simplest and most efficient 
agent for the ventilation of dwellings. The flueless 
room is a modern development and has been made 
possible by the fact that rooms can now be heated 
without the production of offensive smoke. The 
elimination of the chimney has the advantage of lowering 
the cost of building, but the question arises whether this 
economy ‘has been effected at the cost of health, vitality 
and working efficiency. The Industrial Health Research 
Board began in 1937 to look into the question, with the 
help of ‘the London School of Hygiene. Bedford, 
Warner and Chrenko,’ in a study of natural ventilation, 
compared the rate of air-change in. flueless rooms and 
in rooms with: fireplaces. Their method was to liberate 
coal-gas in the room and then to measure with a katharo- 
meter. the rate of fall in concentration as the gas was 
removed by ventilation. Their findings deserve the 
attention of all health and housing authorities. In 
flats built in 1936, if doors and windows were shut and 


any flue or grating sealed, the rate of air-change was ` 


less than 1 change per hour in three- quarters ‘of the 
rooms examined, and was under 0-4 change in 15% of 
rooms. In a 1939 block of flats the average rate was 
only 0-4 per hour, and with no single observation over 1. 
Thus the RCP committee which inquired into domestic 
heating by gas in 1936 overestimated the ventilation in 
flueless rooms when it said that an dir-change of more 
than 1 per hour is common, Air gratings, which are 
usually small, have little effect. In one block of flats 
the change was 0°55 per hour with the gratings shut and 


3. Hammond, W.S., Par ha J. F. and Hinsey, J. C. Arch. Neurol. 
Psychiat. 1943, 9. 
4. Holmes, W. and Soana g, J. Z. J. Anat, 1942, 77, 63. Young, 
Physiol. Rev. 1942, 22, 318. 
5. Bedford, T., Warner, C. G. and Chrenko, F. A. J. R. Inst. Brit. 
Arch. ‘November, 1943. ~ 
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only 0-83 per hour with them open. In another bloc 
the corresponding rates were 0:71 and 1-04. Even thi 
last figure scarcely spells good ventilation. An ordinar 
chimney proved a valuable ventilator although ther 
was no fire at its base. The rooms tested in Londo: 
flats had 9 x 9 in. flues. The average rate of chang 

with the flue open was 2-06 per hour, as against 0-72 wit! 
it shut. As wind-speed increased from 7 to 72 mpi 
the average change-rate rose from 1-82 to 3-53. Bedw 
tion in the size of the flue reduced its ventilating; power 
With a fine 4 in. in diameter, intended for a gas fire, th 
rate of air-change rose only 40% when it was opened 
Thus if a small air-duct, such as can be cheaply con. 
structed within the thickness of internal walls, is t 
take the place of the expensive chimney as a ventilato: 
it must be fitted with an extraction fan. In roonas wher 
people work or sleep a rate of air-change of over 1 pe 


. hour is essential for health and comfort, and 2 per how 


is ‘preferable. With the evidence now available it seem 
that flueless rooms not provided with air-ducts reaching 
to the level of theroof should beforbidden bythe buildinz 
by-laws. The LCC by-laws require any occupied room 
not supplied with a ventilation system to have a flu: 
or other aperture at least 50 sq. in. in cross-section 
communicating with the outside air, or one of 100 sq. in 
communicating with a lobby or corridor. But a@ mer 
opening into the outside air, still less one into a corridor, 
has been shown by Bedford and his colleagues to be no 
substitute for a chimney or air-duct leading to the roof. 
And if chimneys exist, they must not be obstructed br 
gas or electric fires if they are to be effective ventilators 
when the fire is not lighted. Even an open window is 
a much better ventilator if the room has an efficient flue 
as well. These points are especially important in the 
design of rooms which are to be occupied day and night, 
in nursing-homes and private hospital blocks. 


RESEARCH ON HEARING AND DEAFNESS 


AN otological research unit has been established at 
the National Hospital for Nervous Diseases, “Queen 
Square, London, which is to be jointly maintained by 
the Medical Research Council and the hospital, Dr. 
C. S. Hallpike, a whole-time member of the council's 
scientific staff, and aural physician to the hospital. 
has been appointed director. 

The council have also appointed three new committees 
to advise and assist them in promoting research into 
problems of deafness. These will deal with the folowing — 
divisions of the subject : 

Medical and surgical problems of the causation, prevention 
and treatment of deafness (chairman : Prof. Henry Cohen, mp, 
University of Liverpool) ; 

Electro-acoustical problems relating to the design and 
application of instruments used in the investigation and 
alleviation of deafness (chairman: Mr. W. G. Radley, Post 
Office research station) ; and 

Problems relating to the: educational treatment of deafness 
in children and adults (chairman: Prof. F. C. Bartlett, FRS, 
University of Cambridge). 


Lord SNELL, deputy leader of the House of Lords, who 
died on April 21, at the age of 79, was the son of an 


agricultural labourer. He began to earn his living when 
he was 8, and his study of economics in its first acs ademic 
school followed various employments—as servant, 
potman, ferryman and clerk—which gave him the out. 
look désired, but so difficult of attainment, by the new 
social medicine. He entered politics and Parliament, 


and as chairman of the LCC from 1934 to 1938 looked at 
London institutions steadily and saw them whole, He 
had no bias against the voluntary hospital system—but 
he wanted the. Londoner to regard the territorial hospital 
of St. Giles or St. Francis as his own and feel for it the 
same affection as he felt for his own heme and strip of 
garden. 


E LANCET] 


N 


Reconstruction ra 
THE LABORATORY TECHNICIAN 


N outstanding feature of medicine in the past 50 years 
been.ithe emergence of the laboratory. Everyone 


’ agrees that a laboratory is as essential a part of an . 


ve hospital as is an operating-theatre or an X-ray 
it. Im the laboratory the technician constitutes 
motive force, and the medical laboratory technician 
7 occupies.a key position in the medical service in 
eral and the hospital service in particular. The pro- 
on. of sufficient trained technical staff to meet future 
ds is therefore a matter of no small importance both for 
national medical service of these islands and for the 
onial and other services dependent upon it. This raises 
stions of status, remuneration and of training, all of 
ich have lately been reviewed in a memorandum 
pared for the Association of Scientific Workers.* 
3roadly speaking, the status of the technician will be 


ermined by the part he plays in the life of his labora- ` 


y, and this will depend largely on his training. Train- 
; therefore demands first: consideration. 


a APPRENTICESHIP 


There are many types of medical laboratories, but with 
pansion. of hospital services the hospital. laboratories 
l no doubt employ the large majority of medical 
oratory personnel. The work of all laboratories 
sociated with medicine constitutes a series of variations 
a common theme, and the workers in such laboratories 
e Officiants of a common mystery. It therefore seems 
oper that any scheme of training for them should be 
ilt round hospital laboratories. 

Outlines of this training were sketched. many years 
ro by the Pathological and Bacteriological Laboratory 
ssistants Association and have been elaborated by its 
iccessor the Institute of Medical Laboratory Techno- 
gists. Ite aim is to establish such standards of 
ficiency as may later make it possible to set up a 
ational - register of laboratory technicians, which 
ideed might become a register for the whole Empire. 
etails of the training are still being debated. — 


It used to be the custom for the technician to begin 


is apprenticeship as a bottle-washer, as which he 
emained until an opportune vacancy occurred. It is 
ow recognised, however, that the cleaning of glassware 
3 best done by staff engaged for the purpose, and that 
he apprentice should spend on it only that minimum of 
ime required to acquaint himself with this necessary 
echnique. The apprentice technician of the future 
hould enter the laboratory prepared to participate at 
mce in its activities and to learn his craft from the start. 
"o be thus prepared he must have had previous training. 
This should be acquired at his secondary or high school 
md must embrace a reasonable grounding’ in mathe- 
natics, English, physics, chemistry and biology. 
During the first two years of his training he will require 
© continue the study of these subjects. Suitable facilities 
are unlikely to be available except in towns possessing 
polytechics, technical. schools or similar institutions, 
and this means that the preliminary stage of training 
must ordinarily be taken in laboratories in such towns. 

In the past the technician in training has been expected 
to carry on his studies through night classes after working 
hours. ‘Many of those now occupying the most respon- 
sible and honoured positions among medical laboratory 
technicians trained themselves by this hard route, but 
it is followed only by people of keen and tenacious 
character. To attract the more ordinary youth, and 
as a matter of common fairness, the future trainee should 
be allowed time off for his studies ; where facilities offer 
he should be permitted to attend classes during the day ; 
where they are available only at night he should be 
allowed’ equivalent free time during the day, both for 
study and recreation. : 

At the end of his first two years the apprentice would 
be examined by some such body as the Institute of Medical 
Laboratory Technologists to ascertain his fitness to proceed 
with his career. The examination, it is suggested, 
should approximate to matriculation standard. Having 
passed this test he would enter fully upon his technical 


1, Obtainable from the secretary at Hanover House, High Holborn 
London, W.0.1. . , 
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training. Its nature would vary according to the bent 
of the individual and the sort of laboratory in which he 
was employed. Roughly speaking, medical laboratory 
work falls into the main groups of (1) morbid anatomy 
and histology (in which hematology may or may not 
be included), (2) bacteriology, and (3) biochemistry. The- 
institute already grants certificates in these subjects. 

Training in the technique of the special branches would 
have to be gained in departments engaged in their 
practice. It could best and most readily be given in 
university departments, and this would place technicians 
on their staffs at something of an advantage. But this 
stage of the training should by no means be limited to 
university departments ; even today a number of non- 
teaching hospitals have laboratories suited to this part 
of the training of the technician, and their number is 
likely to rise. | 

Like the journeyman, the technician at this stage 
might with. advantage seek experience in more than one 
laboratory. He would gain by attending lectures up to 
the standard given to medical students in pathology 
and its allied sciences ; but whether attendance at stich 
lectures should actually be imposed is a moot point. 
The value of the systematic lecture varies both according 
to the ability of the lecturer and the receptivity of the 
hearer, and to insist upon the attendance at: lectures 
‘would confine trainees to centres with a university or 
polytechnic. This would exclude as training gréunds 
many laboratories which by reason of their activities 
and the personality of their staffs would otherwise be 
appropriate. : 3 

The work of the laboratory technician is essentially 
practical. It is needful that he should know what it is 
all about, but this knowledge is sometimes acquired 
better by personal instruction, assisted by reading, than 
by listening to lectures. —_ 

PROSPECTS | . 

The career of a medical laboratory technician is attrac- 
tive to many scientifically minded young people, and 
given favourable opportunities there will be no shortage 
of aspirants. The laboratory technician is now so 
essential a ministrant in the service of medicine that 
obstacles should be cleared from the path of those wishing 
to use their talents in this way. Wage scales must be so 


: adapted that from the time of acceptance the apprentice. 


will command a rate of pay comparable to that of his 


coevals in commerce and industry, and the pay must 


increase with proficiency and seniority. Financial aid 
will be needed for those whom training compels to live 
away from their homes; and grants for this purpose 
might wel] be: made by arrangement between the 
Ministries of Health and Education. 


YOUTH AT THE MACHINE. 
Tx change from elementary school to factory—from a 28 


‘to a 48-hour week, from three months’ holiday to a fortnight 


in the year, from. variety of interest to monotony—is a heavy 
tax on the young worker, made heavier for many by loss of a 
good midday dinner, taken at school. The Empire Tea- 
Bureau, of Regent House, Kingsway, W.C.2, has compiled . 
a pleasantly illustrated sixpenny pamphlet called Feeding the 
Young Worker, setting out the part the works canteen can 
play in helping young people to make the necessary adjust- 
ments. Reduced prices, man-size helpings and pleasant 
surroundings in which to take meals all help to attract them 
to the canteens. The nutritional needs of adolescents are 
greater than those of most adults, which means that some of 
the cost of food for the young people may have to be met from 
the canteen returns as a whole. At one canteen, feeding 40 
juveniles who pay 5d. each for a meal, this daily subsidy 
amounts to 12s. 6d. The young people should ‘not be segre- 


.gated from their elders at meals ; they dislike the supposed 


slight, and are apt to be too exuberant and rowdy if left to 
themselves. When dispersed about the ordinary canteen 
they are steadier. Snacks with special food value, taken 
at morning and afternoon breaks, can help to complete a- 
balanced diet. The pamphlet gives diagrams of calorie and 


protein requirements, and notes the obstacles to be overcome 


when food habits are fixed, and the value of getting into touch 
with the parents, who once they realise that the canteen 
stands for extra rations are glad to encourage their sons and 
daughters to use it. Works managers and canteen super- 
visors could hardly spend sixpence to better advantage. 


/ 
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a Special Articles 


PROBLEMS OF HEALTH IN EUROPE 


No man is an island, entire of itself, every man is a piece of 
the Continent, a part of the main. Ifaclod be washed away 
by the sea, Europe is the less, as well as if a promontory were, 
as well as if‘a manor of thy friend’s or thine own were: any 
man’s death diminishes me because I am involved in man- 
kind ; and therefore never send to know for whom the bell 
tolls ; it tolls for theo.—JOHN DONNE. 


SPEAKING to the London Associaton of the Medical 
Women’s Federation on April 18 Dr. NEVILLE Goop- 
MAN, deputy director of health in the London Office of 
UNRRA, gave what facts are known of the present 
medical state of Europe, and discussed risks and dangers 
of the liberation period, and plans now being made for 
relieving hardship and want. 

Malnutrition is of course increasing ; many months ago 
it was estimated that 100 million people needed more 


! 
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food than they are getting, and since then numbers must . 


have risen. The food-supply in different countries 
varies with the possibilities of importing stores, the ratio 
of urban to rural population, and the value of the country 
to the Reich. There is, moreover, disproportion between 
classes of people; sustenance now depends on the 
contribution a man can make to the German war effort. 
For a Polish Jew the allowance of food is said to be 400 
calories a day; and since the Jews are herded into 
ghettos they have little chance of supplementing their 
diet by growing vegetables. 


THE SIGNS OF STARVATION 


In this country we are unfamiliar with the signs of 
extreme malnutrition. Dr. Goodman quoted a descrip- 
tion by a doctor from one of the allied countries. Hun- 
ger, this observer says, is not felt until the inadequate 
diet has lasted 4—6 weeks; but this phase gives way, after 
a few months, to weakness and when this stage is reached 
hunger is only felt for a few minutes at a timc, after 
finishing a mea]. Loss of weight, and particularly of 
fat, leaves the muscle contours standing out. The 
intergluteal fissure gapes—a noteworthy sign— nd the 
skin becomes thin and flaky, especially on the buttocks, 


so that this region should be examined early for evidence 
Abscesses develop readily. @Œ@dema may ` 


of starvation. 
give a false appearance of fatness; thus the faces of 
children look pale and doughy, whereas after feeding 
for a few days they become lean and rosy. Watery 
diarrhoea, a dry tongue and dyspepsia are common ; 
the teeth decay. Potency is diminished and menstrua- 
tion repressed. Nervous and mental symptoms may 
develop. Memory becomes defective: thus seasoned 
chess players find the game too much for them and take 
to the simplest card games. A state of mental torpor 
grows in which the only interest is in food. People are 
‘liable to fall dead suddenly -at work, the precipitating 
causes being diarrhoea and heart-failure. 

When it comes to treatment, patients fall into three 
groups. The early cases respond to 2 or 3 months of 
good feeding; they should not be given too much fat 
to start with or diarrhoea will develop.. The next group 
will need feeding up in hospitals or special camps before 
they.can join group 1. In the most serious cases the 
prognosis is in any case doubtful, and all of them will need 
a long period of hospital care if they are to survive. 

Protein deficiency gives rise’ to famine cedema; lack 
of vitamins gives rise to the expected symptoms, and 
encourages skin diseases; dysenteries are common ; 
anemia favours sepsis. The birth of a child becomes a 
remarkable event, and in France severe measures have 
already been taken against abortionists. 

When war ceases things will be worse for a time. 
Vast numbers of ‘“‘ displaced persons,” as the phrase 
goes, will try to return home and must be fed at nodal 
points, like railway junctions, where they will collect 
seeking transport. Smallholders who get back to their 
farms from conscript work in Germany may find all 
their beasts and tools gone, so that for a time they too 
will need feeding. These are primarily problems of 
distribution, and of distribution of food. Dr. Goodman 
had little sympathy with the idea of sending vitamin 
pellets ; the people will want and need meat, milk and 
bread. Fortunately experience has shown that there 
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are no serious late physical results of long starvation: 
the young Germans now fighting us are the generation 
who want short in infancy. 
ENDEMIC AND EPIDEMIC DISEASES _ 
Disease must be expected, and the behaviour of 


. typhus and malaria in Europe and the Near Bast is 


being watched as Bley as conditions allow. Ther 
were three areas where typhus was endemic before the 
war: . > 


1, From the Baltic, through eastern Poland, 
Bulgaria and Turkey -to eastern Morocco. 

2. In southern Spain. 

3. In western Wire (a few cases yearly). 


. In Eastern Europe typhus, though endemic, was 
hardly epidemic. A few hundred cases appeared every 


Rumania. 


winter, and there were small summer epidemics spread 
by wandering tinkers and gipsies. Since the war typhus 
has spread west across Hungary and recently two or 
three. cases have been reported as far west as Holland. 
Small numbers of cases have been distributed evenly 
over the Reich, mostly among prisoners of war and 


imported labourers. There have been comparatively few 
cases among Germans. Outbreaks have also been reported 
in northern Jugoslavia, and in Greece round Athens. 
Scattered cases in the south of France have evidently 
been imported from North Africa and an epidemic round 
Naples. derives from the same source. The yearly 
numbers in Spain have not changed much. , 

Dr. Goodman mentioned two unexplained observa- 
tions on typhus. In the last war both sides were lousy 
and living under conditions appropriate for epidemic 
spread, yet there was no typhus epidemic ; and though. 
during the Spanish civil war, Franco brought his troops 
over into Spain from North -Africa into conditions 
favourable for an epidemic, no typhus broke out until 
2 years after the war had finished. Dr. Goodman 
suggests that prolonged undernourishment. is a 
factor, in addition to the infected louse. After the 
1914-18 war typhus killed 2}3 million people in 
Russia, 135,000 in Serbia and several hundred thousand 
in Rumania. Nowadays we have an antityphus vaccine 
and improved louse-repellent powders to help us com- 
bat the disease. - 

Malaria may also spread to new regions. Before the 
war the endemic area stretched from the Baltic acros 
the Balkans to both shores of the Mediterranean. No 
serious epidemics have yet been reported, but anopheles 
are found in every country in Europe including our own. 
and after the war clean areas may be infected and new 
strains of the parasite, to which the populace is not 
resistant, may possibly invade existing endemic areas. 
Men returning to their homes may carry the infection: 
and itis estimated that exclusive of prisoners of war some 
22 million people are in their wrong countries at ‘present. 
The farmer with malaria is handicapped: his fever is 
worst: in the spring and hinders his spring ploughing 
and sowing. A poor harvest, means underfeeding in 
the winter, with a worse attack of malaria in the spring: 
and so it goes on. The circle can only be broken’ by 
curing him or feeding him or both. . . 

The enteric fevers are not likely to be serious except 
where there is water shortage. Dr. Goodman mentioned 
the people of Naples who were driven to getting water 
from the sewers. He warned the meeting of the con- 
fusion likely to arise between ‘“‘ typhus ” and “‘ typhoid’ 
through the continental custom of calling everything 
“ typhus ” and adding a qualifying word. Before as- 
suming that a report of typhus is authentic it.is neces- 
sary to know the context in which the word is used. 

Scarlet fever and diphtheria epidemics in Europe art 
now dying down. Epidemic jaundice. has been much 
more widespread there than here. Severe influenza 
need not be anticipated: the 1918 epidemic is not now 
thought to have been a waft disease—its appearance then 
was accidental. Plague and cholera may be spread by 
ships, planes or Mohammedans making the Mecca 
pilgrimage, but any outbreaks would probably be quickly 
controlled. | | 

Tuberculosis and venereal disease are war diseases 
Tuberculosis has increased seriously, particularly 1" 
France, Belgium, Greece and Jugoslavia, and is affecting 
the younger age-groups, often with the old-fashioned 
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alloping ” type of infection. The Germans have 
ssibly been “ playing down ” infectivity in their search 
- Man power: that is, they have probably been as- 
ting that contact. with open cases does not increase 
> risks of infection. So some re-education may 
meeded after the war. l 


- ORGANISATION 


The shortage of doctors in Europe will not be relieved 
r peace, because fewer students are being trained there. 
ursing and the paramedical services will also be 
pleted. There will be shortage of some drugs, of 
struments, clothing, bedding and. soap. After the 
st war delays led to many avoidable deaths. The 
yluntary. agencies, hard though they worked, were 
ncoGrdinated and inadequate to cover the field. 
“After this war the problem will be too great for 
oluntary agencies to tackle alone ; and the much closer 
‘overnment control. of shipping and supplies makes a 
entral organising body desirable. Dr. Goodman re- 
iewed the development of plans since the Interallied 
Post-War Relief Committee (the Leith-Ross committee) 
vas set up in 1941. On it, all the Allies and Dominions 
vere represented by doctors, and expert committees 
vere appointed to advise them. Liaison with voluntary 
odies was maintained through the Council of British 
Societies for Relief Abroad. Problems of supply— 
sntailing estimates, orders, manufacture and storage— 
vere tackled first. l ‘ 

Of the 135 million inhabitants of Europe 50 million are 
astimated to be medically destitute. 
essential drugs and vaccines were found to tally well 
with those drawn up in America. Stores had to be 
classed .as consumable and non-consumable, and plans 
made for percentage replacements. During the military 
period, while fighting is still going on, the Army will 
handle relief. In the second phase the civilian relief 
organisation will take over. Urgency will be greatest 
in the military period, when shipping is most scanty. 

- Stores have been packed in units for the relief of 
100,000 persons. Distribution of drugs has been con- 
sidered in relation to need: thus quinine and mepacrine 
supplies will be sent only to places where there is likely 
to be malaria. 
pooled. Personnel, it is thought, will be provided at all 
events in part by the countries themselves. 

All this preliminary work had been done before 
UNRRA was formed, last November; it is the basis of 
the relief work which the new body is to undertake. 
-UNRRA will operate in any country only at the request 
of the military authorities or of the re-established civil 
government. It will sponsor international agreements 
about quarantine. The director of health for the whole 
of the UNRRA is Dr. J. A. CRABTREE, of Washington, 
who has a medical staff and a technical committee: to 
help him. The regional organisations will have regional 
health directors and committees and it is essential that the 
doctors appointed should actually represent the countries 
for which they stand. One of the weaknesses of the 
League of Nations health committee was that the 
doctors on it were not always delegates sent by their 
countries; their opinions therefore lacked weight when 
it came to action. The director of health-for Europe is- 
Dr. ANDREW TOPPING. A skeleton organisation for the 
Far East is already being established at Washington. 


In reply to questions Dr. Goodman said that the first 
need in personnel would be a few good medical adminis- 
trators, who would be handpicked. Later, doctors can 
be sent as they are needed. Those who wish to help 

_ and expect to be free may fill in a form obtainable from 

` UNRRA which will serve as a record of their qualifica- 
tions and experience. There will be no special age-limit, 
though people must be selected for different types of 
work. The death-rate from typhus, for example, is 
much higher among people over thirty, and work 
among typhus cases is thus unsuitable for the older age- 
groups. . 

A speaker from the Netherlands mentioned the other 
factors which will need the attention of planners— 
clothing, housing and hospital accommodation. He 
poinféd out that whereas in England it is immoral to 
buy from the black market, in Holland at present it is 
laudable because it leaves Jess for the Germans. 


MEDICINE AND THE LAW — 


Lists made of — 


Information about epidemics will be ` 


the disease was not one 0 
diseases, said the judges, there must be proof that the 


s 
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- MEDICINE AND THE LAW — 
Unsuccessful Claim against Surgeon 


OMISSION to have recourse to X-ray examination will 
always be a damaging element when a practitioner is 
sued for negligence in cases of undetected fracture. One 
‘American court indeed has ruled that the use of radio- 
graphy as an aid to diagnosis is now so much a matter 
of common knowledge that, even without evidence, 
‘judicial notice will be taken of this scientific advance. 
Failure to use X-ray photography, however, is not 
ipso facto negligence. Each case turns upon its own 
facts, as was proved once more in the King’s Bench , 
courts last month in Gure v. Morris. Mrs. Gure, aged 
79, had a fall in a Leicester hotel and was injured. She 
broke her left arm and also sustained a fracture of the 
neck of the left femur. She was attended by Mr. 
Leslie Morris, FRCS, and, while she had no complaint 
of his treatment of her arm, she said he was negligent 


in his failure to diagnose the fracture of the femur. . 


Her case was that, though she was suffering pain (as the 
defendant surgeon knew) in her hips and leg, it was not 
until 20 days after her accident that, on the insistence 
of her son, an X-ray examination was made. She 
claimed damages from, Mr. Morris. Her son, Mr. 
Desmond Gure, a dental surgeon, also claimed expenses 
to which he alleged he had been put as a consequence 
of the delay in diagnosis. a «niet e 

Mr. Morris denied negligence. Giving evidence, he - 
said he was more anxious at the time over the patient’s 
general condition than over an X-ray examination of 
her hip. She was complaining of pains everywhere. 
Mr. Justice Charles dismissed-the action with costs. - 
‘There was, he said, no negligence whatever in the treat- 
ment of Mrs. Gure. She was a sick old lady and, . 
despite her age, had completely recovered. Mr. Morris, 
said the judge, was a surgeon of the highest distinction 
and had combined with the physician who attended the 
patient in doing the very best for her. The plaintiffs 
had to prove that the delay in obtaining a radiogram 
had retarded her recoyery:; they had altogether failed 
to prove this, and judgment must bé given for Mr. Morris. | 


Scarlet Fever and ‘Workmen’s Compensation 
The recent case of Barker v. Rotherham Corporation, — 


radi 


briefly reported in the Solicitors’ Journal of March 25, _ 


indicates the kind of obstacle to the recovery of work- 
men’s compensation which any statutory reorganisation 
of our social services ought to remove. A woman works - 
as a laundress at an isolation hospital; she has, among 
other duties, to enter the scarlet-fever ward and sort 
the soiled linen. She contracts scarlet fever and sues 


, the respondent corporation on the, ground that this is 


injury by accident arising out of and in the course of 


her employment within: the scope of the Workmen’s 


Compensation Act. The corporation contests the claim 
and says there were many scarlet-fever cases in the 


' borough outside the hospital; the applicant could have 


contracted the disease apart from her work at ‘the 
hospital. The county-court judge finds that there is no 
evidence to connect the disease with the.cccasions on which 
the laundress was exposed to infection at the hospital. 
This may have been a sound conclusion upon the 
particular facts, but such cases are more nails in the 
coffin of those historic words ‘ arising out of and in the 
course of the-employment.’’ In Martin v. Manchester 


-Corporation (1912) the words were fatal to the claim of 


a porter employed: at a scarlet-fever hospital, who, 
among other duties, had to clean out the mortuary. 
The county-court judge found as a fact that Martin 
contracted scarlet fever in cleaning out the mortuary 
and contracted it nowhere else; he awarded compen- ° 
sation under the act for an injury arising by accident ' 
arising out of and in the course of the employment, but 


was reversed by the Court of Appeal on the ground that 


there was no evidence to support that conclusion. If 
the scheduled industrial 


“ accident ” of contracting. it occurred at a particular 


time and place. As had been said in 1910 in Eke v. 
Hart-Dyke (a case of alleged sewer-gas), proof of the 
item, day, circumstances and place must establish the 
contracting of the disease as a definite event. Mr. 
Eke was a gardener and caretaker who had been ordered 


' d + 
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to find and open some cesspools near an: unoccupied 
house before a new ‘tenant came in. So also in 1908, 
in Broderick v: LCC, where the’ applicant suffered from 
sewer-gas inhaled, as he said, in the course of his daily 
duties in the sewers. : | 

= * The case of Martin v. Manchester Corporation is not 
regarded by lawyers as the most solid of authorities. 
If in the recent Rotherham case the court had been able 
to find as a fact that the claimant contracted scarlet 
fever in respondents’ hospital between specified dates, 
it may well be that an award under the Workmen’s 
Compensation Act would stand. Recent trends suggest 
. that there is no reason why it should not; if there be 
reason to the contrary, the statute seems ripe for 
alteration. Its much disputed formula, costing so many 
thousands of pounds to apply and interpret, is arbitrary 
and belongs to the age when an employer’s liability, 
imposed upon him without any proof of breach of duty 
on his part towards his employee, was a social experi- 
ment requiring vigilant control. | 


j Divorce for Insanity 


The difference between English and Scottish law in 
respect of divorce for insanity was noted łately in this 
- column (April 8,' p. 480) after the recent decision in 
Safford v. Safford. The solicitors for the petitioner 
(Messrs. Shackles, Dunkerly and Barker, of Hull) have 
written to qualify the following sentence in our note: 
‘ Thus, if petitioning in a Scottish court, Mrs. Safford 
need only have shown the continuous operation of the 
reception order for the previous five years and could 
not have been defeated by the fact that her husband was 
` allowed to be absent (during those years) for any period 
on trial.” The judgment in Shipman v. Shipman, our 
correspondents courteously point out, referred to the 
proviso to section 6 of the Lunacy Acts (Scotland) 
Amendment Act 1866, whereby any temporary absence 
from the mental hospital. if exceeding 28 days, auto- 
matically terminates the reception order. The second 
of the two periods of leave enjoyed by the patient in 
the Safford case exceeded 28 days; Mrs. Safford there- 
fore could not have succeeded in the Scottish courts 
because she could not have proved the necessary con- 
tinuity of the reception’ order. The decision against 
. Mrs. Safford, we understand, is to be reviewed by the 
Court of Appeal; there may therefore be a further 
opportunity to discuss the position. 


CANADA 


~ & NEW CAMPAIGN AGAINST VD | 

THE question of venereal disease in Canada is im- 
pinging on the public conscience and setting up some 
definite reactions. The, Minister of Pensions and 
National Health called a convention to Ottawa last 
December, at which representatives of the Canadian 
Army overseas, the armed forces in Canada, the federal 
and provincial departments of health, university depart- 
ments and preventive medicine, the National Research 
Council, the Canadian Medical Association and the 
Health League of Canada met with representatives of 
the Navy, Army, Air Force, Ministry of Health, and 
Medical Research Council of Great Britain and of the 
Army, Navy, Ait Corps, Public Health Service, National 
Research Council and American Social Hygiene Council 
of the United States. - | 

The contributions made by distinguished guests from 
Great Britain and the United States were greatly 
appreciated and as a result of the convention a pro- 
gramme for national: venereal disease control was drawn 
up with the ultimate object- of eradicating syphilis and 
gonorrhcea. The forees to be mobilised are divided 
into health, welfare, legal, and moral sectors each with 
-its own personnel and method of attack. The health 
sector plan includes. health education by lectures, 
pamphlets and motion pictures, medical care and free 
treatment of victims of venereal disease, premarital 
and prenatal blood tests, and contact investigation. 
Treatment of these diseases by other than qualified 
physicians is to be made illegal. . 

This, of course, is a programme for a campaign ; it 
will be altered or modified‘ as people come to realise 
that . venereal disease, like tuberculosis, has strong 
defences. A long series of campaigns must be under- 


\ 


taken before’ the objective is achieved. The Minister 


of Health and Public Welfare, addressing the Conserva- 
tive Business Men’s Club in Toronto on Jan. 25, said that. - 


venereal disease had become the greatest public health 
problem of Ontario. Some 50,000 cases have - been 
reported since the war began, and reported cases in 
1943 exceeded those of 1942 by 1000 making 13,000 for 
1943. Of these 7000 were syphilis and more than half 
of these had developed since the war began and 600 of 
them had cerebrospinal involvement. ‘There are prob- 
ably as many more unreported or undiagnosed. ' 


ANESTHETIC DEATHS 


-Last fall the public press of Ontario began to - treat 
deaths under anzsthesia as events worthy of headlines. 
The occurrence of several within a short period. Ied to the 
impression that something was very wrong and needed 
correction. The chief coroner and the Minister of Health 
reported the matter to the College of Physicians and 
Surgeons of Ontario, and the college referred it to a 
special committee which met in March after the chairman 
and secretary had assembled the facts. The heads of 
departments of anesthesia from four teaching hospitals 
were invited to attend the afternoon session, and were 
closely questioned about the teaching of anzsthetics in 
the three medical schools of the province. One school 
taught the use of ether only; it contends that the 
mastery of intravenous or spinal methods requires 4 
period of postgraduate study, and that the same applies 
to inhalation of various gases. The other two schools 
confined the practical work of their students to admin- 
istering open ether, but demonstrated administration 
of intravenous and spinal ansesthetics and explained the 
use of nitrous oxide and cyclopropane and their admix- 
ture with oxygen in a machine. It was brought out that 
special courses in aneesthesia have not- been develaped for 
postgraduate students although some 35 men ‘from the 
Armed Forces have been given 4 months’ training in 3 
teaching hospital. `- ` : 


- The committee found that instruction in anæsthetics | 


given in the schools was as nearly adequate as possible. 
A student at graduation was not expected to be a com- 


petent surgeon: why should he be expected to bea / 


skilled anesthetist ? That was an answer to the 
suggestion that accidents were due to inadequate train- 
ing. It was also found that most of the fatalities 
occurred in hospitals provided with staff anzsthetists, 
and this was considered to be associated with the types 


of operation possible in such institutions. Many .would 


be of a character not attempted in smaller hospitals. 
In a case in one small hospital death followed an unduly 
long administration of ether. The patient was under 
operation for 3? hours. This seems to call for..the re- 
publishing of Wakley’s attack on Bransby-Cooper’s long 
operation in THe Lancet of March 29, 1828. The 
committee concluded that the anesthetist had failed 
only in not protesting against the removal of an unin- 
flamed appendix after more than 3 hours. had been spent 
in dealing with a tumour in the pelvis. i 

The deaths were few when compared with the number 
of anesthetics given, but the unusual is news, and since 
all cases of death in an operating-room are reported to 
the coroner, the newspapers could make the most of 
them. Autopsies are required on all victims of accidents 
caused by public carriers ; if a similar requirement were 
made in cases of death under an anesthetic the results 
might exonerate the anesthetist in-a proportion of the 
‘cases. The committee will report to the council of the 
‘college in April. ar vy as 

The medical department of the University of Montreal 
‘is now ftnctioning in the new buildings on the mountain.’ 


| 


The lecture-rooms have been so constructed that acou- — 


stics are perfect and windows can be blacked out. with 
opaque blinds for lantern demonstrations. The labora- 
tory facilities are complete with tubular lighting for 
‘microscopes and benches for a hundred students in the 
department of pathology. The Quebec equivalent of the 
Connaught: laboratories in Toronto is housed: in the 
medical building, and the manufacture of dried plasma, 
antisera and vaccines is organised on a large scale with the 
best equipment. - Ultimately clinical teaching will be 
given in a 500-bed hospital incorporated in the depart- 
ment and under one roof with the laboratories. The 
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hospital will open within a year of the close of the war., 


In the meantime the students must úse`a bus service to 
reach downtown hospitals. Residences for men and 
women are provided; so. that a student in medicine when 
the plant cames into full operation may eat, sleep, study, 
attend lecturés and clinics, and go to church without leav- 
ing the university buildings. The Kbrary is magnificent. 
The reading-room which serves the whole university 
is 45 ‘ft. high, and its floor space is in proportion. 
Possibly. students from France may come in future to 
Montreal, where the best of the culture and science of 
their native land is being preserved and given exposition 
in a unique environment. — . 
. * + * , l 

The Department of Health of Ontario has released a 
preliminary report on the prevalence of dental caries 
in various sections of the province. One village in 
Huron county seemed to be almost immune. The 
investigators studied the soil and water-supply of this 
locality and found fluorine and phosphorus in adequate 
amounts. - The investigation is being extended to other 
parts of the province. pt ug oh | | 

The Canadian Medical Procurement and Assignment 
Board has recommended that medical officers of the 
Army, Navy and Air Force be allowed to treat civilian 
patients living in districts where training camps are 
located, provided that other physicians are not avail- 
able. ost of the provincial licensing bodies have 
agreed, and issue temporary licenses to medical officers 
of the Armed Forces in such localities permitting them 
to collect fees for service. Another recommendation 
would assign medical men to districts not provided with 
physicians and ‘“‘ freeze ” men who might wish to leave 
va a district in order to take up practice in, another 
place. : : 


-o ` PALESTINE | ae 
‘INFECTIVE HEPATITIS TREATED WITH MILK INJECTIONS 


“Dr. S. G. Zondek (Harėfuah, 1943, 25, no. 2) recom- - 


mends pyretic therapy, induced by milk injections, 
for long-standing cases of infective hepatitis or per- 
sistent catarrhal jaundice. Of 23 cases chosen for this 
treatment 17 had had jaundice lasting 4-10 » weeks. 
In 21 cases the treatment. had good results, the blood 
bilirubin falling within a few days (13 days being the 
longest period) of the beginning of treatment. In one 
case cure followed a second course of injections, and one 
case did not respond at all. Injections were given on 
alternate days, with increasing dosage, the amount 
being judged by the degree of fever engendered. Dosage 
began at 2—4 ml., and reached 20 mL by the 4th or 5th ` 
injection. Usually it was unnecessary to go beyond 
6 injections or 20 mi. Fever seldom exceeded 39° C., and 
lasted as a rule 12—24 hours; in 2 cases it persisted for 
3 days. There were no serious side-effects. 7 


MALNUTRITION IN JERUSALEM 


In the report of the. Hadassah Hospital for December, 
1943, an investigation of 4399 families is described, Of 
these, 95% had an income of not more than £P5 per 
head monthly, and the average monthly income was 

- £P2:086 per head (about £2 2s.). In a quarter of the 
families the income was less than £P1 per head monthly. 
It was estimated that 62% of the entire Jewish popula- 
tion of Palestine had an expenditure for all purposes of 
£P5 or less monthly, and at least 53% fell below the 
minimum figure for subsistence of £P3-5 (£3 10s.). . 
Owing to the low purchasing power of money in Palestine 
today a great part of the budget goes on food, and there 
is little left over for rent, clothing, schooling or medical 
care. A nutrition survey of 118 families showed that 
40 had an inadequate intake of energy foods, 57 were 
short of protein gf all kinds, and 108 of animal protein. 
113 lacked sufficient calcium, 31 sufficient phosphorus, , 
82 vitamin A, 115 riboflavin, 59 nicotinic acid, 16 
vitamin C. The fact that only a small number lacked 
vitamin C is explained by the investigation being made 
in’winter when citrus fruits are relatively cheap. Only 
one family in the series was able to afford a good general 
diet, even of the low minimum scale taken as standard. 
Since February; 1943, when the study was made, prices 
have risen even further. p a * l 


IN ENGLAND NOW 


.dressing-stations at the working face. 


~ 


[APRIL 29, 1944 579  - 


In England Now - 


A Running Commentary by Peripatetic Correspondents 
WE. Scottish doctors, as you implied in a leader on 
July 24 last year, should have a keen interest in the 
‘Tennessee Valley scheme, for like our own Highland 
hydro-electric scheme its main object is to provide cheap 
and abundant electricity, and many of the health and 
social problems that arise among the workpeople out 
there are closely paralleled.in our Highlands. Lately 
I had a chance to visit the Tennessee Valley, and I 
received two dominant impressions: the vision and 
statesmanship of the Act of Congress creating the 
Authority, and the practical idealism that construed the 
provisions of the act, even in the stress of war.: Section 22 
of the statute gives specific directions for the promotion 
of research—not merely, as in the Scottish hydro-electric 
scheme, for improving methods of production but also 
for the genera] purpose of ‘‘ fostering an orderly ahd 
proper physical, economic and social development ” in 
the whole area. Research has been pursued, with the 
utmost zeal: to defend the people against malaria, 
their greatest enemy ; to prevent erosion of ‘the soil; 
to restore tired land by the. production of fertilisers ; 
and to secure the health and safety of workers on the job. 
' -Let us take malaria first. The TVA scheme did not 
produce malaria ; it found it there. Not content with 
just keeping the disease' at bay during the period of 
‘construction the authority tackled the problem in its 
broadest aspects by setting up a control and research 
station and adopting every promising strategy. Their 
offensive tactics included = | ; 
(1) Thorough clearance of the bed of each area before flooding, 
' so limiting the growth of aquatic and lakeside vegetation. 
(2) Drainage of objectionable pools and swamps over a wide 
area (25 miles). ; : DAR 
(3) Spraying with larvicide heavy shore-growths that could 
not be cleared, both by hand and by aeroplane. 

(4) Promotion of the larva’s natural enemies, such as the 
great minnow. Unfortunately this selfish little brute 
eats only tbe big concentrations of larvæ and leaves the 
little ones to breed. ee a 

(5) Scientific alterations in the water-levels of the reservoirs, 
so as to flood the larva out at one season, and leave 
him high and dry at another—naked to his enemies. 

(6) Mosquito-proofing of the homes of the people and their’ 
'.education in antimalarial measures. Kaen AE 
These are the main surface operations but research . 
meanwhile goes far deeper than that, with basic studies 

in biology and chemistry. : f ee be 
e underlying philosophy of the TVA programme 

can be expressed in the principle that all government 

is designed for the benefit of the governed. The TVA 


= 


‘fully accept the theory that they have a moral duty to 


the people and their culture ; to the soil and its fertility, 
far beyond the area of their operations ; to the environ- 
ment and its amenities, leaving beauty instead of scars 
on the countryside; and indeed to the physical and 
spiritual welfare of those under their mandate. They 
apply these ideals in practice. Here, for ¢xample, is a 
riverside village of a few hundred inhabitants: Their 
normal] occupation is agriculture—cotton, \it may be, or 
corn. Their existence is. precarious, for cotton takes . 
much out of the soil and puts nothing back. The vil- 
lagers have neither the wit nor the cash to prevent 
erosion or to use fertilisers, and their land soon becomes 


. barren and sour. Malaria, like the Nazi, overruns them 


and spares none. The straggling river itself is a danger, 
because it may eat them up in the rage of its flood. 
The TVA decide to build a:'dam. ` The primary object 
from the business point of view is to create hydro- 
electric power, yet even in their minds Power is a second- 
ary consideration. They look beyond power to welfare, 
and beyond the immediate prosperity to permanent 
good. When the work is done, there remains a village 
of contented people in good houses and with all the 
amenities of a true community. . 
The needs of the temporary workers are not neglected 
either. The TVA provide an elaborate health-and- 
safety organisation, with a clinic at the hase and forward 
The clinic has 
important routine functions : every workman is exam- 
ined on entry and a blood-test is made as a routine. 
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If this is positive, the man must either accept treatment 
or quit. Doubtful chest cases are X rayed on the spot. 
This clinic conducts a daily sick parade and takes into 
its wards all men suffering from short-term illness. 
Routine operations are done in the clinic, but more 
serious cases are transferred by ambulance to the nearest 
“key ” hospital. Every worker is compulsorily pro- 
tected against -smallpox and the enteric group, and 
“ malaria slides ’’ are taken at regular intervals. The 
first. aim of the clinic is prevention, and the men are 
ordered to parade if they have any injury, however 
trivial. . On the preventive side the codperating 
“ safety ’’ department is a great asset, by studying every 
field of work and recording its hazards. A man who 
disobeys safety instructions is peremptorily dismissed. 
Here we have a regional health authority with a 
flexible, decentralised administration and united front in 
tackling the interdependent problems of health and 
industry. Here we have a Health Centre that is not 


just a salvage depot. 
f as 


x a 


The injunction ‘ know thyself ” justifies an occasional 
attempt to assess one’s usefulness as a medical specialist 
inthe Army. For many months before the start of the 
North African campaign there was little to it ; doctoring 
had virtually ceased. I spent my time in acquiring a 
, working knowledge of Regs. MSA and reading among 
other things those excellent publications the Army 
Medical Depariment Bulletins. But since November’ ’42 
I have realised that the medical specialist is worthy of 
his hire. As soon as we wenf into action (a slightly 
grandiose expression, this) the inevitable oddities 
. cropped up, and with the well worn formula 

appeared in the AF 3118: ‘“ Will Major Popplethwaite 
please see?” As in civil life, I never lack a certain 
apprehension when summoned to a consultation with a 
coHeague. I find it difficult to convince myself: that 
Captain Wimpole, who has 10 years of general practice 
to his credit, will find my opinion of any value. In 
retrospect, however, these experiences continue to 
increase my self-confidence. The rank on which most 
diagnosticians founder is still the medical history. 
Long ago I accepted Prof. Henry Cohen’s dictum that 
““the diagnosis is made on the history and confirmed by 
_ examination.” In teaching my. own students I have 
constantly hammered in this precept. Most consultants 

* will agree that their work is created by the fact that the 
doctor in charge of the patient hasn’t the time to take 
a full history or has failed to appreciate the importance 
of this part of medical investigation. I should like to 
see Cabot’s Differential Diagnosis more. widely read. 
It is more fascinating than any Edgar Wallace. With 
what zest one pursued the strange case of the Italian 
hairdresser who suffered from frequency of micturition ! 


IN ENGLAND NOW 


` 


How deflated one felt when the ‘‘ Discussion ”? para- — 


graph showed clearly that the Welsh quarryman’s 
dyspnoea was actually due to chronic interstitial nephritis ! 
(I write from memory.) I have long thought that the 
most searching examination paper is the one made up 
of case-histories for discussion. Unfortunately the few 
schools which set papers on these ljnes are turning to those 
threadbare subjects which have been the examiner’s 
` stock in trade for fifty years and more—*‘ Give the 
symptoms and signs of renal calculus, of GPI, of. cirrhosis 
of the liver, &c., &c.’’ These are ‘all very well in their 
way. but they are hardly calculated to discover the 
student with a well-developed analytical faculty as 
distinct from the mere crammer. 
* * * 

Celia is 5 and undeniably beautiful. I must have 
something that the others haven’t got, for whenever we 
meet she offers to marry me. In vain I tell her countless 
times that I am married already and that anyhow, 


s 


before she is of marriageable age, I shall be well on in . 


the sixties and probably wearing a long, white beard. 
* I love beards,” she says simply. Celia is one of a large 
family and has a brother three years her senior. ‘‘ He 
told me all about babies and where they come from. 
' Wasn’t it wrong of him? A little girl like me ought 
still to believe in storks, oughtn’t I?” Very sophisti- 
cated she is. Much more so than, let us say, Penelope, 
now 14,-who wants to die when she is 40. “ y so 
comparatively young ? ” I asked. *‘ Well, you see, you 
begin to go off at games then.”’ 


‘fever and much general constitutional 
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Letters to the Editor 


AN#STHESIA IN FRACTURES OF THE JAW 


SIR, —I was interested to read Dr. Shackletom’s adm. 
able analysis of his series of jaw cases. appearing in yor 
issue of March 25. | 

In the Middle East I had experience of 190 angesthetis 
for fractured jaw (137 mandibles, 31 maxillae, and = 
combined cases). The great majority of the patier: 
were recently wounded men of the Eighth Army, mr 
of whom had had no. surgical attention before th= 
reached us. Shortage of time preventedsuch thorough pex- 
operative observation of the patients as Dr. Shackelt: 
has obviously maintained. I watched the inciden- 
of vomiting with care. For respiratory complications i 
relied on- the reports of the sister in charge and tl- 
surgeon, both of whom were thorough. 

The two things that struck me were the relativel: 
small degree of shock often found with severe fact: 
wounds, and the extremely low incidence of respirator 
complications. I did not perform tracheal suctio 
relying merely on cleaning the nares and sucking gre 
contamination from the pharynx. The anzesthetic wa 
ether given with an Oxford vaporiser, an endotrache: 
tube and pharyngeal pack being used (Lancet, 1943. it 
509). -Intubation was ‘ blind `° in over 90% of the nasi 
intubations. ) 

I have wondered why there was so little respirator 
morbidity in spite of intubating through such ‘* dirty” 
areas, and conclude, rightly or wrongly, that the lun: 
tissue, so long as it does not collapse, is very well able te 
deal with septic material. Avoidance of respiratory 
depression and administration of an adequate proportior 
of a ‘‘ supporting gas ”’ will prevent pulmonary collapse: | 
thus even if some bronchioles get plugged the distal 
alveoli will remain patent until the plugs are shifted br 
coughing, after the operation, on withdrawing the tub. 
In the technique J- used a very light plane of anzesthesis | 
was maintained throughout by means of an air-and-ether 
mixture. Thus respiratory depression did not occur. 
and there was a high proportion of nitrogen in the luns 
all the time. Possibly a light air-ether anesthesia is the 
best chpice in these cases. 

I do not understand the prejudice against ether fer 
traumatic cases. Time and time again I have seen 
shocked battle casualties make an almost dramatic 
recovery after an operation under light ether anzesthesia. 
and have yet to see any ill effects from ether in traumatic | 
cases, provided that it is not pushed. The two following 
cases are examples : 

Case 1.—A sapper, aged about 25, fell on a transformer. | 
His right forearm was burnt off to just below the elbow, and 
he had a deep burn all the way down his right side, thigh and 
leg. He was severely shocked, and had a feeble pulse of 126. 
Plasma was started just before the operation, and his arm was 
amputated and the other burns cleaned under ether anæs- 


thesia. Half an hour after the operation he was chatting 
brightly to me, and had a pulse of 70.’ 

CasE 2.—A lance-corporal was injured in a bombing raid. 
He sustained a comminuted fracture of his mandible, with 


great loss of bone and soft tissue. Hiemorrhage inside and 
outside his mouth made early operation imperative, and he 
was operated upon within three hours of injury. At the start 
of operation he was considerably shocked, with a feeble pulse 
of 128. The anssthetic, light ether, lasted 80 minutes, during 
which time he had a pint of glucose-saline with 5 units of 
insulin, At-the end of operation his pulse was 88, and he was 
well enough three days later to have a 24-hour light ether 
anesthetic for a further operation. 


MARTIN RUSHTON. 


DIAGNOSIS OF SMALLPOX 


' Sir,—In the diagnosis of any eyariescent rash with 
disturbance 
prodromal smallpox should be borne in mind. The 
more transitory prodromal rash may easily be mistaken 
for scarlet fever, especially when obstinate vomiting 
accompanies it. The more significant but less transitory 


is the measles-like form in the bathing-drawergs area. 
In my experience these prodromal rashes are rare; we 
are usually confronted from the first with the more or 


~ 
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ss typical smallpox rash. I say ‘‘ more or less typical ” 
ivisedly because it is of course the atypical mild and 
odified cases which puzzle us most, when there may 
> little or no fever or general upset. Here, as you 
nphasise in your leading article of April 8, distribution 
our main guide. 
Smallpox that begins with rigors or severe backache 
ay be misleading. 

was fortunate in not seeing a case which was diagnosed as 
malaria until the third day, when I noticed a slight rash 
on the man’s forehead and nowhere else ; this put me on 
my guard. A few more hours made the diagnosis un- 
mistakeable. This patient arrived from Spain on the day 
I first saw him. — f . 
powerfully built labourer of 20 complained of excruciating 
backache. He had slept out the night before, after a drinking 
bout, in a partly built house, and lumbago was naturally 
his friends’ diagnosis. But he had a high temperature 


and smatilpox was prevalent in the neighbourhood, so I 


sent him. to the smallpox hospital for observation. The 
rash appeared shortly afterwards, and he died within a 
few, days. | | 


1 the diagnosis from chickenpox the age of the patient,- 


ad the shape, size and development of the spots are 
aluable guides, but above all their distribution and 
Popping. One should be suspicious of. any case of 
chickenpox ” in a middle-aged or old person. One 
odified case in a man of seventy who had been vaccin- 
ted in infancy resulted in a serious outbreak. When 
1ere is smallpox in the neighbourhood one should: be 
1picious of any case of ‘“‘ influenza with a rash.” It 

often easy to mistake early smallpox for measles, 
nce the rash of both may appear first on the forehead. 


woman of 40 was first seen for uncontrollable vomiting. 
Next day she was feverish and very prostrate, complaining 
of little else but vomiting and exhaustion, and a measles- 
like rash began on the forehead and soon spread. At this 
stage the case looked like malignant or toxic measles, but 
by the end of the day the characteristic papules of smallpox 
appeared on her face. This woman had never been vac- 
cinated and she died in a day or two. Vomiting and great 
prostration at the onset seem to mean a bad prognosis. 
urpuric hemorrhages on the skin may at first be absent 

» fatal hemorrhagic malignant smallpox. 

_woman of 45 complained of metrorrhagia one night when I 
first saw her. It struck me that there was more prostration 
than could be accounted for by the loss of blood, and she 
also had severe backache which she attributed to her 
so-called courses. Her temperature was high and she was 
obviously very ill. Next morning a dusky petechial rash 
of the bathing-drawers type appeared and-I sent her to 
the smallpox hospital, where she died in a very few days. 
She had not been vaccinated. ' 

-owadays the practitioner may never be faced with 

ifficulties like these in this country, but smallpox may 
ave to. be reckoned with by doctors going to the 

ccupied countries when the war ends. 
St. Ives, Cornwall. l W. H. BEst. 


EFFICACY. OF SMALLPOX VACCINATION 


Sir,—The recent outbreak of smallpox in Middlesex >’ 


ow happily at an end, has demonstrated once again that 
he successful control of major smallpox in this country 
lepends upon the prompt and thorough application of 
nodern preventive measures (including the vaccination 
nd close supervision of contacts), rather than upon the 
accinal condition of the general population. It is 
vell known that infant vaccination in this country has 
allen more and more into neglect for many years, yet 
here is nothing in the history of the recent outbreak 
nd of its rapid extinction to suggest'that this neglect 
f infant vaccination made the task of ‘controlling the 
utbreak any more difficult.: Nor can it be contended 
hat even if 100% of the population had been vaccinated 
n. infancy this outbreak would not have occurred. As 
-ou, Sir, point out (annotation, April 15, p. 510) the 
irst case which originated the outbreak was in a nian, 
ged 24, who had been vaccinated in infancy and again 
nly two years'‘ago. , On the contrary, it is quite argu- 
ble that if-this man had never been vaccinated the 
sutbreak might have been limited to this one case, for 


EFFICACY OF SMALLPOX VACCINATION 


~ 


_ 
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and therefore much less likely to have been overlooked. ~ 
Had the true nature of his illness been recognised when 
the eruption first appeared, the contacts could have been 
vaccinated at once, in time to have saved them. (True, 
the man himself might have died, but if the three deaths 
amongst the secondary cases had been avoided the 
balance would have been on the right side—one death 
instead of three. | 7 

„My object in writing is to express the hope that one of 
the reforms to be undertaken after the war will be the 
revision of the Vaccination Acts, now long overdue, with 
a view to the abolition of compulsory infant vaccination. 
I believe that today a revision would meet with little 
opposition from the medical profession, or at least not 
from the public health branch of it. 


Leicester. S C. KILLICK MILLARD. 


AN UNUSUAL INFECTION 


SIR, —Is there an epidemic of the following symptom 
complex, and can you tell me the bacteriology ? l 
= Fever: acute onset with shivering, rising to its ‘height 
103°-104:8° F.'on 3rd day and falling on 10th day. Sleepless- 
ness and cerebral excitement. Intractable cough; but 
unless secondarily infected, the chest is without physical 
signs until the 8th or 9th day when slight bronchial rales as 
in whooping-cough ‘appear. Cough is apparently due -to 


- diaphragmatic irritation. Tachycardia with breathlessness on 


. clearing up without treatment. 


effort and slight cardiac enlargement at fall of temperature. 
These cardiac signs seem to be due rather to nervous irritation 
than to carditis. Sulphanilamide, sulphapyridine and sul- 
phathiazole have no effect after 48 hours intensive dosage. 
A secondary infection with pneumonia is easily acquired and 
middle-ear symptoms of deafness and pain may appear, 
I hate seen no mastoid 
symptoms except in one. child who had already had ear 
trouble. Ls l 

The incubation period seems to be 10 days: and it'is not 
nearly so infectious as ordinary influenza—only very close 
attenders catch it, and children in the same family rarely do. 
I have had about 8 cases and they have all been desperately 
‘ill. On& nearly died, andeone became excited from lack of | 
sleep. ° am ; 

Thropton, Northumberland. 


INJECTION OF HÆMORRHOIDS 


Sir,—I have read with interest and profit the report 
on a case of contracted bladder -by Mr. Levy and Mr. 
Horn in your issue of April 15. Assuming this to be a 
complication of hemorrhoidal injections with 5% phenol 
in almond oil, it must be extremely. rare. - Nevertheless, 

the possibility of such a complication emphasises the 
importance of this procedure being carried out by 
experienced persons fully: conversant with the anatomy 
and physiology of the anal: canal and lower rectum. 
Sir Ernest Miles in his valuable book on rectal surgery 
describes “venous communications between the hemor- 
rhoidal plexus of veins and the prostatic plexus, and I 
assume that thrombosis and infection could spread 
from one to the other. 

Would it not be better to say of a rightly placed 


R. SALOME PELLY. 


‘injectioninto the subniucosa that the area ‘‘ turned pale ”’ 


‘rather than ‘ blanched ? ” I feel sure that this is what - 
is meant. Blanching in my experience represents 
too superficial an injection and is an indication to stop 
and to reintroduce the needle at a slightly deeper level ; 
otherwise it leads to a small superficial ulcer which is 
some time in healing, and causes rectal discomfort. 


; Ipswich. ARTHUR R. HILL. 


Sir,—In their interesting article of April 15 (p. 501) 


“Mr. Levy and Mr. Horn discuss the mechanism by which 


an injection into the hemorrhoidal veins of the anal 
canal could produce such effects as hematuria. I should 
like to draw attention to an article by Batson (Ann. 
Surg.. July, 1940, p. 138) where a brilliant exposition 
is made of the case for the existence of.a venous. pool in 
‘the vertebral veins which could act as a venous by-pass . 
for other venous systems. Experiments were done by 
injecting the dorsal vein of the. penis with radiopaque 
~material‘and obtaining a spread as far as the ‘brain in 
some cases. If the experiments were repeated, injecting 


iis attack would certainly have been much more severe the heemorrhoidal veins instead of the dorsal vein of the 
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penis, it might be possible to show material entering 
the bladder venules. Indeed Batson’s fig. 2, on page 
139, is a radiogram of'a male cadaver which, although 
injected through the dorsal vein of the penis, does show 
the material in the venous plexus around the bladder. 
If this point could be established one might then explain 
the occurrence of bladder symptoms after hemorrhoidal 
injection. 

The Royal Cancer Hospital (Free). 


STERILISATION OF RUBBER GLOVES 


Sir,—The rapid deterioration of rubber gloves which 
results from sterilisation in an autoclave daily imposes 
itself upon the consciousness of every surgeon. The 
necessity to save rubber, and the dangers which come 
from operating with gloves which have lost their elas- 
ticity and consequently tear easily,“ make it imperative 
to consider other. methods of sterilisation. At St. 
Margaret’s Hospital, Epping, we have adopted a chemical 
method which has already been subjected to exhaustive 
bacteriological and physical tests (U.S. Naval Med. Bull. 
October, 1942; Bull. War Med. March, 1943). Under 
experimental conditions gloves sterilised by this method 
last 9 times as long as boiled gloves, and longer still than 
autoclaved gloves. Under actual working conditions 
trauma is an important factor in the wastage of gloves, 
and its results naturally modify the experimental find- 
ings. Nevertheless there can be no doubt that gloves 
sterilised chemically retain their elasticity much longer 
than do autoclaved or boiled gloves. They therefore 
remain comfortable to wear, are easy to mend, and even 
with small patches their working life is not unduly 
shortened. The procedure is as follows : 


B. SANDLER. 


STERILISATION OF RUBBER GLOVES 


- 


. slightly sallow, but presented no other 


Linen folders fo» gloves, talcum-filled gauze balls, and a . 


powder dredger are autoclaved in the usual way and laid out 
on a sterile towel ready for use. A nurse then washes up and 
puts on gown, mask and gloves with the same scrupulous care 
as for a neurological operation. Over her sterile gloves she 
puts on, inside out, @ pajr of the gloves to be sterilised, and 
scrubs them with soap and. brush in running water for a 
minute (half a minute each hand). They are then taken off, 
and in so doing turned inside out, replaced on opposite 
hands, and each again scrubbed for the same length of time. 
They are then in the same way removed and placed in a large 
bow] containing l in 1000 perchloride of mercury. They 
should be filled with the solution, completely immersed. and 
left for ten minutes. At the end of. this period as much 
‘perchloride solution as possible is drained off and the gloves 
are filled with and immersed in surgical spirit, where they 
remain for at least three minutes. The clean nurse then 
‘changes her gloves and removes each pair from the spirit, 
dries and powders them, and puts them in the already pre- 
pared folders. This is very quickly done as the spirit rapidly 
evaporates and leaves the gloves practically dry. If this 
‘procedure is followed the gloves come from the spirit bowl 
inside out and only have to be reversed once. The spirit so 
used can be redistilled when necessary. ; 


Bacteriological tests done in our laboratory have shown 
that gloves so treated remain sterile: That these results 
are not due to the small amount of antiseptic adhering 
to the gloves is shown by the fact that washings 
from them do not inhibit the growth of the colon bacillus. 
In cases where the gloves are known to have been con- 
taminated with anaerobic organisms it is suggested that 

_the gloves should be left in perchloride solution for 18 
hours or for three fractional periods of an hour each. 


Under actual working conditions two lots, each of six: 


pairs of new gloves, were put out on. March 11, 1943. 
One set was sterilised chemically and one autoclaved. 
On April 20, 1943, the autoclaved gloves had to be dis- 
carded. At the end of August some of the original set 
of chemically sterilised gloves were still in use. They 
had been reserved: for one surgeon who had done 58 
operations with them. These results cannot,. however, 

- be regarded as an exactly controlled experiment since 
the autoclaved gloves were used for more operations. 
Furthermore, we were at first naturally more careful 
than usual, both during and between operations, in our 
handling of the chemically sterilised gloves. 

The first time this method was tried it took an hour 
to prepare six pairs of gloves, a little more than is 
required for the ordinary powdering, packing and auto- 
claving. Now twenty pairs are done at a time. An 
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assistant sees that the gloves are kept immersed, ax 
times each stage of the routine. The time taken is abor 
the same. The initiation and success of the method a: 
St. Margaret’s Hospital are due tothe care and enthusia 
of Miss Winifred Wynne, SRN. The theatre staf 


-realise that its effectiveness largely depends on. the p-r 


sonal integrity of the nurse who carries it out. 
Portland Place, W.1. H. W. S. WRIGHT. 


MEGALOCYTIC ANÆMIA AND MALARIA 


SIR, —In your issue of April 15 Lieut.-Colonel Seel: 
and Captain Hemming describe megalocytic anæmi 
as a complication of malaria. This condition is no 
confined to the tropics as the following case will show. 


In 1942 a naval gunner was admitted to hospital und- 
my care with a provisional diagnosis of pernicious anæmi 
He complained of being easily tired, appeared very pale ax 
abnormal sign: 
Liver and spleen were not palpable. A blood-count shovwe: 
& gross megalocytic anemia and a leucopenia, but t: 
gastric acidity was essentially normal. Since his last voyss 
had been to West Africa, a search was made for maları. 


‘parasites in the blood and pathogens in the stools, but witi- 


out success. Treatment with-a variety of liver preparation 
and iron, produced a very slow response, quite unlike tha: 
found in pernicious anemia and not accompanied by th 
usual reticulocytosis. At this stage the pathologist suz- 
gested a diagnosis of achrestic anemia. 

During the man’s stay in hospital he had on occasions a 
slight evening rise of temperature. Inquiry showed that or 
his last voyage (not in a naval vessel) quinine had been issued 
on demand to all who felt off colour. The patient had take 
it, but not regularly, and considered that he had never had 


‘malaria. Although repeated search for parasites had bea 
negative, I was advised by Air Commodore (now Air Vice 
Marsha!) Rook, RAF consultant in medicine, to try the effet 
of quinine. - This produced an immediate and dramatr 


return of the blood-picture to normal, making the diagnos: 
of malaria almost certain. 

This course of events is no doubt familiar 
with experience in tropical medicine but 
stressing in England. 


to those 
may need 


i $a P. PETCH. 


APPROVED NAMES FOR DRUGS 


THE British Pharmacopceia Commission has drawn up 
a further list of approved names for substances produced 
by British manufacturers, in some cases under licence: 
granted by the Comptroller-General of Patents. 


Approved Names Other Names l 
Desoxycortone acetate A‘ - pregnene-21-ol-3 : 20 -dione 
acetate. Desoxycorticosterone 
acetate. . 

Dicoumarol 3: 3’-methylene-bis - (4 - hydroxy - 
coumarin) l 
Dimethylstilbamidine 4 : 4’-diamidino-« : f-dimethylstil- 

bene. 
Pentamidine Diamidinodiphenoxype ntane i 
Propamidine Diamidinophenoxypropane 
Stilbamidine ` Diaminostilbene 
Sulphadimethyl- 2-(4 - aminobenzenesulphon ylamino)- 
pyrimidine 4 : 6-dimethylpyrimidine. 
Sulphamezathine. 
Thiomersalate Sodium ethylmercurithiosalicy]- 
ate. Merthiolate. 


The names dithranol and menaphthone have been made 
official by the inclusion of monographs in the Sixth Addendum l 
to the BP, 1942, 


The aim of the Genet al Medical Council i is to check the 
multiplication of names for the same substance. The 
council particularly deprecates the introduction of new 
names for drugs which already have a pharmacopoeia] or 
approved one; in such cases it urges manufacturers to 
print the approved name on the labels in letters no Jess 
conspicuous than those of the proprietary name. 


The preparation of sodium REES mentioned 
by Dr. Leys in his letter of April 15 (p. 518) was not 
supplied by Endocrine-Spicers Ltd., agents for ‘ De- 
cholin ’ before the war and now makers of the Substitute 
‘ Chonex.’ 


e 
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eo Parliament 


- -ON THE FLOOR OF- THE HOUSE 
MEDICUS MP 


THE House on its reassembly after the Easter recess 
sed two debates of basic importance. On the Wednes- 
y we debated the place of the sciences in*the national 
> and on the Thursday and Friday the place of the 
itish Commonwealth of Nations and-Colonial Empire 
the future world system of nations. 

The debate on the place of the sciences came up on a mo- 
yn *‘ recognising the vital part which research and science 
d their effective application can play in reconstruc- 
mm... urges the declaration of a bold and generous 
»vernment policy of financial assistance . . .’” Speaker 
ber speaker urged that it was by scientific direction and 
e use of scientific Knowledge that we could raise our 
undard of life, recover export trade and develop the 
tural resources of the Empire. To do this we must 
pand teaching and research facilities in universities 
d technical colleges and extend pure and applied 
search in all fields both by the state and by industry. 
1e lessons of the application of scientific knowledge in 
ur, in which we have kept ahead of our enemies, must 
> applied in times of peace. | 
The initidtion of the debate arose out of the activities 
. the Parliamentary and Scientific Committee of the 
ouse which recently issued a comprehensive report on 
e coal industry and which is now surveying many fields 


activity for scientific workers. Mr. E. W. Salt, 


airman of the committee, suggested that we should 
m at doubling the number of our research workers. 
capital sum of £10 million would: be needed during the 
st five years after the war and the present annual 
ant of £2} million to the universities should be in- 
eased by stages to £6-7 million a year. Even at this 
gher level of expenditure we should lag far behind the 
nited States. os | 

The debate almost inevitably concerned itself largely 
ith industry but there were brief references to nutrition. 
he Hot Springs Conference last year and the world 
rreement which followed it were only possible because the 
ientific bases of that food policy had been worked out, 
id the report on The Physiological Bases of Nutrition 
iblished by the League of Nations in 1936 was the 
undation of the Hot Springs policy. 
plying paid tribute to the great work of scientists in 
e war, and, while not making promises, said that there 
ould be a steady increase in grants to the universities. 
It is to be hoped that the Scientific Advisory Com- 


ittee will now have opened to it a still wider field of- 


tivity, especially in the planning and coérdination of 
search. The nation has learned the value of the 
iences in war, but there is an element in man which 
ies at foo much planning, with which the sciences are 
ten confused. However, the committee will go on 


ith its work. This debate is probably only the prelude | 
. many others, and, what is probably more important, | 


uly the prelude to the introduction of scientific considera- 
ons in increasing measure with all political discussions. 
During the debate one member prophesied that none 
us were likely to see income-tax below 7s. 6d. in the 
ound in our life-time. And the Budget, details of which 
ill be known before these words are printed, is not likely 


y include any reductions of tax in its 1944 proposals. - 


| will be interesting, however, to see whether it purposes 
1y Increase of assistance to scientific research inside 
' outside the universities. 


FROM THE PRESS GALLERY 
| Germany’s Chemical Industry 


In the House of Lords on April 18 Lord VANSITTART 
sked HM Government whether, in-view of the para- 
ount necessity of permanently preventing the manu- 
cture of all explosives in Germany after the war, they 
ould appoint a committee of scientists to prepare a 
practical and efficacious scheme with particular regard 
» the contro! or elimination of Germany’s nitrate and 
vdrogenation plants. He said that no reasonable man 
uld contemplate leaving Germany with an unre- 
ricted chemicalindustry. It would have to be brought 


Mr. Attlee in 


PARLIAMENT 


human beings by explosives. 


t 
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under control, particularly with a view to preventing 


the manufacture ‘of explosives. If we took any different 
view we might strike a chill into the heart of Europe. 
In the debate which followed Lord HORDER said that 
as a doctor he was interested in what he might call a 
collateral aspect of the synthetic chemical industry. 
It was clear that the Nazis’ long and devilish preparation 
for an-all-out war included more things than killing © 
It included preventing . 
the cure of human beings who fell sick of disease. For 
a long time before the war the Nazis deliherately cut 
down to starvation point the manufacture by other 
countries of chemical substances vital to the pursuit 
of medical science and treatment. There were two 
essential drugs to which he would like to refer. ‘The 
first was suramin which the Nazis—surely with their 
tongue in their cheek—called Germanin. They pre- 
vented other countries than their own from using it. 
It was made by Bayer as the result of a secret process, 
and was of great use in the treatment of sleeping- 
sickness. Still more important was the synthetic drug 
called atebrin, the equivalent of quinine. This also was 
a Bayer product. Both the constitution and the mode 
of preparation of atebrin were kept secret for a long time, | 
and the supplies outside Germany were strictly limited. . 
At the outbreak of war these supplies ceased. No doubt 
we relied upon the natural product quinine, obtainable - 
in large amounts at that time from the Netherlands 
East Indies. When this supply failed us, we were 
caught out badly. To what degree we were caught out 
only those responsible for the health of the Armed Forces, 
and of our people in the Dominions, and particularly in 
India, and for the treatment of hundreds of thousands 
of cases of malaria really knew, and this despite the 
valiant efforts of our own big chemical industries. AH — 
this was part of a long-term policy in preparation for 
war. It was clear therefore that a full inquiry by- 


expert chemists should be undertaken into the synthetic 


` 


chemical industry m. Germany. Then, in conjunction 
with our Allies and with political experts some plan 
should be devised by which the manufacture of explo- 
sives in Germany could be entirely prevented and a 
strict lien pver and control of essential drugs by Germany. 
ended. There was no reason why the prevention of the 
manufacture of explosives and the breaking up of 
strict. control over essential drugs need interfere with 
the pursuit of chemical research. ‘Whatever we did. 
to induce or to force Germany to behave herself would 
be met by some charge against us, even if it was not 
the charge that we -were curbing research. Every 
criminal made the same sort of charge against the 
police,. but every criminal had the remedy in his own 
hands. He hoped the Government would see their way 
to make the expert inquiry for which Lord Vansittart | 


asked. 


Lord CHERWELL, replying for the Government, said 


he agreed with Lord Vansittart that if we could prevent 


Germans from making synthetic nitrates. we could 
prevent them from making war—in the present state of 
knowledge. But nitrogen was the essential element in 
protein, and proteins were necessary for food. If we 
stopped Germany making synthetic nitrate or ammonia 
there would be difficulties about getting fertilisers in 
Central Europe. If we were to supply them the question 
arose how they were to be paid for, and whether we 
could supply enough. Every effort however was being 
made to find out whether these difficulties could be ` 
circumvented. The same applied to hydrogenation. 
Lord Horder had brought up a point which was really 
the reverse of the medal. He said that the Germans 
had got exclusive control of certain drugs and when 
these supplies were cut off we were left in a bad way.. 
That was true, Lord Cherwell admitted, but what it 
implied was that we ought ‚to make sure that we had 
sources of these drugs rather than stop the Germans 
making them. Committees had been considering these 
matters and had recommended that more scientists 
should be invited to join in their investigation. But 
we could not decide these matters alone; we had first 
to form our own views and then to discuss them with our _ 
Allies. The Government agreed that the time had 
come to extend the participation of scientists in these 
questions and they were going to invite a great. number 
of experts to take part in the deliberations, and great 
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attention would be paid to their opinions. The terms 
of reference would be wider than those relating merely 
to nitrogenation. He hoped that Lord Vansittart 
would be satisfied that the Government had not only 
accepted his proposal, but were already on the way to 
going somewhat beyond it. The more questionable 
proposal of supervising German research would not be 
forgotten. ° : 
' QUESTION TIME 


Committee on Penicillin 


Major A. M. Lyons asked the Lord President of the Council 
what changes had been made in the membership of the com- 
mittee set up to report on penicillin and to conduct clinical 


trials and what was its present composition ; and whether: 


the committee was in contact with all firms engaged in the 
manufacture of this drug.—Mr. C. ATTLEE replied : The only 
change in the membership of the Penicillin Clinical Trials 
Committee set up by the Medical Research Council since last 
June has been the appointment of six additional members. 
There is close contact between the committee and the firms 
manufacturing penicillin, which are in fact represented on it. 
The following are the names of the committee : 

Prof. H. R. Dean (chairman), Mr. R. Vaughan Hudson, 


Prot. J. H. Burn, Air Vice-Marshal G. L. Keynes, 

Dr. A. N. Drury, Prof. J. R. Learmonth, 

Surgeon Vico- "Admiral Sir Major-Gencral L. T . Poole, 
Sheldon Dudley, Dr. C. M. Se 

Prof. A. Fleming, Dr. J. a Treva 

Prof. H. W. Florey, Prof. Vv. Christie (secretary), 

Dr. A. M. H. Grgy, and Brot. L. P. Garrod (assis- 

Dr..P. Hartley, 7 tant secretary). ` 


BMA Questionary 


Sir E. GRAwAM-LITTLE asked the Minister of Health whether 
_. he had coéperated with. the British Medical Association in the 
_ issue of a questionnaire to registered medical practitioners, 
otherwise than by supplying, without charge, copies of the 
white-paper to accompany the questionnaire ; what was the 
number of copies so supplied; at what cost and to what 
account was it debited ; and whether he was consulted in the 
preparation of the questionnaire or the procedure of its distri- 
bution.—Mr. H. WILLINK replied-:. It was—quite properly— 
never suggested that I should participate in any way in the 
preparation or issue of this questionnaire, which was entirely 
a matter for the association. I decided that, in view of the 
importance of the Government’s proposals to the individual 
doctor, it would be helpful if I supplied a copy of the white- 
. paper to all practitioners in this country and in the Forces. 


The association undertook the distribution of these copies for 


me and, as a matter of convenience, distributed them with 
their own questionnaire and other documents. A total of 
51,200 copies was involved, at the approximate cost of £950. 


NHI Statistics 


Replying to a question Mr. WILLINK stated that 16,319 
medical practitioners were under agreement with the insurance 
committees in England and Wales on Jan. 1, 1944.—In answer 
to a further question Mr: Willink gave Sir H. Williams the 
following figures relating to England and Wales: 


England and Wales | 1942 1943 
Estimated average number of insured | | 
persons entitled to medical benefit | 17,596,000 17,390,000 
Average number of insured persons. | 
making their own eee. | 
for medical benefit say 11,849 11,869 
Number of NHI prescriptions {ssued | 62,400,000 69,726,000 
{ 


Sir H. Morris-JoNnEs asked the Minister to what extent 
there had been an increase in sickness ratio and mortality 
among women during the past year.—Mr. WILLINK replied : 
The sickness benefit claims of approved societies showed a 
material increase in 1942 and a further rise in 1943, as com- 
pared with the prewar averagé, in short-term sickness among 
insured persons, both men and women. It is not possible to 
state the precise extent of the increase. A provisional count 
indicates that the death-rate in 1943 was slightly higher, at 
11-1 per thousand population, than the figure of 10:5 uccapaed 
for 1942. 

Employment of Children 


Mr. R. D. DENMAN asked the Home Secretary if he could 
indicate the form of inquiry he proposed as to what revision 
of the law relating to the employment of children and young 


_ in the four weeks immediately following confinement in view 


L 


persons was necessitated by the prospective passage of the 
Education Bill.—Mr. O. PEAKE replied: The Home Secretary 
prdposes to review the whole question of the law relatixfg to the 
employment of ‘children as expeditiously as possible, and 
one of the first steps which will be taken for this purpose wi! 
be to collect from local education authorities full and up-to- 
date information. 


Expectant Mothers in Industry 


From a recent sample investigation made by the Gover. 
ment Actuary, with the help of several approved societie 
having a substantial number of married women members, i: 
appears that of. married women claiming maternity benefit. 
about 5°% continued work up to the end of the second mont! 
before confinement, about 17°, continued work up to the 
beginning of that month and about 29° 4 continued work up 
to the beginning of the third month. The correspondinz 
figures shown by the inverse were for unmarried, women 
(including both spinsters and widows) 29%, 57% and 70°. 
respectively. The same investigation showed that, in the 
group examined,’ 93% of the married women and 45%% of the 
unmarried women had not returned to work within i3 week: 
of their confinement. The investigation also showed that 
about 60% of those who were confined drew sickness benefit 
at some time in the six months before confinement, whether 
they were married or unmarried, the average duration of 
benefit drawn in this period being about 8} weeks per married 
woman and 7} weeks per unmarried woman receiying benefit 
About a third of those in receipt of benefit immediately before 
confinement had drawn sickness benefit for at least two 
months and about 40% for between one and two months. 
Further, about 20% of the married and 30°, of the unmarried 
mothers drew sickness benefit at some time in the thre 
months after confinement, the average duration of benefit per- 
claimant being about 5} weeks for married women and 4! 
weeks for unmarried women. In this connexion it should be 
borne in mind that sickness benefit is not ordinarily payabi 


of the provision for maternity benefit. (Mr. WILLINK reply- 
ing to Miss WARD.) 


Nurses Salaries 


Mr. G. C. Hurcaryson asked the Minister of Health whether 
he intended to recommend that the salary scales suggested in 
the first report of the Nurses Salaries Committee should te | 
uniformly adopted by all hospital authorities, as unless such 
scales were nationally adopted, it would not be possible to | 
bring to an end the undesirable competition for staff between — 
different hospital authorities, which the scales recommended | 
by tlie committee were intended to avoid.—Mr. WILLINK | 
replied : My predecessor commended the recommendations in 
the committee’s first report to all hospital authorities and | 
have since made it clear to the authorities that, like the com- 
mittee, I strongly deprecate competition for staff. 


National Health Service Broadcast 


Sir ERNEST GRAHAM-LITTLE asked the Minister of Informa- 
tion whether his attention had been drawn to a broadcast 
on Saturday April 8, at 7.45 pm, in the BBC Home Service. 


-In which a biased description of the white-paper on health 


services was contributed ; whether this script was submitted 
for approval before delivery; and whether, in the case of 
BBC contributions on. controversial subjects still under 
discussion in Parliament, he would arrange for copies of such 
scripts to be placed in the library of the House for inspection 
by members.—Mr. BRACKEN replied: This script was not 
submitted for approval to the Ministry of Information and 


there was no reason why it should have been. I understand 
that the Corporation is always prepared to provide hon. 
members on request with the scripts of broadcasts in which 
they may Re interested. 

AN AMERICAN FOUNDATION. —The Williams & Wilkins Com- 


pany of Baltimore have established the Passano Foundation. 


named after their chairman, Mr. E. B. Passano. Dr, Emil 
Novak, associate in gynæcology in the Johns Hopkins Univer- 
sity medical school, and Dr. George Corner, director of the 


embryological laboratory of the Carnegie Institution of 
Washington, are among the directors. By the terms of 
its charter the directors may offer an annual award not to 
exceed $5000 for the outstanding contribution to the ad- 
vancement of medical science- made within the year by an 
American citizen. Other pro jects under consideration include 
the advancement of postgraduate instruction a mong physicians 
ìn isolated parts of the country. $ 
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Obituary 


JAMES CRAWFORD KENNEDY 
CBE, M D EDIN; COLONEL LATE RAMC 


Colonel James Kennedy, who died at his home at Ash 
n Surrey on April 4, was a member of the commission 
>n Mediterranean Fever of 1904 and later. discovered 
che first clue to the relationship between that fever and 
contagious abortion in England. 

He was born in 1879, the son of the late Rev. W. D. 
Kennedy of Perth’ and educated at Perth Academy and 
the University of Edinburgh, where he graduated in 
1900 and the same year received his commission in the 
RAMC. His work with the commission, for, which he 
was commended by the Royal Society, entailed the 
examination of the stomach contents of mosquitoes 
caught in the wards of the hospital in Valetta. ‘He 
obtained as many as 200 colonies of Micrococcus meli- 
tensis from one plating, which suggested an impressive 
degree of bacteremia in the mosquito’s victim. 

Kennedy was awarded the gold medal for his MD 
thesis at Edinburgh in 1908 and the following year was 
appointed assistant professor of pathology at the RAM 
College. He held this post till 1913, and in 1920, after 
service in India and Mesopotamia, returned to the 
college to take up the chair of tropical medicine there. 
In 1922 he was appointed consulting physician to the 
British Army. He spent two years in Poona as ADMS 
before his retirement in 1932, when he became medical 
inspector for the P & O Steamship Cos. A man of 
exceptional ability and pleasant ‘address, his friends 
will miss him in the laboratory, at the conference table, 
and on the golf links. 


DR. JAMES ORR 


J. G., writing as a member of a St. Andrews family 
whom Dr. Orr attended for over thirty years, recalls 
how: ‘‘ As children we looked forward to his visits 
because he was always keenly interested in our activities 
with Meccano or wireless, and the end of his visit to a 
young convalescent was usually spent on the floor 
helping in some of the more intricate engineering 
manceuvres. In the older patient Dr. Orr had the gift 
of inspiring complete confidence, and his ability to tell 
a story against himself endeared him to many. We 
doctors have lost a steadfast colleague, and we patients 
a well-tried and trusty counsellor.” 


SIR HENRY MAUDSLEY 


THE brief memoir of Henry Maudsley in our issue of , 
March 18 has reminded two of his old students at the 
Royal Melbourne Hospital of what he meant to them as 
a teacher.” Maudsley grew up under the influence of 
his famous uncle and namesake, and was himself house- 

_ physician to Victor Horsley, then in the midst of working 
out the centres and tracts of the central nervous system. 
With this background every neurological case was to 
Maudsley a fascinating problem, but in those days 
knowledge travelled slowly and much of what he taught 
was new to Melbourne. His students recall his excited 
face, the tenseness of his well-groomed erect figure as he 
approached his patient, his ‘‘ Now, now, now !” to one 
and another of them as he unravelled the symptoms in 
his orderly way, correlating their knowledge of anatomy 
and physiology with the clinical picture. ‘‘ We saw the 
essentials shaping themselves in his mind. We learnt to 
see, to think and to integrate as the signs were elicited 
and. the picture built up—all this was new to us and 
marked the birth of neurology in Australia.”’ 

Maudsley treated his patients with great considera- 
tion and was careful never to make a remark at the bed- 
side that might be construed as a bad prognosis. His 
progress round a ward was stately and his juniors 
sometimes found it hard going, for he knew so many 
exceptions to every rule, but he was a mine of informa- 
tion to the senior men. And if his rounds were always 
conducted with dignity and decorum, Henry, as he was 
universally called behind his back, would sit afterwards, 
with twinkling eyes and pipe in mouth, talking things 
over with the favoured few. Medicine was. his hobby as 
well as his profession; on holiday he was apt to be 
found in a medical library, for he was an omnivorous 
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reader. Whenéver something promising appeared ina | 
medical journal he would say to the young graduate 
-** You are young, you have the time, you must work it 
out in the University laboratories and see if it is true, 
and if it is of value.” . Thus, when Sir Almroth Wright 
was working on the opsonic index, Maudsley showed 
the technique to one of his students and full of excite- 
ment visited the laboratory with him late one night 
to see stained tubercle bacilli ingested in a phagocyte. 
And so, with his colleague Richard Stowell, following 
the Socratic method, Maudsley initiated the second era | 
of medicine in Melbourne. ` ee , 


ee 


Notes and News 


MR. WILLINK’S LOST OPPORTUNITY _ 


UNDER this title the Medical Practitioners Union issue a 
leaflet drawing attention to ‘‘ four fundamental defects ”’ in 
the Government’s plans: (a) the exclusion of the industrial 
and various other health services from the so-called 
“ National ” health service; (b) the exclusion of all school- 
children from the national service ; (c) the failure to propose 
a. Ministry of Health able to give its whole time to health 
questions ; and (d) the absence of any practical measures to 
promote the study or promotion of good health as contrasted 
with the treatment of established disease. ‘‘ This white-paper 
plan,” the leaflet says, ‘‘ proposes and arranges for the treat- 
ment of more sick people than ever.” The Minister, it 
suggests, should appeal to the nation over the heads of 
the vested interests concerned, and should found “a truly 
national health system.’? Those who joined this new service 
would give it their full time and allegiance; advancement 
would be by merit and there would be opportunity to change 
from one branch to another. The administrative structure 
is unfortunately not described, but ‘“‘ the local government 
and other services of today would become branches of the 
service under their: own officers, and largely autonomous, 
subject to the overriding needs of the Service.” The MPU 
opposes the ‘‘ control of administration of health centres by . 
local authorities.” $ 


University of Oxford l i 
In a congregation held op April 3, the following degrees 
were conferred :— SE 
BM, B Ch.—J. b. Jeffries, W. S. Hamilton 


G.R Harrison, Tom Bell 


E. Ormerod, 
. Venning, R. G. 
garet M. Shattock, Joan 


J W. 

ell, P. P. H. Schmidt, Màr- 
M. Levett, *V. W. Zetlin,* J. M. K. Marsh. 
* In absence. 


Royal College‘of Obstetricians and Gynsecologists 


At recent examinations for the DRCOG the following were 
successful : . 
Caroline D. Baugh, Marjorie Bryan, Morag Dods, J. S. Hogg, 


E. G. Housden, Douglas Latto, Mary E. Kong, Helen M. Mayer, 
Marjorie L. Penwill and J. R. F. Popplewell. 
/ 


Royal Society of Medicine 


There will be a general meeting of the fellows of the society 
on Tuesday, May 2, at 5 pm. At the section of history of 
medicine, on May 3, at 2.30 rm, Sir Walter Langdon-Brown, 
in the fourth of his chapters in Cambridge medical history, will 
deal with the early nineteenth century from Pennington to 
Paget, and Dr. W. H. McMenemey will read a paper on Dr. 
Wall and the medical faculty of Worcester in the mid-eigh- 
teenth century. At 4.40 PM, on the same day, the sections 
of surgery and medicine will hold a joint meeting to discuss 
peripheral vascular lesions. The opening speakers are to be 
Prof. E. D. Telford, Prof..J. R. Learmonth, Prof. Paterson 
Ross, Dr. Raymond Greene and Dr. Geoffrey Evans. On 
May 4 at 4.30 pm at the section of neurology Dr. Andrew 
Paterson, Major Michael Kremer and Major W. R. Reynell 
will open a discussion on disorders of personality after head 
injury. On May 5 at 10.30 am, Mr. W. Stirk Adams will read 
a paper to the section of otology on the use and misuse af 
sulphonamides in otitis media. At 2.30 pm, on the same day, 
at the section of anæsthetics Dr. Margaret McClelland will 
speak on toxic effects of ‘ Trilene ’ decomposition, Dr. C. G. 
Barnes and Dr. John Ives on electrocardiographic changes 
during trilene anssthesia and Dr. Norman James on machines 
Dr. Russell Davies will also show a 


will be shown at the meeting of the section of laryngology 
at the same hour. 
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= Dr. H. R. MAoLENNAN will deliver the. Blair-Bell lecture 

at the Royal College of Obstetricians and Gynæcologists, 
today, Saturday, April 29 at 3-Pmx. He will speak on con- 
tracted pelvis in childbirth. 


On Thursday, June 8, at 4.30 Pm, Prof. E. D.- ADMON 
OM, FRS, is to give the Bertram Louis Abrahams lecture at the 
Royal College of Physicians of London. His subject is to be 
localisation in the cerebrum and cerebellum. 


Royal College of Surgeons of England 

The following Hunterian lectures will be delivered at the 
College, Lincoln’s Inn Fields, London, W.C.2, at 4 PM next week: 
Mr. T. M. Tyrrell, surgery of the blocked lacrimal sac (May 1); 
Mr. R. B. Zachary, recovery after nerve suture (May 3) ; 
Prof. G. Grey Turner, surgery in achalasia of the cesophagus 
(May 5). 
.Royal Institution of Great Britain 

On June 2, at 5 pm, Sir Jack Drummond, FRS, will give the 
Friday evening discourse at the institution, 21, Albemarle 
Street, London, W.1. He will speak on the Hot Springs 
conference and its bearing on nutrition in Great Britain. 


Imperial Cancer Research Fund 
= Dr. C. H. Kellaway, FRS, has been nominated by the Royal 
Society to the council in place of Prof. M. Greenwood.- 


University of St. Andrews - 

Ata graduation on April 6 the faliowing degrees were 
conferred : 

Ch M.—H. A. Haxton. 

MD.—Sheila T. E. Callender (with honours and gota medal) and 
James Sime. 

MB, Ch B.—Minnie K. Herring (with distinction) ; Lockhart 
Frain-Bell, Stephen Bayne, H. B. Goodall, N. K. Smi K, Margaret 
B. Noble, 5. E. Hilton, J. M. Jonastone, R. M. Milne and Janet E. 
Beattie (with commendation); J. Anderson, Ellice A. Baird, 
Jeanne M. Bower, D. M. Caird, J. Ge Campbell, Margaret A. Curr, 
- F. Forfar, M. F. Giffnock, H, G. Ford, J. C. Forfar, I. M. Grant, 

P. Grant, Dorothy A. TI Hamilton, Beryl R. Law, T. R.M 


Jonna. J. L. Mackenzie, W. J. McLaren, Keith Milne, J. T. Paton, 
Margaret S. Purvis, Patricia J. S. Robertson, Winifred M. 
Ross, Evelyn H. Russell. Stalker, John Stohlner, M. D. 


Thomson, T. P: Venning, A. AG. ‘Watson, H. E. R. Wem and Eliza- 
beth R. Younger. 
Prisoners of War 

The following RAMC officers have been posted as prisoners 
of war: Lieutenant George Blair, MB ST. AND.; Captain 
F. E. Butterfield, MB DURH. Captain C. D. Chilton, MB 
WALES & LOND.; Captain T. `'R. S. Cormack, BA CAMB., 
MRCS; Major D. W. Gillies, MB GLASG. ; and Captain V. wW. J. 
Hetreed, MB LOND. 


Medical Honours 
The DSC has been awařded to Surgeon Lieutenant E. O. 


Davies, MRCS, RNVR, for great courage and devotion to duty © 


in caring for the wounded during landings at Salerno; and 
the MC to Major John Swinney, FRCS, RAMO, in recognition of 
gallant and’ distinguished services in Italy. 


‘Historical Background to Modern Medicine 

On Mondays and Thursdays, at 4 pm, during May, Dr. 
Douglas Guthrie will give six lectures on this subject at 
Surgeons Hall, Edinburgh. He will speak on the, medicine 
of prehistoric ‘and primitive man on May 8, on Egyptian, 
Greek and Roman medicine (May 11), on: Arabian, Salernitan 
. and medieval medicine (May 15), on medicine of the renais- 
sance period (May 18), on eighteenth century medicine 
(May 22), and on naval and military medicine in history 
(May 25). The lectures are open to medical practitioners 
and students. 


Tuberculosis Association 

At a meeting to be held at 26, Portland Place, London, 
W.1, at 3.30 pM on Friday, May 19, Surgeon Captain W. D. W. 
Brooks and Dr. A. K. Miller will open a discussion on the treat- 
ment of the minimal lesion as found by mass radiography. 
_ Afterwards Dr. Joseph Smart.will read a paper on two unusual 
cases of asthma. : 


Egham Rehabilitation Centre 

* Admission to the Ministry of Labour’s rehabilitation centre 
at Egham is no longer restricted to men in hospitals in civil 
defence regions 4, 5, 6 and 12, and suitable patients from 
` hospitals in any part ‘of the country may now be sent there. 


Supplies of proteolysed liver (Allen and Hanburys) 
are now available for the oral treatment of pernicious anæmia 
or other megalocytic anemias. It has a pleasant flavour and 
can be administered in soup or warm water. An ounce of 
proteolysed liver (A & H) is equivalent to 8 oz. of fresh liver. 


WILLIAMS.—On April 18, at Adlington Hall, Cheshire. the 


MILLS—Ross. "—On April 14, at Alresford, Claud 


‘MiITCRELL—Moore.—On 


‘encephalitis lethargica, 2; dysentery, 179; 


of the London County Council on April 12 was 1884. 


Births, Marriages and Deaths 


‘BIRTHS |. 


GRANT.—On april21, , at Bradford-on-Avon, Wilts, the wife of Flight- 
Lieutenan Grant, BM, RAF—a daught er. 

HAMILTON.—On April 13, at Watford, the wife of Captain J. J. 
Hamilton, RAMC—a daug hter. 

LUNN.—On April 17, in Tendon: the wife of Captain G. 
RAMC—a daughter. 

OAKLEY.—On April 22, at Meonstoke, . the wife of Surgeon Lieut. - 

_ Commander Douglas Oakley, RNVR-——a daughter. 

RiTcHIeE.—On April 21, at Oxford, the wife of Dr. James Ritchie— 
& son. `: 

SHERRIFF.— At Hamilton, Lanark, in January, the wife of Major 
J. Munro Sherriff, Ramc, West African Forces—a di vuchter. 

SOUTHWELL.—On April 16, in London, the wife of Dr. Neville 
Southwell—a daughter. 

TAYLOR.—On April 18, at Bridgwater, Somerset, the wife of Captain 

ce Gordon Taylor, RAMC—a son. Pee 
wire o 


M. Lunn, 


_Flight- Lieutenant J. R. C. Williams, 18—a son. 


MARRIAGES 


HIRD—SHARPE.—On April 22, at Camberwell, George’ Frederick 
Hird, MRCS, to Edith Mary Sharpe, MBCS. 
KELSEY—CLARKE.—On April 15, at Worplesdon, Denys Edward 


Reginald, Kelsey, MB, to Angela R. F. Clarke. 

Noel Mills, 
captain RaMc, to Jean Mary Ross. ; 
March 17, at Portaferry,. co. Down, 
David Mitchell, MD, FROPI, to Dorothy Moore, LRCPI. 


DEATHS 


CAMPBELL.—On April 20, at Inverness, James Argyll Campbell, 
MD, D SC EDIN., aged 60. 

HAaNWELL.—On April 19, at Boldre, Lymington, Gerald Lucas 
Hanwell, MRCS, aged 7 6. 

McCASKIE.—On April 19, in London, Norman James McCaskie, 
MD CAMB. 

WItcox.—On April 10; at Salisbury, Rhodesia, Roger Nelson 
Wilcox, MB, BSLOND., DLO, D edal officer, for Blantyre, 
Nyasaland, Conners of St. Thomas’ Scene London, aged 41. 


SOME PROVISIONAL DEATH RATES FOR 1943 


The Registrar-General in his weekly return for 
April 15 gives the following provisional death-rates per | 
million population for England and Wales during 1943: 


Males Females Persons 
Respiratory tuberculosis 785 384 557 
Other tuberculosis 129 96 as 411 
Cancer.. : 2140 1716 a 1899 


The maternal mortality per 1000 total births, based on 
deaths primarily classed to diseases of pregnancy, child- 
birth and the puerperal state as arranged in the Manual 
of the International List, is as follows : 

No. 140.—Post-abortive infection, 0:34. 

No. 141.—Abortion without mention of septic conditions,. 0-11, 


No. 147.—lInfection during childbirth and the puerperium, 0-39. 
Nos. 142-146, 148-150.—Other maternal causes, 1-45. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED APRIL 15 ; 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 1 (Barn- 
staple) ;. scarlet fever, 1870; whooping-cough, -1865 ; 
diphtheria, 616; paratyphoid, 2; typhoid, 5; measles 
(excluding rubella), 2578 ; pneumonia (primary or 
influenzal), 983 ; puerperal pyrexia, 163 ; cerebrospinal 
fever, 96; poliomyelitis, 4;  polio-encephalitis, 1 ; 
ophthalmia 
neonatorum, 67. No case of cholera, plague or. typhus 
fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 


During the 


Previous week the following cases were admitted : ecerio fever, 90 ; 


Hiphtheria, 33; measles, 63: whooping-cough, ï 

Deaths.—In 126 great towns aR were no deaths 
from enteric fever or scarlet fever, 3 (0) from measles, 
13 (3) from whooping-cough, 9 (1) from diphtheria, 63 (12) 
from diarrhoea and enteritis under two years, and 
27 (4) from influenza. The figures in parentheses are 
those for London itself. 

Birmingham had 2 deaths from whooping-cough and 2 from diph- 
theria. Sheffield reported 6 fatal cases of diarrhea, Birmingham 5. 
The number of stillbirths notified during the week was 
256 (corresponding to a rate of 34: per thousand total 
births), including 19 in London. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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STATE OF MEN SEVERELY WOUNDED 
IN BATTLE* 


W. ©. WILSON, FRCSE 
REGIUS PROFESSOR OF SURGERY, UNIVERSITY OF ABERDEEN 


‘THE observations reported here were made on a sample 
of wounded men who were seen during the Battle of El 
Alamein and for about a month during the subsequent 
advance. Of the total of 133 men examined, 95 were 
seen at a casualty-clearing station (CCS) and 29 at a field 
ambulance (FA) with attached transfusion and surgical 
units ; all the CCS cases and some of the FA cases were 
seen during static fighting, the remainder after fighting 
became mobile. her 9 cases were added ;. these 
were examined by Captain A. D. Macrae, RAMC, at the 
advanced dressing station (ADS) of another FA. 

The observations were necessarily of the simplest 
kind ; records were made of the wounds, circumstances of 
wounding, prominent symptoms, mental state, blood- 
pressure (BP), pulse, respiration and the peripheral 
circulation ; hemoglobin was estimated in cases of burns 
and a few ‘other cases. As far as circumstances per- 
mitted serial records were made.. Some men were kept 
under more or less continuous observation for many hours, 
but the majority were seen for only a few hours owing to 
the need for early evacuation. Post-mortem examina- 
tions were done when feasible. 


` WOUNDS 


Situation.—In table 1 the wounds have been classified 
according to situation and, when more than one wound 
‘was present, according. to. the situation of the most 
serious wound. Cases of multiple wounds, where it was 
difficult to. decide. which wound was the most serious, 
‘have been classified as ‘‘ multiple severe wounds.” 


TABLE I-—-SITUATION OF WOUNDS 


~ (With priority to the most serious) 


(a) alon ne 7 | 
Penetrating wounds of Jj(b) + ° penetrating 14 
abdomen wounds of thorax 2 
, (c) A Sier wounds.. 5 
Penetrating wounds of { (a) al 2 10 
orax ` ; b) + + other’ wounds 8 
Penetrating wounds of { a) alon 5 7 
skull b) a other wounds.. 2 f 
Wounds of face and neck { oo rs other eae) oa syle 
oe ofspine andspinal ta) none le a A \ 2 
other woun 
Multiple severe wounds (apart from above) ss 8 
Bae a ( a) mee ampu- lq 
oundso s and trunk 
(not included above) (b) Compound’ trac- 33 70 
| (c) Bort tissue  .. a 
alone 7 
Pumi 6 b) f orhon wounds 1 } 8 
_ Crushes i ec 2 
Total én m i ar 133 


-Time of first examination.—The interval between 
wounding and first examination is shown in table I. 
It corresponds approximately with the interval between 
wounding and arrival at the FA or CCS. 


TABLE II—INTERVAL BETWEEN WOUNDING AND FIRST 


EXAMINATION 
Hours after wounding | CCS cases | FA cases 
0- 4 s e ee | e¢ 11 
5- 8 AP -— 10 9 
9-12 7 dite 36 6 
13-16 ‘ 16 1 
17—20 11 1 
21-24 6 1 
25-36 12 8 
37-48 4 a 
After 48 1 
Totals .. ee | 95 38 


a rn e a aa a e e a 


FA cases examined at 24 hours or later were seen dur- 
ing a moving battle, the remaining FA cases and all ccs 
cases under static fighting conditions. 


+ A lecture given to the class of surgical pathology, Edinburgh 
_ University, and based on a report by the author from a medical 
research section, Middle East Forces. 
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Constitutional Effects of Wounding 


GENERAL CONDITION ON FIRST. EXAMINATION 
The men could be grouped as follows :— 


Dying (4).—Death occurred within a few minutes of 
admission. 

_ Condition desperate (23).—There was immediate and great 
danger to life, as for instance after a large hemorrhage ; | 
7 of these men died while under observation. 

_ Condition serious (25).—Danger to life was present but not 
imminent, 'as for instance from peritonitis or severe 
brain injury. In this group 10 men were judged to have 
little if any chance of surviving. 

` Condition _satisfactory—81 cases. 


‘ 


The general state was ` 
good and there seemed a reasonable chance of survival. 


CAUSES OF CONSTITUTIONAL DISTURBANCES 


An attempt has been made to ascribe the disturbances 
to specific causes, the mechanisms of which, though 
complex (as for example in peritonitis), are reasonably 
well understood. In this connexion, reference to shock 


_ TABLE ITI—CAUSES OF CONSTITUTIONAL DISTURBANCES 


| o Cases 


Disturbance E 
Dying | Desperate | Serious 
e a | aea — 


Peritonitis and/or intra-abdo- 

minal hæmorrhage . 3 1 
pig viral and/or heemo- 

thorax 1 ee 


Brain injury 3 
Effects of blast (probably) y 1 
Burns ae s Cs 1 
Bacterial infection ee ae ee be 3 
8 
6 


. oa O 


Hæmorr © (probable 
Heomorrhage (proba ) 
Doubt 


Oam. 


a pane i a ee 
Totals Ss es 4 23 - 25 


has been avoided because it is discussed later under 
“ wound shòck.” Table 1 shows the main cause of the 
disturbances in patients of the first three groups; in 
most instances more than one cause was operative. 


STATE OF THE CIRCULATION 


_Blood-pressure. —The systolic levels of BP at the time 
of first examination and their relation to the time interval 
after wounding are shown in table Iv. 


TABLE IV-—SYSTOLIO BP AT FIRST EXAMINATION 


l ; Average hrs. 

BP mm. Hg |CCS cases| FA cases | All cases | after wound- 

= ing (all cases) 

Above 140 4 2 . 6 

111-140 3 53 7 60 16 - 
101-110 a 17 5 22 19 
91—100 11 i 5 16 17 
81— 90 s a 4 4 10 
71— 80 2. f° 4 6 16 
61- 70 2 3 5 8 
51- 60 Ss 3 | 3 6 6 
50 or below .. 3 | 5 8 11 
Totals ..| 95 | 38 . | 133 aa 


It will be seen that normal systolic levels (110—140 mm. 
Hg) were present in 53 of 95 CCS cases but in only 7 of 38 
FA cases; the difference reflects the higher proportion. 
of severely wounded men at the FA. 

The relation of the systolic BP to the general condition 
on admission is shown in table v. 


TABLE V—RELATION OF BP TO GENERAL CONDITION 


Satis- 


am i na ee ee. 


Systolic 

BP mm. Hg Dying Desperate Serious factory. - 
Above 140 1 (blast injury) re 5 
111-140 a 8 52 
101-110 ie 7 15 

91-100 2 (brain injury) 5 9 

81- 90 1 3 

71- 80 4 -> -2 

61- 70 oe ee 5 : ee 

51— 60 aid 6 

50 and bblow 4 4 : 

Totals .. | 4 23 25 | 81 


Of 81 men in satisfactory condition, all but 2 had 
systolic pressures of 100 mm. Hg or above; of the men 


T 
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in a serious .condition, all but 2 had systolic pressures 
above 80 mm; and of the men in a desperate 
condition, all but 4 had pressures below 80 mm. 

These observations are in agreement with many 
previously reported.: As a general rule, a wounded man 
whose condition is satisfactory has a normal or nearly 
normal systolic BP. The ‘“‘ critical level ’’ seems to be 
80 mm. When the systolic pressure has fallen to this 
level a dangerous condition has been reached. 

As usual, there were unexpected cases. In 10 men, 
previously untreated, the BP was surprisingly high in 
view of the severity of i injury and the time since wound- 
ing. One man, who had lain out for 48 hours with gross 


‘ brain injury, had a systolic BP of 100, though the pulse- 


rate was 170. Two men with established gas infection 28 
hours and 40 hours after wounding, and 1 man with 
peritonitis of 40 hours’ duration, had normal BP. One 
man, 10 hours after severe hemorrhage, had a BP of 
108/76, though the pulse was 140 and very weak ; and 5 
men, at 9 to 21 hours after wounding, had normal or 
nearly normal BP in spite of severe tissue destruction and 
considerable hemorrhage. One is constantly surprised 
by what the human organism can stand. 

On the other hand, there were 3 men whose systolic BP 
(about 80 mm.) was surprisingly low in the presence of 
signs of an active peripheral circulation. Another 

e unexpected feature, which is discussed later, was a quick 
rise from a low or unrecordable level to a normal BP level 
after a small transfusion. 

There were 6 cases of hypertension. Apart from one 

man with asphyxia, probably from blast injury (BP 
300 +/?), the highest level was 160 mm. Hg. The time 
after wounding was 7 to 13 hours and in all there was a 
return within a few hours to a normal level. One of these 
men had a distinctly ‘‘ thready ’’ pulse. 
' ‘Fhe diastolic level was taken as the point of final 
cessation of the thump; it was difficult to estimate in 
cases oflow BP. The diastolic level was liable to sudden 
changes. ‘‘ Phasic variation’’ in the systolic level 
(variation during the respiratory phase) was not infre- 
quent. There was no suggestion as to its cause. 


TABLE VI—RELATION OF PULSE VOLUME AND RATE TO 
: SYSTOLIC BP 


- | 
Systolic 


à * | Pulse of ead vol. | Pulse of low vol. 


Total 


= Imp- 
se a papis mal Rapid | Slow Rapid Slow | alp.* 
rate 
ee 
Above 140 | 6 2 2 aes 2 GF 
111-140 ' 60 36 12 | 5 6 ei 
81-110 42 6 | 15 17 bea i 
80 and be- 
ow 25 12 1 .10 


* Impalpable radial pulse and rapid heart. rate. 


Pulse-rate and volume.—Except by detailed reports of 


individual] cases, it is impossible to describe the enormous 
variation in behaviour of the pulse. Two tables are 
given to show general trends, table v1 showing the rela- 
tion of the pulse to the systolic BP, and table vi the 


relation to the general condition at the time of first exa- ' 


mination. A rapid rate means 100 per minute or above, 
a slow rate below 70. 


TABLE VII—RELATION OF PULSE VOLUME AND RATE TO 
l GENERAL CONDITION 


Pulse of good vol. | Pulse of low vol. . ain 
General | Total Nor einai a a Fo 
er. or Nor able 
condition : cases | mal Rapid Slow mal Rapid Slow | Heart 
! rate rate apid 
Dying ao y She 4 
Desperate 23 e. 1 14 2 6 
Serious 25 4 | 9 1 11 oat 
Satisfac- | 
tory | 81 40 : 20 5 4 12 | 


Relation of pulse to BP.—The association of a slow pulse 
with a low BP after injury is well known and can occur 
even after severe hzemorrhage, but it was rare in this 
series (2 cases). One man, who had pronounced irre- 
gularity as well as slowing of the pulse, had sustained 
severe brain damage, the other severe hemorrhage. In 
the second the pulse remained slow (62) after transfusion. 
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The other men with a slow pulse h: Nad a ainal BP. 
Apart from one instance of brain injury, there was nib 
obvious explanation of the slowing, and it may be ns 
more than a coincidence that 2 had severe facial injuries. 
All were seen a long time after injury (14 to 24: hours.. 
and all had received no more than first-aid treatment. 

The association of a low-volume ‘ thready ”” radial 
pulse with a normal or high BP is also known, but again 
it was distinctly uncommon here (9 cases). Five of these. 
seen at 19 to 32 hours after wounding, probably had 
established bacterial infection. 

Apart from these cases, there was nothing noteworthy. 

Relation of pulse to general condilion.—One feature was 
that 32 men in a satisfactory condition had a rapid pulse 
rate, 20-with a good volume and 12 with a low volume. 
described as soft or weak. For the majority of these it 
seemed reasonable to assume that bacterial infection was 
already active, as a considerable time had elasped since 
injury ; others appeared to be cases of well-compensated 
hemorrhage. Pain and discomfort may have been 
responsible in some, but these features were sometime 


prominent without pulse quickening. 


‘A rapid pulse was very common among men in a serious 
condition, and a rapid weak pulse was invariable im the 
desperately ill men. Twenty men in a serious condition 
had a rapid pulse, while only 10 of them had a systolic 
BP of less than 100 mm. Hg. Seven men in a desperat: 
condition (5 from bacterial infection, such as peritonitis. 
and 2 from hemorrhage) had an elevation of the pulse-rate 
quite disproportionate to the fall of BP. It is clear. 
therefore, that a rapid pulse, and especially a rapid pulse 
of low volume, was a more constant indication of danger 
than a fall of BP; a fall of BP was sometimes a com- 
paratively late event in circulatory failure after wounding. 
Nevertheless changes in BP were the most useful avail- 
able index of circulatory failure and of the response t» 
treatment, and examination of the pulse alone was quite 
inadequate for a proper assessment of the condition. 


OTHER FEATURES OF CIRCULATORY FAILURE 


The skin circulation.—For proper determination of skir 
temperature and colour in the hands it was necessary 
first to wash them and to expose them to room tempera- 
ture for about 15 minutes. In most cases of low BP the 
skin was cool and pale, the blood-flow in the nail-bed 
was sluggish and the superficial veins of the dorsum of the 
hand and forearm were empty and filled poorly when the 
arm was compressed ; a cool nose was perhaps @ more 
constant and reliable sign. These changes, with a rapid 
thready pulse, indicated strong vasoconstriction. The 
skin cireulation was usually greatly restricted and 
sometimes almost entirely suppressed. In 3 men. 
however, with a systolic BP of about 80 mm. Hg, the 
hands were warm and the skin circulation active, the 
pulse was of fair volume and of normal rate or moderately 
fast. 

Sweating—In CCS or MDS (main dressing-station) 
cases sweating was not often seen, except during or after 
operation. It was common, however, in severely injured 
men seen shortly after wounding at the ADS. It ap- 
peared usually as the BP fell with signs of continued or 
renewed bleeding, and it ceased abrupt ly when bleeding 
was controlled and the BP was raised by transfusion- 
There was a suggestion, not easy to verify, that a large 
dose of morphine might by itself cause sweating. 

Thirst.—Thirst, with a dry tongue and mouth, was 
very common and thirst after great hemorrhage proved 
for some men almost unbearable. 

Nausea and vomiting.—Nausea was fairly common 
but vomiting less so. Like sweating. they were found 
most often at the ADS in men whose BP had fallen to low 
levels. Morphine may have been partly responsible 


' because they seemed to be more pronounced after a single 


Tren injection of grain 4 morphine than after smaller: 
oses 

Mental state.—Most ill men, even those in a desperate 
condition, were mentally alert, sometimes asking about 
their chances of recovery, eager and grateful for reassur- 
ance. They were apprehensive about manipulations 
which might cause more pain, and prone to fidgety. 
restless movements. Restlessness on occasion was very 
prominent and reached a degree of violence which was 
surprising in the very depressed state of the circulation- 
Violence, apparently, could be precipitated by intolerable 
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sain. One man with an. unrecordable BP began to 
truggle wildly after his wounded limb had been accident- 
Wily moved ; tT emigaling continued for several minutes 
ill he died. The restless state was little affected by 
morphine and was probably an expression of cerebral 
noxia. 

The dangers of using large doses of morphine to allay 
-estlessness before resuscitation are referred to later. 
Instead of restlessness a few men showed apathy and 
silent immobility, interrupted perhaps by an occasional 
yroan or protest against pain; in this state the senses 
were probably greatly dulled, and after resuscitation the 
memory for recent events was found to be impaired or 
»bsent. In this series apathy was seen only in men who 
1ad jain out for some hours after wounding and had 
»ecome thoroughly chilled. 

Urine.—No estimations were made, but it was clear 
shat severely wounded men passed little or no urine for 
many hours after wounding. 


Wound Shock 


There is much to be said for the proposal to abandon 
she term ‘‘ shock ” altogether. It is at least debatable 
whether the use of the term has hindered rather than 
aelped the study of the effects of injury. The common 
practice of describing all forms of circulatory failure after 
injury as ‘“‘ shock,” irrespective of the cause, mechanism 
or time of onset of the failure, is obviously undesirable, 
since it includes circulatory failure due to bacterial 
nfection, peritonitis, asphyxia and obstruction of the 
pulmonary vessels by fat. And the inclusion of failure 
from widespread vasomotor paralysis which sometimes 
‘ollows injury to the central nervous system has little to 
recommend it. In animal experiment the term may be 
restricted to conditions of low blood-volume (oligemia), 


wero 
OS) 


but in ordinary clinical work the restriction is impractic- . 


ble because the volume is often not measured. The 
plood-volume may be low in certain chronic illnesses, 
such as. anemia (McMichael), which have no kind of 
resemblance to a shock-like state. One form of circula- 
bory failure after injury—vasovagal collapse—may 
follow psychic or painful stimuli without oligeemia ; it 
can, however, arise after hemorrhage, sometimes a small 
nzeemorrhage, and the- mechanism, as McMichael and his 
colleagues have shown, is a sudden reflex arteriolar 
dilatation in the muscles (Barcroft et al. 1944). There 
may be, and probably are, other shock- like states for 
which oligzemia is not essential. 

The use of the term ‘‘ wound shock ad has, however, 
become firmly established, and it is convenient for pur- 
poses of description provided that some sort of definition 
s given. In this paper it covers all forms of circulatory 
‘ailure occurring as a result of wounding, and’ within a 
ew hours of wounding, except failure due to bacterial 
nfection, fat embolism and injury to the central nervous 
system, the thoracic and abdominal viscera. 


CLINICAL FEATURES 


In the series there were 16 cases of severe or very severe 
wound shock and 8 of more moderate severity. So far as 
sould be judged from available data there were 2 cases of 


yasovagal collapse, with the combination of a low BP 


ind a slow pulse, both after considerable bleeding, and a 
sossible third where collapse occurred without bleeding. 
[here were 3 men with an active skin circulation and 
ulse of fair volume, but a disproportionate and persist- 
mt hypotension. The remainder showed the usual 


eatures of oligzemic shock: a weak rapid pulse, low BP, 


kin vasoconstriction, restlessness with a touch of 
nxiety, thirst, oliguria and, in the worst cases, sweating, 
1ausea and vomiting. 


THE ROLE OF BLOOD-LOSS 


It was difficult in many cases to decide how much 
lood had been lost to the exterior or into tissue spaces. 
‘here were few opportunities for measuring external loss 
yy the method of soaking blood-stained material, since 
he material had usually been discarded ; unfortunately, 
lood-volume estimations were not feasible. In most 
nen with wound shock all the indications were that 
wemorrhage had been at least considerable. Whether 
hock was ever disproportionate to blood loss it was 
mpossible even to guess. In this connexion individual 
ariation in SURCEDHDEIYY,. to hemorrhage must be 


N 
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considered. ‘Unusual susceptibility, which. is seen in a’ 
small proportion of blood donors who faint after the loss 
of 1 pint of blood. or less, may have been present in 2 
cases. What ‘seemed to be unusual resistance to 
hemorrhage was altogether more common. One man 
had a normal BP before operation at which nearly 3 pints 
of blood were found in the peritoneal cavity. Another 
man with a similar loss from a wound of the liver showed 
a spontaneous recovery of BP from 70/? to 118/80 while 
waiting for transfusion (Major A. G. Ross Lowdon’s— 
case). Several men recovered a normal level of BP from 
very low or unrecordable levels after transfusion of only 
1 pint of blood or plasma. In all these cases vasocon- 
striction and tachycardia persisted after recovery of BP, 
and almost certainly the blood-volume had not been 
completely restored. 

There were, however, 2 cases of shock where very 
probably little or no bleeding occurred. 


_ One man had his arm torn off by a bomb fragment. He 
was picked up at once and all observers agreed that little 
or no bleeding occurred. At the ADS, 15 minutes later, he 

‘was found to be in ‘‘ extreme shock ” ; the pulse was 
impalpable and he was barely conscious. Unfortunately 
the BP was not recorded. He recovered at once after l pint 
of plasma and recovery was well-maintained on his arrival 
at the CCS 9 hourslater. The immediate collapse may have 
been of the vasovagal type but the data were insufficient 
to decide the point. 

i The second man had a shell wound of the thigh, fracturing 

- the femur and producing thrombosis of the main vessels. 
As he was wounded at night the absence of external bleeding 
was not established with certainty, but at the ADS, 90 
minutes after wounding, a careful examination of clothing, 
dressings and' of the wound showed no sign of previous 
bleeding. There was certainly no bleeding into the tissues. 
Shock was very severe, the pulse 124 and very weak and the 
BP 56/30. He recovered after 3 pints of plasma but later 
relapsed with signs of pulmonary fat embolism and died 

- from gas gangrene at 32 hours after wounding. 


A third case, though not one of wound shock by our 
definition, may be mentioned. 

A young German with a single small peietraune wound 
of the abdomen was found on admission to the CCS, 15 hours 
after wounding, to have an unrecordable BP and a barely 
palpable radial pulse (rate 100). Four pints of blood were 
needed to restore the normal level of BP. At operation a 
tiny perforation of the cecum was found, entirely sealed 
off and surrounded by a small amount of inflammatory 
exudate ; there were only a few c.cm. of blood in the pelvis. 
Recovery was uneventful. The previous circulatory failure 
could not have been due to hemorrhage, nor was it easily 
explained by peritonitis. 


RELATION OF THE TYPE OF INJURY 


It is often stated that injury of specially sensitive 
parts such as the hand, testis or face is liable to produce 
shock. There was nothing in the present investigation - 
to support this idea. Compound fracture of femur and 
traumatic amputation of a limb are commonly believed to 
be specially shock-producing injuries. One difficulty in 
examining this point arises from the fact that the wounds 
of modern warfare are often multiple. There were 14 
men with compound fracture of femur who had not previ- 
ously been transfused and 8 of them had severe shock. 
In 3 shock was clearly due to gross hemorrhage, one was 
complicated by a huge open wound of the chest and 
another by extensive burns. Four men with traumatic 
amputations had not been transfused and 2 of them were 
shocked ; both, however, had other injuries, one gross: 
brain injury and the other burns. So far as could be 
determined, compound fracture of femur and traumatic 
amputations were not obviously more shock-producing 
than other wounds of comparable size and severity. 


THEORIES OF CAUSATION 
The most prevalent belief among ' medical’ officers 


- seemed to be that wound shock. was neurogenic and that 


blood loss, though often a contributory factor, was not 
essential; .a distinction was usually made between 
hemorrhage and shock. The influence of this theory on 
treatment was in some respects entirely beneficial, for 
instance the insistence on efficient immobilisation of 
fractures and on gentle handling of wounded men; in 
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‘other respects, for instance the use of large doses of 
morphine not so much to. relieve pain as to ‘ prevent 
shock,” the results were perhaps less desirable. Certain 
widely held clinical impressions were cited in support 
of the theory: that serious shock could occur without 
blood-loss or could be disproportionate to bilood-loss ; 
that certain injuries were specially productive of shock ; 
that transfusion sometimes failed in ‘‘ shock’’ though 
it was nearly always successful in uncomplicated 
hemorrhage. Most: of these impressions have been 
discussed above, and it has been pointed out that there 
were few cases in the series providing acceptable evidence 
in their favour. On the other hand, it should be noted 
that the series was rather small and that the difficulty of 
excluding loss of blood or plasma arose in part from 
incomplete information and inadequate investigation 
and might have been overcome under better conditions 
of study. And 3 cases did suggest quite strongly the 
participation of some factor other than blood-loss in the 


causation of wound shock. It would certainly be unwise - 


to ignore the possibility. 

In the above discussion on causes of wound shock we 
have not considered factors which are known to aggravate 
the condition.. Dehydration, fatigue, pain and exposure 
to cold have long been recognised as important, but in the 
Middle East travel over rough desert tracks was generally 
regarded as the most serious ordeal for the badly wounded 
man. Travel no doubt involved a combination of aggra- 
vating factors. Many men were seen who had beer 
subjected in varying degree to these factors ; there seemed 
no reason to doubt that their influence was adverse, and 
sometimes serious, but it seemed unlikely that any of 
them, or any combination, would produce a dangerous 
state of shock in the absence of severe wounding. 


Resuscitation (Transfusion) 


Transfusion of stored blood, plasma or serum has been 
' widely used in the treatment of injury for several years, 
and the results in civilian surgical practice are well known. 
The Battle of El Alamein was, however, probably the 
first occasion on which transfusion was used on a large 
scale for the resuscitation of battle casualties in all 
medical units, even the most advanced; the results, 
therefore, were of some interest. . 


TRANSFUSION IN SMALL ADVANCED UNITS 


Units such as the ADS were concerned with resuscita- 
tion sufficient for evacuation. Usually only plasma or 
serum was available. Some transfusions were inevitably 
much smaller than was needed for full replacement of 
lost blood, but they served their purpose in tiding the 
man- over a critical period till he reached a transfusion 
unit and were often truly life-saving. There was evid- 
ence that even a small transfusion, if given soon after 
severe wounding, was of considerable value. Relapse 
during subsequent travel was very common, after large 
as well as small transfusions, but the incidence of relapse 
fell greatly when the practice of continuing transfusion 
in ambulances became general (Lucas 1943). 3 


TRANSFUSION IN LARGER UNITS 


The problems of resuscitation in CCSs and FAs with 
attached surgical and transfusion units were much the 
same as in base hospitals. The wounded man had to be 
restored sufficiently for operation and maintained during 
a postoperative period of several days. For men with a 
low or very low BP the average amount needed. before 
operation was 3 or 4 pints (blood was used almost exclu- 
sively except in burns and crush injury), but additional 
amounts were often required during and after operation. 

It was rare that a man could not be resuscitated 
sufficiently for operation to be done, and dramatic 
recovery from the most severe degrees of circulatory 
_ failure was almost commonplace. In assessing recovery 
the BP was the most useful guide, but other signs and 
also subjective improvement had to be considered. 
some men the systolic BP did not return to a normal 
level but remained at 90 or 100 mm. Hg, although in all 
other respects the circulation seemed satisfactory. On 
the other hand, the BP might rise quickly to normal after 
1 or 2 pints when all other indications were that recovery 
was still incomplete. ; . 

_ Careful observation of the response to transfusion was 
invaluable in diagnosing the causes of circulatory failure 
and in detecting complications. No response, or an 


In ` 


PROF. WILSON: STATE OF MEN SEVERELY WOUNDED IN BATTLE 


@ 


[may 6, 1944 


incomplete and transient response, was often due to 
continued. or renewed bleeding, and fast and large trans- 
fusions might be necessary until the bleeding was 
controlled at operation. Profound failure after extreme 
exsanguination might not respond to ordinary rates of 
transfusion but did respond to fast rates and. large 
volumes of blood. A rate of 1 pint in 5 minutes or less, 
obtained by applying pressure from a Higginson syringe 
connected to the inlet tube of the transfusion bottle, was 
sometimes life-saving, since it restored the blood-volume 
in a reasonably short time. Failure to respond, however, 
might be due to bacterial infection, especially gas gan- 
grene and peritonitis ; in the latter condition prolonged 
and large transfusions were often followed by pulmonary 
cedema and were harmful. -In the presence of pulmonary 
complications, such as blast. injury and fat embolism., 
transfusion might produce pain in the chest, distress, 
signs of pulmonary œdema and a rise of venous pressure ; 
fast rates of transfusion were then very dangerous. 
After severe head wounds with external bleeding trans- 
fusion might be required to replace lost blood, but trans 
fusion was useless for the treatment of circulatory failure 
from brain damage. 

Another possible cause of failure to respond was the 
“‘ irreversible state ’’—the result, presumably, of irrepar 
able damage to cerebral or other mechanisms by pro- 
longed anoxia. The many remarkable recoveries from 
very severe, and probably prolonged. circulatory failure . 
tended to induce some scepticism about this condition, 


| 


but it was very clearly illustrated in one case studied by — 


Captain R. H. Formby, AAMC, at an Australian FA. 


In this man furious bleeding occurred after traumatic 
amputation of an arm and was not controlled until 2v 
` minutes had passed. On admission to the ADS, 40 minuta 
after wounding, he was deeply unconscious and in egtremu. 
From then until death at 17 hours after wounding, he was 
transfused continuously, mostly at a fast rate, and received 
4500 c.cm. of blood, 3500 c.cm. of serum and 500 e.em. of 
glucose saline—a total of 8500 c.cm. or nearly twice the 
normal circulating blood-volume. Apart from an insigni- 
ficant loss during a short operation, there was no further 
bleeding, but the BP never rose above 85/40; the patient 
remained unconscious and died with signs of respiratory 
paralysis. With a full post-mortem examination, including 
histology, it was possible to exclude blast or other injury 
to internal organs, significant fat embolism and bacterial 
infection. Incidentally, the general absence of œdema was 
interesting in view of the current belief that prolonged 
anoxia increases the permeability of minute blood-vessels. 


The present series was probably too small to illustrate 
all causes of an unsatisfactory response to transfusion. 
Cases of severe injury seen at other times, in which the 
causes already mentioned could be excluded, have shown 
that the efficiency of the circulation sometimes remained 
seriously impaired even when a normal blood-volume 
had been made available by transfusion. 

A complication observed by several medical officers 
during resuscitation was morphine poisoning, more or less 
severe, as the result of rapid absorption of large doses 
which had been injected subcutaneously at a time when 
the peripheral blood-vessels were strongly constricted. 
Intravenous injection of morphine during shock seems 
to have many advantages. 

_ Another established practice in shock treatment which 
seemed to require reconsideration was artificial heating. 
Heating by cages, unless carefully supervised and regu- 
lated, could easily be overdone and become a source of 
great discomfort. There was a suggestion that vigorous 
heating before transfusion caused deterioration, possibly 
by inhibiting compensatory vasoconstriction. A safe 
plan would be to warm the chilled patient after starting 
transfusion, not before. l 

o RELAPSE CE 

Relapse, as distinct from initial failure to respond, was 
seen rarely before operation unless there was much delay 
in operating, but not infrequently during and after opera- 
tion. No doubt some relapses occurred because the blood- 
volume had not been made good or had fallen again from 
slow blood-loss ; then operation with perhaps moderate 
bleeding could precipitate a steep fall of BP. In one 
case, however, the fall during operation was clearly a 
owe of inhibition of vasoconstriction by the ansesthetic 

ether). 
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But relapse could occur even when thé plood-volume 
had been completely restored. Successful resuscitation 
before operation did not mean that the condition was 


‘again normal; still less was it a guarantee of eventual 


recovery. The man who had been rescued from severe 


shock. remained in a precarious state, abnormally sensi- 


tive to blood-loss, to the toxic action of anesthetics 
(especially intravenous pentothal sodium) and probably 
to other noxious agents. | ae e 
In the postoperative period the severely wounded 
man sometimes remained ill for several days,, fevered, 
restless, sweating, prone to pulmonary complications, 
such as pneumonia or oedema, and with considerable 
disturbance of kidney function (apart from the severe 
‘form. following crush injury).’ Doubtless bacterial infec- 
tion was often responsible, but there were many possible 
causes of these disturbances. Fat embolism might be 
mentioned specially because it was often unsuspected and 
at autopsy could easily be missed: unless the pathological 


-studies were carefully done. . 
e Summary 

Observations were made on the constitutional disturb- 
ances after severe wounding, especially impairment or 
failure of the circulation, in 133 battle casualties; The 
wounds were often multiple, involving the body cavities 
and internal.organs as well as the limbs and trunk, and 
the constitutional disturbances were correspondingly 
complex. But even wounds confined to the limbs pro- 
duced effects which were far from simple. 

Wound shotk—one form of circulatory failure arising 
shortly .after wounding—has been given a restricted 
definition here, but more than. Qne cause and mechanism 
of the circulatory failure could be detected. Loss of 
blood to the exterior or into tissue spaces was by far the 
commonest concomitant of wound shock and seemed to 
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From the Wards and the Bland-Sutton Institute of the 
F _ Middlesex Hospital. 
-- THE present war has re-emphasised the need for an 


efficient wound antiseptic, and this report records clinical 
trials of a mixture of sulphathiazole and proflavine. 


F. R. SELBIE 


The selection of these. two substances is the outcome of | 


long-continued research at the Bland-Sutton Institute, 
Middlesex Hospital. | | 

No-single drug has yet come to light which is active 
against all the bacteria found in infected wounds. It is 
necessary therefore to apply a mixture of antiseptics ; 
and on carefully balancing data from experiments, both 
in vitro and in vivo, we concluded that the most effective 
antiseptic mixture now available was a powder con- 

sisting of 1 part of proflavine and 99 parts of sulpha- 
thiazole. In addition to its powerful action on pyogenic 
cocci this mixture has a high grade of activity against 
Clostridium welchti, Cl. edematiens and Cl. septicum 
(McIntosh and Selbie 1943), the three most frequent 
causal organisms of gas gangrene. The proflavine 
enhances the antistaphylococcal action of the sul- 
‘phathiazole and at the. same time affords protection 
against gram-negative organisms. such as B. pyocyaneus, 

| B. proteus and coliforms. It has also the advantage of 
‘being active in serum, the medium of fresh wounds. 
‘The value of the powder could be increased by addition 

_ Of that ideal wound antiseptic penicillin; but unfor- 

tunately at the moment this is not available. 

The toxicity of the two components and the effect of 
the mixture on healthy tissue was studied (Selbie and 
McIntosh 1943), and the proportions used are commensur- 
ate with the relative general toxicity of proflavine and 

_ sulphathiazole fo animals. In tissue-toxicity experi- 


* Based on a report to the war wounds 


committee of the Medical 
Research Council. 


` abnormally sensitive to noxious agents. 


= _ sulphathiazole alone. 


the mixture. € 
- larger amounts of the mixture in a small series of battle 


be the. most important cause, probably by producing a 
state of acute oligemia. But a few cases suggested 


strongly that dangerous shock could occur without signi- | 


ficant blood-loss. Individual variation in susceptibility 


‘to hemorrhage was observed and has been emphasised - 


here because insufficient attention has been paid to it in 
judging the part played by hzemorrhage in wound shock. 


Even uncomplicated hemorrhage can produce collapse 


of the circulation by more than one mechanism. There 


was little, however, in the observations to support the | 


rather prevalent belief that wound shock is mainly 
neurogenic. a oS 2" ; 

The treatment of wound shock might be summarised as 
full replacement of lost. blood by transfusion combined 
with efficient control bf bleeding. Some causes of failure 
to resuscitate by transfusion have been mentioned, but 
‘there may have been others. Relapse after successful 


~ 


resuscitation was not infrequent, and-.the -man who had | 


suilergd from severe shock remained in a precarious state, 
Severe wound- 
ing was often followed by an illness, more or less serious 
and lasting at least several days, in which many factors 
other than blood-loss or its late effects operated. Some 
points mentioned here as undecided could probably be 


settled by further investigation along similar lines, - 


and much more could be learned from the study of 
wounded men by improved methods and with better 
facilities. l 


In conclusion, my thanks are due for much willing help to 


many medical officers serving at the time with the Middle East 


Forces. . A, 
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ments in animals, care was taken to reproduce conditions 
as they would occur in the field : the powder was applied 
to the tissues as a light frost according to the recognised 
practice in treating wounds. Under these conditions 
this mixture had no delaying effect on the healing of clean 
incised wounds and necrotising effects were absent on 
minimal, being comparable with those produced by 
Damage to tissues, however, may 
result if the powder is introduced in excessive quantity 
or for a long period. The toxic effects in animals 
recorded by Russell and Beck (1944) are undoubtedly 
due to the application of unnecessarily large amounts of 
Mitchell and Buttle (1943) have used much 


casualties, obtaining excellent results without harm. 
They have even used undiluted proflavine in old and in 
Tahi :wounds, with good clinical results (Mitchell and 
Buttle 1942). a : " l 

A determining factor in present circumstances is the 
availability of.a drug, and this is another point in favour 
of the sulphathiazole-proflavine mixture. z | 


| APPLICATION OF THE POWDER | l 
In contaminated wounds a thorough surgical toilet 


must be done before the powder is applied.  - ` 

The powder is dusted over the surface of the wound, 
preferably by insufflating with a blower. 
course be applied by sprinkling from a smali, envelope.) 
The amount used should be just sufficient to give.a slight 
coating on the surface—equivalent to 0:5 g. per 4sq. in. 
This distribution per unit area, (5 mg. per sq. cm.) 
happens to be exactly the same as was used in our animal 
toxicity tests, which showed no delaying effect on the 
healing of cledn ‘incised wounds. As with many other 
active therapeutic agents care must be taken to ensure 
correct dosage. 

Daily spraying or 


dusting of infected wounds is 


apparently unnecessary, since quite as good results have | 


been obtained by treating on alternate days. Wounds 

usually become dry in 4-5 days, coinciding with the 

suppression of the infection. D a 
Preparation of the powder.—-In preparing, the powder it 


(It can ,of . 


is essential that the two components be thoroughly mixed. 


A mechanical mill, however, is not required for making up 


small quantities, since this can be done quite easily with a 


pestle and mortar under relatively sterile conditions. The 
rubbing must be continued until the powder is smooth and 


` 
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free from crystals. The powder should of course be supplied 
sterile in the same way that the sulphonamides are sterilised. 


Clinical Trial 


The powder proved so satisfactory in laboratory tests 
that it was decided to give it a clinical trial, both in battle 
wounds and in civilian cases. This report describes the 
results obtained at the Middlesex Hospital, and at the 
EMS Hospital, Tindal House, Aylesbury. Clinical 
observations were made in conjunction with full bacterio- 
logical control as to the type and number of bacteria 
in the infected wounds. Attention was also paid to the 
effect of the powder on the rate of healing in open wounds. 

The powder has been used as a routine in a large num- 
ber of cases for the prevention and treatment of infection. 
Table I summarises the results in 40 of these that were 


TABLE I 
F 23 oe Results , 
Type of case g 3 ; Infec- | Toxic reactions ‘ 
i 8 3 | tion eli- |————_—_——___ 
Z to |minated | Local | General 


Infection present ea 1- 3 1 
` Infection expected .. 7 ' 1- 3 6 0 
Abdominal cases 8 2-10 5 0 


* 
oo 


* Intraperitoncally 


carefully observed with particular regard to the amount 
of powder used, the elimination of infection, the rate of 
healing and any untoward effects. It will be seen that 
infection was present in a large proportion of them and in 
most of these this infection was acute; but it yielded to a 
single application of the ‘powder in conjunction with 
surgical toilet. Inckuded in the second group are some 
cases in which infection was to be expected, from the 
site or after difficult and prolonged surgical procedures. 

Others were civilian casualties with lacerated wounds 
which healed satisfactorily after one application of the 
powder and primary suture, including one case in which 
the ankle-joint was opened up. “Most of the cases in the 
abdominal group were treated for some septic ‘condition 
‘such as a gangrenous or perforated appendix. 

Table 11 gives some typical examples. 


‘ TABLE II’ 


Amount of 
mixture applied | 


Civilian casualties 


Result 


Lacerated wound of lg. Healed without infection. - 
skin of elbow, 10 brs. i ; 
old. excision: and 
suture. 

Primary suture of 1 g. Healed by first intehtion. 
median nerve in No nerve irritation. 
lacerated wound. 

Extensive laceration of 3g. Healed without infec- 
foot with gross skin l tion. Good ankle 
deficiency and com- movement after 10 
pound fracture late- |. days. 

‘yal malleolus. Ankle- 

joint laid open.. 6 ae t 

hrs. old. Wound! °° |. i a ae R 
excised. af , 
Bomb casualty, TEER lg. Healed without infection. 


tion of face.. m- 
pound fracture of H 
` maxillæ. 

Chronic I nfections 

Infected arm wound. 
Pyocyaneus and 
diphtheroids. 


Hand wound. Pyocy- 
aneus and Staph. 


1g.on successive Infection eliminated in 
days. 2 days, healed satis- 
‘factorily. 


1 g. daily. . Infection eliminated in 


aureus. factorily. 

Bedsore extending Dusted with 4 g. Infection eliminated in 
down to sacrum (8 | : alternate days. 10 days 
x 4in.). i 

Varicose ulcer (6 x 3 3 applications of | Sterile in 5 days. Skin 
in.). Staph. aureus, 2 g. graft successful. . 


Comments on Results o 
R. VAUGHAN HUDSON AND T. PARKES, _ 


The series of infected wounds under our care was of 
particular interest, for all had either been rejected as 


N 


4 days, healed satis-. 


unsuitable for penicillin treatment or had been reinfected 
with penicillin-resistant organisms (c.g., B. pyocyaneus, 
-proteus, coliforms, &c.) after the primary infection had 
been successfully eliminated by penicillin. By supple 
menting penicillin treatment with applications of the 
sulphathiazole-proflavine powder in operi wounds 
contaminant organisms can be eliminated. 

So far as we know there have been no harmful effects 
from.the use of this powder and no increase in fibrosis or 
meloid formation in incised and sutured surface wounds. 


D. H. PATEY AND H. L. MCMULLEN 


In the last few months the powder has been used ina 
general surgical unit, almost as a routine, in widely 
varying types of cases, including traumatic flesh wounds, 
open fractures, neck operations (thyroid and lymphatic), 
breast operations, the usual abdominal operations (both 
emergency and non-emergency), anal and rectal opera- | 
tions (piles and excision of the rectum), and burns. 
While no controlled investigation has been carried. out, 
we have the strong impression that the effect has been 
very beneficial. 

Not enough cases of any single condition have been 
treated to give statistically significant results, but the 
powder appears to be of great value in preventing or 
reducing the distressingly common infections of ab- 
dominal and perineal incisions—e.g¢.. after removal of a 
gangrenous appendix or resection of the rectum. 

There have been no local irritant or toxic effects that 
could be attributed to the use of the powder, except ina 
case of subcutaneous fibrosarcoma in which skin-grafting 
had failed. This patient had already had 35 g. of oral 
sulphathiazole, and a week after the commencement of 
local treatment a slight erythematous papular eruption 
was noticed on the trunk, mainly around the shoulders. 
The eruption cleared’ up as soon as local applications 
of the powder were omitted and was probably due to 
sulphonamide sensitivity developed during the course 
of i ec by mouth. -` 


G. C. L. PILE 


The powder was applied in 14 cases because they were 
grossly infected or because they were potentially infected 
at the time of operation. No other selection of cases was 
made. 

In most instances open wounds were treated with the 
powder applied with a De Vilbis sprayer until a fine 
yellow film covered the wound. In sinuses and wounds 
with awkward overhanging edges a piece of fine rubber 
stitch tubing was attached to the sprayer, and by this 
means all parts of the wound received a coating. 

In open wounds one application usually reduced the dis- 
charge. At first it was thought necessary to spray the 
wounds daily but this was soon found unnecessary ; two 
or three appHcations to any wound area are sufficient to 
combat the infective process and the wounds are usually 
dry in 5days. In 2 cases where spraying was continued 
for long periods daily there were signs of irritation : one 
patient developed erythema (which was easily overcome 
by greasing the skin with zinc and castor-oil ointment 
before spraying) and the. other showed a small a rea of 
necrosis in a leg ulcer—probably because of excessive 
applications to an area with a very poor blood-supply. 

It is well known that when infection is overcome there 
is an apparent acceleration of the healing of the wound. 
I have had experience with several sulphonamides, but 
with none of them was there the same acceleration as 
with the sulphathiazole-proflavine mixture. After I had 
been using this powder for a fortnight the surgical ward 
sister asked permission to use the. ‘“‘ magic powder ”’ on 
the other cases in the ward which were not under my care. 


Discussion. 


These reports demonstrate the preventive aid curative 
action of the mixture in wounds. In the great majority 
of cases it was noted that when sepsis was overcome the 
wound dried up and healing proceeded rapidly. 

There has been some argument as to how far bacteria 
delay healing, and many experiments have been done 
both on man and animals without much evidence being 
gained. (Animals are perhaps unsuited for the repro- 
duction of infected wounds, and rabbits in particular 
appear to be very resistant to infection.) The applica- 
tion of these new antiseptics suggests that we may have 


a 
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to revise our idea of the way in which wounds heal. 
Infected wounds show an excessive production of 
granulation tissue and the moment an efficient antiseptic 
is applied the granulations for the most part 
rapidly. This rapid clearing up of granulation is so 
dramatic that an impression is at times given that actual 
necrosis has occurred. pa 

Histological study of well-formed granulation tissue 
shows that, apart from the lower layer of vascular 
connective tissue, it largely consists of afew capillaries 
and innumerable phagocytic cells and polynuclears. 
Evidently its main function is to form a barrier against 
infection and the absorption of toxins. Its presence 
does nat seem to be necessary for the spread of new 
epithelium aver the denuded surface—in fact the heaping- 
up of epithelium of a wound with excessive granulation 
tissue indicates that this tissue is a hindrance. 

__ Any infection that produces excessive granulation will 

delay healing. In the ideal healing of a wound—i.e., by 
first intention—granulation tissue is not formed. Thus 
in battle casualties anything which prevents infection 
must prevent the formation of unnecessary granulation 
tissue and allow healing to proceed at the normal rate. 
Convalescence is still further shortened whenever primary 
suture is made possible. 

The wide antibacterial action of the sulphathiazole- 
profiavine powder is shown by the observation that it 
prevents infection of abdominal and perineal incisions 
—as was to be expected from the fact that it is active 
against B. proteus, Ps. pyocyaneus and coliforms. 


| CONCLUSION J 
A powder consisting of 1 part proflavine in 99 parts 


sulpħathiazole is an efficient antiseptic for the prevention - 


and cure of wound infections. It is effective in quantities 
which do not harm the tissues. By rapidly removing 
infection it promotes early healing. oe 
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SULPHATHIAZOLE-PROFLAVINE POWDER 
| IN WAR WOUNDS 
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Mitchell and Buttle (1942) first used proflavine powder 
- alone for the treatment of old septic war wounds. About 
0-5 gramme was applied to these open wounds with 
favourable results. The use of proflavine alone in larger 
amounts in clean wounds, without pus or granulation 
tissue, often led to consitlerable necrosis of deep tissue 
and gangrene of the skin edges, especially when closure 
without drainage was attempted (Mitchell and Buttle 
1943). But there appeared to be good reason for explor- 
ing the use of a mixed powder containing 1 part of pro- 
flavine and 99 parts of sulphathiazole in war wounds 
(McIntosh and Selbie 1943). The purpose of this article 
is, to describe the results of treating a variety of war 
wounds with such a powder (SP powder). 


ANALYSIS OF WOUNDS TREATED 


Fresh wounds (28 cases), caused by local mortar, 
grenade and rifle accidents, or road accidents, &c. ` They 
include 5 cases of compound fractures of leg and foot ; 
the remainder were wounds of soft parts only, often 
multiple. A thorough surgical treatment was carried 
out in each case. SP powder was insufflated, and most 
wounds were sutured completely ; some of them had a 
small drainage-tube inserted into potential dead space 
for 4-7 days. The sutured wounds healed by first inten- 
tion. In the others a small area of granulation remained 
around the site of the drainage-tube which healed within 
a week of its removal. Some wounds were only partially 
sutured; in these the sutured part healed by first inten- 
tion and the remainder looked clean at the end of 7 days. 
In some through-and-through wounds the entry wound 
was excised after removal of pulped muscle and debris, 
and powder was insufflated along the track; the exit 
wound also was excised. The entry wound was then 


dry up 


sutured, and a small tube or soft paraffin wick was laid 
‘in the exit wound. The entry wounds healed by first 
intention. In the compound fracture cases the wounds 
were completely healed in-10 days on removal of the 
plaster-of-paris.. | an bes 
Older wounds.—These were in patients who arrived 
without. preliminary treatment direct from battlefields, 
2-3 days after wounding. Most of them were already 
infected and the surgical treatment here consisted of 
incision of skin and fascia and muscle, removal of missile, 


clothing, fragments of bone and other debris, and insuffla- | 


tion of SP powder ; the wounds were left open without 
sutures, and large wounds with or without fractures were 
encased in plaster. These wounds. all cleaned up, 
remained of healthy appearance, and healed well. 
There were in this series, 5 cases of missiles in joints, and 
2 compound fractures of patella, already mildly infected, 
in which treatment consisted in surgical excision, removal 
of missiles, patella, and debris, insufflation of powder, and 
suture. These cases healed by primary union. — | 
Gas gangrene cases.—There were 8 cases of gas gangrene. 
Of 4 treated elsewhere 3 had amputation and died, and 
1 made a good local recovery. The other 4 were treated 
by incision, excision of muscle and insufflation of SP 
powder ; of these, 3 healed locally, and 1 required amputa- _ 
tion later for sepsis, the gas gangrene being controlled. 
Wounds treated elsewhere (50 cases), requiring further 
treatment here for retained missiles, foreign bodies, &c. 


_In these there was usually moderate or severe infection 


of entry wound and muscles around the foreign body. 
The indication for operation was spreading inflammation 
or persistent suppuration. The usual technique con- 
sisted in enlarging the entry wound, removal of foreign . 
bodies and debris, and insufflation of SP powder, leaving 
the wound open. In some cases approach to the foreign 
body was made through a separate incision ; one of these 
wounds wasclosed. In all 50 cases the spread of infection 
was arrested and the wounds quickly healed. 

Amputations (7 cases).—These were performed for | 
gross destruction of joints with infection, the initial. 
treatment having been carried out elsewhere. Often the 
amputation site had: to be approached through cedem- 
atous unhealthy looking and sometimes frankly purulent 
muscle. Flaps were fashioned, SP powder insufflated 
and wounds loosely sutured with or without tube. drain- 
age ; these wounds healed well. One case was avulsion 
of hand at carpo-metacarpal joints ; flaps were fashibned, 
division was done through a traumatically disorganised 
carpus, and SP powder was insufflated ; the wound was 
healed on removal of plaster. ae 

Three cases of compound fracture of head and neok of 
femur were admitted with gross septic arthritis of hip- _ 
joint. When treated by excision of head and neck of 
femur and insufflation of SP powder these wounds 
improved remarkably. | est . 

Slowly healing wounds.—These were treated by. second- 
ary excision and suture. It has been our practice to 


_excise slowly healing wounds and suture the skin edges. 


In some deep wounds this necessitates cutting across. a 
fibrous track in the depth of the wound in which bacteria 
may be present. In the past we have insufflated sulph- 
anilamide powder over this track and obtained healing 
by first intention in 90% of cases. In 10% some break- . 
down of the wound occurred, or ‘there was slight sup- | 
puration at the wound edge, never sufficient to delay 
convalescence. We have used SP powder in 7 cases 
only ; all the wounds healed by first intention. _ 
Burns.—F¥our second-degree burns of moderate extent 
involving only face and hands have been treated’ with 


SP powder, after surgical cleaning under anzsthesia. 


There seemed: to’ be:much legs local infection than in the 
cases treated with other powders and cream. 
Miscellaneous.—Two cases of appendix abscess in 
which it was decided merely to open the abscess had 
SP powder dusted over the muscles before the peritoneum 
was opened. . There was no.clinical infection of these 
muscles during recovery. Twelve. cases of spreading | 
balanitis, soft sore, &c. were circumcised and the wound 
dressed with SP powder. The venereologist expressed 
surprise at the subsequent cleanliness of the wounds.. 
Dressing of wounds.—In wounds that have been 
excised and left open there is often superficial sepsis. 
These wounds have been treated with SP powder and the 
application of soft paraffin gauze and have been left for 


‘ 
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4—7 days without further dressing.. The infection clears 
up very quickly and leaves a clean granulating surface. 
If SP powder is continued too long, however, the granu- 
lations become pale and anemic and epithelialisation 
from the edges seems to be interrupted. We have not 
applied any skin-grafts to wounds so treated except after 
ceasing treatment and applying saline dressings only for 
48 hours. 

Harmful . effects—No untoward general effects have 
been seen after the use of SP powder. : The only local 
ill effect has been a deleterious one on granulation tissue 
when the powder has been employed too often over a 
long period as a dressing on indolent wounds. 


CONCLUSIONS 


Sulphathiazole proflavine powder (1% proflavine) has 
been used in treating war wounds. The results have been 
encouraging and no untoward local effects have been 
seen. 

Owing to the extreme pressure of work it has been 
impossible to arrange a control series. All the patients 
were given everything that was considered essential for 
their most rapid recovery—sulphathiazole by the mouth, 
‘serum, and so on. 

Complete bacteriological investigations could not be 
arranged during the course of treatment. Conclusions 
are therefore founded on impressions rather than fully 
controlled observations. 

It appears that SP powder is a valuable therapeutic 
agent in the. treatment of war wounds; it is certainly 
the best that I have used. 

With adequate surgical treatment of battle casualties 
the local use of SP powder should enable many, wounds to 
be sutured with safety. In any form of treatment the 
addition of proflavine should diminish the amount of 
local infection as compared with that where sulphanil- 
amide has been used alone. 
powder has supplanted sulphanilamide as a local 
application. | | 
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CONTROL OF SEPSIS IN A HOSPITAL 
' » IN NORTH AFRICA 


WITH OBSERVATIONS ON SULPHATHIAZOLE-PROFLAVINE 
POWDER IN SURGICAL WOUNDS 


P. B. ASCROFT, MBE, MS LOND, FRCS 
LIEUT.-COLONEL RAMC 


UNDER active service conditions it is sometimes 
impossible to reproduce in full the aseptic ritual as 
practised in all modern civil hospitals. The purpose of 
this article is to show how the difficulties were tackled in 
one general hospital in North Africa where a number of 
cases of severe sepsis in clean operations during the 
months of July and August, 1943, obviously called for 
inquiry. The position at the outset is shown briefly in 
table I, which gives figures for sepsis in 50 clean cases 
dealt with in August, 19438—the month before I took 
over and went into the problem. I examined 36 of the 50 
wounds personally. The remaining 14 had left hospital 

` before the survey was undertaken, and it is presumed that 
these wounds were not septic. An ‘antiseptic cam- 
paign ° came into full operation about the end of 
September, 1943, and the results showed an improvement 
for the months of September and October. In the last 
6 weeks there has been no’ instance of sepsis in a clean 
case. 

Details of the antiseptic campaign are given below. 


SEPSIS IN THE OPERATING THEATRE 


Autoclaving.—Contaminated material and cultures of 
organisms put up in small tubes were supplied by the 
laboratory and planted in the centre of drums and tins 
to be autoclaved. 


Test 1.—Vacuum 18 in., 10 lb., 10 min. The culture in the 
glove drum was put inside the tin of glove powder. Dressing 
drums, towel drums and tins of soft paraflin gauze were all 


_ sterile. In the glove drum the organisms were not killed. 
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TABLE {£—SEPSIS IN CONSECUTIVE CASES OPERATED OW Ix 
AUGUST, 1943 (50 CASES) AND SEPTEMBER—OCTOBER, 1943 


(75 CASES) 
Grade of sepsis 
eek Vas Ri aad) | Sept.—Oct. 1943 
Operation August 1943 (50 cases) (75 cases) . 
O I JI II Iv o I II 
Herniotomy, &e. 19 B| 2 1 26 3 1 | 
Appendicectomy i 2 6 1 
Int. derangement 
of knee Je 7 4 ] 19 1 
Open opns on 
bones we l o| dys bt l 5 
Laminectomy, 
craniotomy.. .. |. E EFE T 3 | 
thers ow pas * 2 l 10 i 
"Total .. (3i hir] 5) 2) wlia tf 24 
Total sepsis 38%; | Total sepsis 
— severe and moderate | severe nil; moderate 
16% 3% 


Sepsis has been graded as follows: o = no sepsis: I = slight 
sepsis (e.g.,stitch abscess); If = moderate sepsis (e.g., part of wound 
gapes and discharges pus); III = severe sepsis (e.g., wound gapes 
widely with copious discharge and some general disturbance); 
IV = very severe sepsis (e.g., gross infection with widespread cellu- 
litis and severe gencral reaction). 


Test 2.—Vacuum 18 in., 15 1b., 15 min. The glove powder 
was sterile. Inthe culture within tin containing glove powder 
the organisms were not killed. 

Glove powder at that time was put up in elastoplast 


tins measuring some 3 in. square—that is. in bulk too 
great to allow proper penetration of heat. Small 
individual ‘‘ powder puffs ’’ were therefore substituted. 
and further tests showed proper sterilisation at vacuum 
18 in. 10 lb., 10 min. : 


Test 3.—Six test samples were all sterile. 

Test 4 (1 week later)—Six test samples were all sterile. 

Nose and throat swabs of theatre personnel.—Of 9 mem- 
bers of theatre staff tested, 6 harboured Staph. qaareus 
in the nose or throat, while 2 carried Strep. pyogenes. 
One of these was the senior theatre sister. This sister 
ceased to take cases and to handle sterile material till, 
after 10 days of strenuous antiseptic gargling, her throat 
was found to be free of Strep. pyogenes. 


Sisters Nose Throat | Surgeons Nose Throat 

; T Staph. aur. 1. Staph. aur. 
2. Staph. aur. Staph. aur. 25 iá ine 
3. Staph. aur. oe 3. Strep. pyo. Strep. pyo. 
4. “a Strep. pyo. | 3.* Strep. pyo. ZA 
4.* Staph. aur. Strep. pyo. O , : 

< rderlies\ 

1: w EDS PY, 1. Staph. aur. 

° NS (few) 

2; Staph. aur. 
* Repeat. 


- Removal of plasters.—All dirty plasters were removed 
in the plaster theatre and not in the main theatres as in 
the past. It is well known that a plaster stained 
through by discharge sheds bacteria and that cutting a 
dirty plaster fills the air with bacteria-laden dust. ` 

Fly proofing.—Fly screens have been fitted recently 
to the theatre windows. 


SEPSIS IN WARDS 


“ Sterile solutions.’’—Some of the solutions in constant 
use in wards for dressing wounds (e.g., normal and 
hypertonic saline) had always been regarded as sterile, 
though they were not so labelled. Inquiry showed that 
these solutions had never been sterilised, nor were ever 
represented as being sterile by those who made them up 
in the dispensary. Samples were found to be teeming 
with bacteria. This dangerous misapprehension has 
been corrected. The sterility of the contents of bottles 
and containers is only accepted when indicated by a dated 
label. | 

The application of solutions and lotions to wounds is 
discouraged. Ward sisters are advised to use a sulphon- 
amide powder or ointment and soft paraffin gauze 
whenever possible, and to change dressings only when 
they need changing. 

Dressing technique.—The “‘ dripping finger `° technique 
which was in general use has been largely replaced by the 
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dry instrument technique, and those doing dressings wear 
masks. Sterilising facilities in wards were very limited, 
and are still meagre ; few dressing instruments are avail- 
able. It has been possible to equip each of 7-or 8 of the 
heavier wards with a small spirit steriliser, and enough 
forceps to enable a dressing to be done while the instru- 
ments last in use are'boiled. 


| SP POWDER IN SURGICAL WOUNDS 
Observations were also made on the use of SP powder 
(sulphathiazole 99%, proflavine 1%) in surgical wounds 
(tables u and H1). 
TABLE II—SURGICAL WOUNDS IN A CLEAN FIELD 
Grade of sepsis 


Without SP powder 


With SP powder 
Operation (40 cases) (37 cases) 
| Ivi o I u | m | Iv 
Herniotomy, &c. 6 3*| 1 
Appendicectomy te Lil a 
IDK 19 1 
Obon- opns on 3 I 
Laminectomy, a 
_ Others oe 
Total 31 4 | 2 
Total sepsis 2-5% Total sepsis 16% 


* All 3 cases were on the same operating list. 
1 $ 
TABLE III —SURGICAL WOUNDS IN A CONTAMINATED FIELD ; 
CLOSURE (I.E., IN PRESENCE OF AN UNHEALED WOUND). 
SP POWDER WAS USED IN ALL CASES 


; Grade ef sepsis 
Operation EGE SiGe ee GG 


(e) 
m 


Penetrating brain wound m 
Excision aneurysm òf brachial artery n 
Exploration of sciatic nerve 7 
Rib resection for sinus ana sequestram 

Amputation of finger h ; 3 
Amputation of thigh biel T ee ba 
Laminectomy ee oe oe : ve 

Total 


ee | oes | ogee | meme | eo 


-l 
a 


DISCUSSION 


Since the institution of the antiseptic campaign there 
has been no instance of serious sepsis in a clean wound, 
and the incidence of minor sepsis is much less. It is 
probable—though difficult to prove—that cross-infection 
in open wounds is less common and less severe. It is 
fair to say that at the moment sepsis in clean wounds is 

~ no longer an anxiety. 

It is encouraging to note the provement that a few 
simple precautions have brought about, and ward and 
operating-theatre staff deserve high praise for their effort 
under somewhat difficult conditions ; but no more than a 

= beginning bas been made. It is clear that not only 
orderlies but many highly trained sisters and not a few 
MOs are not ‘‘ bacteria-conscious.”’ It is not rare in a 
ward to see dressings’ being done with irreproachable 
technique, while at the same time beds are being made, 
blankets flapped about, floors vigorously swept, several 
people are hurrying up and down, and the windows 
we open .admitting a fresh breeze and numerous 

es. ` A 

It is the custom to dry sweep all floors, landings and 
staircases, or at most sprinkle a little water around ; so 
that as much dust flies into the air as is swept away, and 
infection falls later on innocent and guilty alike. If on 

account of the nature of the flooring spindle oil cannot be 

used to lay dust, á good alternative is to utilise tea-leaves 

moistened with a cheap antiseptic of the cresol type. 

The fact that 16 members of the hospital staff of 26 tested 

harboured in the throat or nose Staph. aureus or Strep. 

pyogenes, or both, is perhaps an index of the pathogenicity 
of the prevailing brand of dust. 

So much of the pathologist’s time, and that of his 

limited staff, is taken up by routine work (largely non- 
surgical) that om a mman proportion . of the many 


hundreds of wounds always under treatment can be 

- examined bacteriologically. For this reason it is exces- 
sively difficult to estimate the value of antiseptic measures 
or to recognise cross-infection and to track it down. 
That the bacteriologist is the key man in the control of 
dysentery, malaria -nd diphtheria is recognised by all. | 
That he should play a no less active part in the ever 

' present scourge of wound infection is apt to be forgotten. ` 


SUMMARY 


Sepsis in cleah operation wounds in a field hospital on 
active service presented a challenge which was answered 
by opening an antiseptic campaign. - 

The help of the bacteriologist was enlisted to control 
the sterilisation of theatre equipment and ward dressings 
and to discover carriers of streptococci and staphylococci 
among the medical and nursing staff. 

Dressing technique and ward administration called for | 
revision to. reduce risks of cross-infection; it was 
considered especially important to reduce the amount of 
bacteria-laden dust in the air during dressings, and to 
keep out flies. To reinforce these steps sulphathiazole- 
proflavine powder was applied with good results at opera- 
tions on both clean and contaminated wounds. 

Now that the antiseptic campaign is in full operation 
sepsis in clean wounds is no longer an anxiety. 


CARCINOMA OF THE PROSTATE TREATED 
WITH STILBGSTROL * 


J. D. FERGUSSON, MB CAMB, FRCS ~ 
SURGEON, CENTRAL MIDDLESEX COUNTY HOSPITAL 


THE treatment ‘of carcinoma of the prostate with 
stilboestrol has recently received prominence in the lay 
press and elsewhere. Hence I thought it might be useful 
to discuss the subject in the light of experience gained 
during the past 15 months. This period, however, is far 
too short to enable any claim to be made with regard 
to ultimate prognosis, especially as the duration of life 
after a diagnosis of carcinoma of the prostate is often 
much longer than we are led to suppose by textbooks. I 
do not believe that cure could be proved i in less than five 

ears. 

The disease is not uncommon. At St. Bartholomew’ S 
Hospital McGavin (1938) found an incidence of 5-6 new 
cases a year with the maximum age-incidence in the 
seventh decade. _Autopsies revealed. others of which 
there was no clinical evidence in which the prostatic 
lesion was not the cause of death. The ratio of diagnosed 
carcinoma to benign hypertrophy was about 1 : 9, and at ` 
the Centra] Middlesex Hospital it appears to be slightly 
higher, 12 cases of carcinoma with symptoms being 
admitted for the first time last year, compared with 77. 
cases of benign hypertrophy. In only 1 of 50 consecu- 
tive enucleations was carcinomatous tissue detected in a 
gland considered benign. 

The use of stilboestrol is based on the work of Huggins, 
who reasoned that the active growth of epithelium in 
carcinoma of the prostate might be. checked either by 

‘ castration or the exhibition of vestrogens (Huggins et al. 
1941). When patients with © metastasising prostatic 
carcinoma were treated with oestrogens there was a fall 
in their serum acid phosphatase—an enzyme produced in 
very latge amounts by adult prostatic epithelium—and 
working independently Herbst (1942) was able to show 
striking improvement in the clinical symptoms. —. | 

Since January last year I have given stilbostrol to 
all cases. diagnosed as carcinoma of the prostate. The 
series comprises 12 cases diagnosed in 1943, 5 cases from 
1942 and 1 from 1941. -In order to assess the value of the 
treatment the diagnosis had first to be established and 
routine examination `had then to’ be carried out at 
regular intervals. With this in view I endeavoured to 
draw up a chart to cover all details (see figure). Unless 
one insists upon some such record there is a risk of making 
erroneous or misleading claims, based largely on subjec- 
tive evidence. 

DIAGNOSIS l 

Four factors seem important in diagnosis, none by 

e itself being pathognomonic. 


e Abridged from a paper read to the Middlesex County me 
Society on March 10. 
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Name: po 4 | Course 
l eit ae l l i On admission 
ex Number: l i 


Date of admission: So y | Stilboestrol (dates & dosages) 


Residual urine 
Palpation Prostete & (7. ung 
Biopsy:- Perurethral vesicles bch ee aa 


Needle a g| | Freaueney O 
, Serum phosphatase i a 
Acid = 
S| | Neurological 
Alkaline Bony z 
metastases - 
Treatment EE 
Indwelling Catheter Infected 
Urine: 
Clear 
uprapabie cystostony maw O 
Perurethral Resection Blood-pressure ai ees 
‘Stilboe strol 
l Relevant history, anå Breasts ait Sai H 
. Cystoscopy Sa eneral condition l ——— — =z | 


’ Serum phosphatase: - 
Acid 
: ; : : i Alkaline 
Palpation.—Even with experience it may sometimes 
be difficult to distinguish early carcinoma from a cal- [x-y č  ăãăć o=ĝãăåëå o ë D D 
culous or fibrous prostate, or indeed from a low vesical me o E (Saat Sia: 
neoplasm. A patient on whom I carried out endoscopic 

resection of a fibrous prostate recently had undergone. 


suprapubic drainage for malignant prostatic obstruction 
5 years before. His was one of the hardest prostates 


METHOD AND RESULTS 


I have felt or resected, but microscopy of the portions In the TS cases the diagnosis was established in the 

removed showed solid fibrous tissue with no trace of foregoing manner, and before starting treatment a careful 

neoplasm. = : note was made of existing symptoms and the results of 
Biopsy.—Two approaches are commonly possible— X-ray and laboratory investigations. 

endoscopic resection and perineal puncture. I have My aim has been to relieve the general symptoms with 


never been able to achieve much success with the latter, cestrogen therapy and any residual urinary obstruction: 
probably through lack of skill and a suitable needle, but by. perurethral resection, trying always to avoid supra- 

also from a conscious desire to preserve my index. pubic drainage. A number of patients suffering from 
Endoscopic resection has been valuable in cases with the advanced disease are, however, admitted to the hos- 
urinary obstruction unrelieved by catheterisation. I use pital almost moribund, with widespread metastases, 
the ,Gershom-Thompson instrument, and have never renal infection and failure, and little can be done for 
encountered undue hemorrhage or evidence of more them by any recognised method of treatment. Such 
rapid metastasis after its employment. As a means of cases have had stilbcestrol like the rest, and occasionally 
diagnosis its value in cases without obstruction is limited, suprapubic drainage, but the mortality-rate is necessarily 
since the neoplasm in such cases is usually small and well high. The table shows the results in the 18 cases treated 

away from the urethra—out of easy reach of the instru- since Jan. 1, 1943. 

ment.. It is useful, however, in enabling one to deter- 
mine the type of carcinoma—whether adenocarcinoma, SYMPTOMS AND RESULTS 

undifferentiated or scirrhus—and opens up prospects of Initial symptoms Cases 
pathology in continuity during stilbcestrol therapy. In Pain .. ae j a 

my small series there has so far been no noticeable differ- oe micturition .. = TEET „>. l 

ence in the reaction of these different types of carcinoma 5 dais e aait age 69) a - me a ns t 

to stilbcestrol. Admitted moribund with advanced carcinoma or urinary 


Serum tests.—The acid phosphatase is commonly raised p failure pound att month of oon my Ja 6 
in metastasising prostatic carcinoma. I pay little ooon a e Sateen ce oe en eee 1 
í : ; bral h h tisfa "eS se 
attention to the alkaline phosphatase, said to be elabor- AE Clee ANER pe ier story es ETITA, ra l 

ated in the process of bone reaction to metastases, and Widespread metastases ; responded well, returned home ; 
have been unable to correlate its values with the degree T o eaa A e and died .. z - 2 
of bone metastasis ; further, a raised alkaline phos- Little improvement bat no deterioration .. 2 
phatase is seen in other diseases. The serum acid phos- Much improved now virtually symptom-free 6 
phatase is measured in King-Armstrong units, and my Other features | 
experience is that a value of over 2:5 units is confirmatory vention of urine at some stage .. T 10. 
of prostatic carcinoma. Caution must be observed Relieved by endoscopic resection oo . 
since a raised reading may be obtained if the plasma is * 3 slight | 

hemolysed. Conversely, a low or normal acid phos- 

phatase value in my experience is no indication that the CASE-HISTORIES ` | 


rostate is not malignant. In my series there was no ; , : p 

Patoa between the acid phosphatase value and the size The following cases illustrate successful results : 
of the carcinomatous prostate. _ CasE 1.—Aged 61. Increasing difficulty of micturition for 

Bone metasiases.—In the main the appearance of pelvic a year; frequency, diurnal 2-hourly, nocturnal hourly ; 
metastases is good confirmatory evidence of prostatic recent slight hematuria. Diagnosis made on: (1) palpation, 
malignancy, but in some instances vesical carcinoma may January, 1943; (2) raised serum acid phosphatase 15-5 units ; 
be difficult to distinguish. The second lumbar vertebra (3) bone metastases; (4) subsequent endoscopic resection 
is a favourite site of metastasis in prostatic carcinoma. January, 1944, scirrhus carcinoma (after receiving stilbcestrol 
In my series 2 cases had previously been diagnosed as ”° for a year). 
Paget’s disease, and I regard Paget’s disease of the pelvis Stilbestrol_—January, 1943, 1 mg. t.d.s.; May, 2 mg. b.d.; 
as an extremely dangerous diagnosis. July, 1 mg. b.d. ; December, 2 mg. t.d.s. . 


THE LANOET] 


Course.—Immediate diminution of frequency and difficulty 
of micturition, sustained until December, 1943, and associated: 
with diminished serum acid phosphatase as follows : March, 
1-2; May, 0-7; June, 1-5; August, 1-5; October, 1-5 ; December, 
2-3. Endoscopic resection January, 1944; further relief of 
frequency and difficulty. February, 1944, residual urine nil ; 
frequency—diurna] 3-hourly, nocturnal 4-hourly ; serum acid 
phosphatase 0:8; bone metastases appear unchanged ; weight 
increased. : i 

Side-effecis.—Some enlargement and tenderness of breasts ; 
diminution in quantity of semen and finally inability to 
ejaculate ; slight occasional dizziness. 


Case 2.—Aged 72. Increasing difficulty of micturition for 
9 months. Frequency diurnal hourly, nocturnal }-hourly. 
Pain outer side of thighs. Diagnosis made on: (1) palpation, 
September, 1942 ; (2) bone metastases ; (3) raised serum ‘acid. 
phosphatase 9-5 units, April,.1943 ; (4) endoscopic resection, 
scirrhus carcinoma. 
" Stclbcestrol.— April, 1943, 5 mg. b.d.; November, 2 mg. 
d. CA 
. Course.—Immediate diminution of difficulty of micturition, 
and of frequency to 3-hourly day and night within a fortnighb 
of commencing treatment; sustained until February, 1944. 
Serum acid phosphatase, May, 1943, 2-1; September, 3; 
November, 1:5 ; February, 1944, 1-6. Urine initially infected, 
- now sterile. 
26 mg. No pain since start of treatment ; bone metastases 
appear unchanged ; weight increased. 
` Stde-effects.—Tender enlargement of breasts. | 


Case 3.—Aged 75. Increasing difficulty of micturition for 
a year. Frequency, diurnal hourly, nocturnal 1}-hourly. 
Pain outer side of thighs. Diagnosis made on: (1) palpa- 
tion, May, 1943; (2) raised serum acid phosphatase 3-5 units ; 
(3) bone metastases; (4) endoscopic resection, adeno- 
carcinoma. | 

Stilbcestrol.—May, 1943, 5 mg. b.d.; October, 2 mg. t.d.s. ; 
January, 1944, 5 mg. b.d. ` 

Course.—Sustained diminution of difficulty and frequency 

- of micturition and abolition of pain. Serum acid phospha- 

tase: June, 1943, 2:3; September, 3:0; October, 15; 
February, 1944, 0-2. Bone metastases appear unchanged ; 
weight increased. 

Side-effects.—Slight tenderness of breasts ; 
dizziness. 


occasional 


DISCUSSION 


The usual treatment employed has been to start with 
moderately large doses of stilbcestrol, 5 mg. twice or 
thrice daily by mouth, and to diminish this if possible 
later in conjunction with a declining acid phosphatase 
level, or if certain complications supervene. A mainten- 
ance dose of 1-2 mg. b.d. often suffices. In a case which 
_ reacts well the response is rapid—~within a few days the 
phosphatase value declines and symptoms improve. 
In general the prostate seems to become smaller and 
softer, though not always. Frequency of micturition 
diminishes, and within a few days of starting cestrogen 
therapy a patient will often say that he is passing water 
better than for years. In several cases where there was 
partial retention with infected urine, the residual urine 
was reduced to less than 2 oz., and became clear and 
sterile after the use of stilbcestrol. Discontinuance of 
` _ estrogen is likely to be followed by a return of symptoms. 

One patient more or less bedridden has been able to get 

about fairly normally, and several, previously prevented 
by pain, are now able to dig their gardens. The relief 
of eedema in advanced cases is also striking, one of the 
best examples being in a man employed by a herbalist, 
who came in with cedema up to the waist and a recom- 
mendation for cystotomy. The cedema subsided and 
operation was avoided, but later he reverted to his 
occupation and gave up treatment, being readmitted 
moribund 3 months later.. In other series regression of 
metastases in the lungs and spinal cord has been reported, 
and I am acquainted with one case in which metastatic 
subcutaneous nodules have disappeared. 


Side-effects are fortunately few. The commonest in | 


my experience is tender enlargement of the breasts, but 
this sign gives no indication of the prostatic reaction. 
Other therapeutic complications are dizziness and 
occasional headaches, skin irritation, decline of seminal] 
activity, and inability to ejaculate. There is some 
evidence to suggest that cerebral hemorrhage is com- 
moner in patients receiving stilbcestrol than one would 


` 
A 


Blood-urea initially 42 mg. per 100 c.cm., now- 


. cessation of respiratory movements. 
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expect at this age.. One of.my patients died from this: 
cause and 3 ‘cases are quoted by Nesbit (1942). | 

. In subscribing: to the value of cestrogen therapy in 
many of these cases, I should add that I would not 
entrust such patients entirely to the care of a physician. 
Coexisting urinary obstruction may always require 
surgical treatment. It should be possible in most cases 
to avoid suprapubic drainage, and in my view a combina- 
tion of cestrogen therapy with endoscopic resection, when 
needed, will probably do much to prolong life and 
ameliorate the patient’s lot. S o 


SUMMARY 


During 15 months 18 cases of carcinoma of the pro- 
state have been treated with stilbcestrol by mouth. 
Endoscopic resection has been used where necessary 
to relieve urinary obstruction. ` 
- Of the 8 survivors 6 are virtually symptom-free. In 
favourable cases the response is rapid. The prostate 
usually seems to become smaller and softer, micturition 
is easier, residual urine may be reduced, and pain may be 
abolished. Side-effects, of which the commonest is 
tender enlargement of the breasts, are seldom trouble- 

_ some. 

Stilbeestrol. therapy is evidently of value in many 
cases and may make suprapubic drainage unnecessary. 
But conclusions about its effect on prognosis cannot be 
drawn from this series observed for a relatively short 
time. Suggestions are made for the keeping of records. 
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_ PENTOTHAL ANÆSTHESIA IN 
BRONCHOSCOPY 


L. FATTI H. J. V. -MORTON 
MB LOND, FRCS — MD CAMB, DA 
SURGEON TO HILLINGDON ANZSTHETIST TO THE | 
COUNTY HOSPITAL, MIDDLBSEX HOSPITAL ` ; 


LOcAL anzsthesia for bronchoscopy, using cocaine 
or newer substitutes, and following. the classical 
descriptions of Chevalier Jackson (1934) and Hewer 
(1943), is probably employed in most clinics in. this 
country. | : 

With the introduction of barbiturates of very. rapid 
action it has become possible to spare the patient 
discomfort by superimposing light general ansesthesia 
on DE local preparation (Young and Pinkerton 
' The objections to ‘ Pentothal’ as a sole anæsthetic 
have been cléarly stated by these writers, and by 
Harms (1942) and Nosworthy (1941). The tendency 
to laryngeal and bronchial spasm is the real disadvantage : 
pentothal depresses the respiratory centre and in a 
patient anzsthetised with pentothal alone preliminary 
laryngoscopy may induce intense laryngeal spasm with ` 
Similar spasm 
may follow withdrawal of.a bronchoscope. 

During the past five years we have dà technique 
which overcomes these difficulties and has proved highly 
satisfactory in the last 600 consecutive cases. 


TECHNIQUE 

The average adult receives ‘Omnopon’ grain 4 and 
hyoscine gr. 1/150 an hour before operation; the 
dose is reduced for.extremes of age or debility... It is 
essential that the hyoscine should take full effect, 
as shown by dryness of the mouth ; if it does not do so, 
atropine sulphate gr. 1/100 intravenously may be given 
in addition. We are convinced that premedication helps 
to prevent spasm (see also Burstein 1937, Adriani and 
Rovenstine 1941). | 

The patient is placed on the operating table with his 
head on the bronchoscopic head-rest and given 10% carbon 
dioxide in oxygen to breathe through a tube. Every in- 
strument has been tested and is to hand. As soon as 
hyperpnea, begins pentothal is injected. The average 
dose for an adult has been 8 c.cm. of a 5%, solution injected 
during 30 seconds. Slower injection, particularly of a 24% 
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solution, has been found unsatisfactory. . Reduction ,in. dose, 
is made for age or poor general-condition. The optimum dose. 
is the smallest which will adequately relax the jaw muscles. 

When the mouth can he opened easily the injection is 
stopped and the glottis immediately exposed with ‘a laryngo- 
scope. During this preliminary laryngoscopy the anesthetist 
continues to offer the carbon dioxide-oxygen mixture through 
a Denis Browne’s mouth-tube hooked into the corner of the 
mouth, thus maintaining stimulation of respiration. In 
nearly every case the larynx is found open and introduction of 
the bronchoscope is straightforward. In the few cases in which 
the larynx remains closed, on no account should any tentative . 
movement of the bronchoscope be made; the bronchoscopist 
must wait until the cords open spontaneously—usually with 
a cough and without undue delay, if the technique has been 
carefully followed. After introduction of the bronchoscope 
oxygen js passed briskly through the side tube on the 
instrument, assisted by momentary positive pressure and by 
further carbon dioxide in the occasional case where spontaneous 
respiration is momentarily inadequate. A small additional 
dose of pentothal may be needed if the investigation takes 
long or the patient resistant. 

At the end of the operation the bronchoscope is slowly 
pulled up until the end lies just distal to the larynx. The | 
carbon dioxide mixture is then delivered again until definite 
hyperpneea is evident, when the bronchoscope is carefully 
withdrawn. This manceuvre will usually prevent a withdrawal 
spasm. Should some degree of spasm develop however, 
10% carbon dioxide in oxygen can be given through a mask 
and airway under pressure immediately on withdrawal of the 
bronchoscope, and the vicious circle of asphyxia is thus 
broken at its inception, 


- DISCUSSION 


Advaniages.—From the patient’s point of view this 
method is pleasant. Bronchoscopy under local 
anesthesia, or even the application of the local agent 
itself is to many a serious ordeal. This aspect is 
particularly important when bronchoscopy is the first 
of a series of manceuvres such as bronchography, 
poudrage, and lobectomy. From the point of view 


\ 


‘of the surgeon and anesthetist, the saving of time 


during a list of endoscopies is considerable. Also there 
is no possibility of cocaine intoxication—-a very real 
danger in this type of work. | 

Disadvantages.—The introduction of a bronchoscope 
under pentothal and carbon dioxide is not so easy as with 
an effective local anssthetic, and. the technique here 
described is not suitable for the novice. <A series of 
precise movements have to be performed without 
hesitation. Combined anæsthesia, with reduction of the 
local anesthetic as proficiency increases, is recommended 
to the beginner. . | | 

Occasional coughing movements during examination 
of the bronchi may be regarded as a drawback by some. 
Such movements should not be excessive if dosage has 
been correctly gauged, and in our series they have not 
interfered with investigations. In view of the rapid 
absorption of cocaine from the bronchi, direct cocainisa- 
tion sufficient to suppress bronchial cough reflexes 
completely is the most risky part of the local technique 
(Canuyt 1939). 

Contra-indications.—The contra-indications are those 
of pentothal anzsthesia in general, concisely set out 
by Hewer (1943). We have particularly avoided this 
method where there was definite respiratory embarrass- 
ment before operation. Preliminary cocainisation of 
the larynx is advisable for patients presenting extreme 
technical difficulty—the powerful plethoric bull-necked 
type. Rowbotham’s spray used through the mouth 
during inspiration is very satisfactory. Aged patients 
should be given only a small dose of omnopon, atropine 
instead of hyoscine, and minimal pentothal. Cyanosis 
should be avoided at all times. We prefer an inhalation 
anzesthetic for children under the age of 10. ° 

~ 


SUMMARY 


A technique for bronchoscopy under pentothal . 
anzesthesia has been found satisfactory in 600 consecutive 
cases. Laryngeal spasm and stoppage of respiration are 
prevented, during introduction and withdrawal of the 
bronchoscope, by making the patient breathe carbon 
dioxide (10%) in oxygen. 

The points which make up this technique are simple, 
but strict adherence to every detail is essential. The 
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‘method is suitable only for the experienced brancho- 
scopist. rE l 
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DELAYED RUPTURE OF THE SPLEEN 
H. BELL, MB CAMB, MRCP G. H. STEELE 


PHYSICIAN, ROYAL SURREY MS LOND, FRCS 
COUNTY HOSP., GUILDFORD SURGEON TO THE HOSPITAL 
THE clinical picture of immediate gross internal 


heemorrhage resulting from traumatic rupture of the 
spleen is so dramatic that the less common syndrome 
of so-called delayed rupture is apt to be overlooked, 
phough from two comprehensive surveys! it seems that 
he relative frequency of delayed traumatic rupture 
is about 1 to,6. Delayed rupture is a misnomer 3 the 
French term, ‘‘ hémorragie en deux temps ’’ describes 


with Gallic logic the sequence of initial rupture un- 


accompanied by gross bleeding, followed after a latent 
period, usually of several days, by intra-abdominal 
flooding. | 

The following case illustrates the typical sequence.of 
events, but is unusual in that the delayed hemorrhage, 
when it did occur, gave rise to so little in the way of 
physical signs even when the abdomen was full of blood. 


A woman of 32 was kicked over the left lower ribs by a 


pony. The blow was moderately severe and did not cause 


bruising. She was well and symptomless at the time and for 
the following week, during which she clipped a hedge and 
distempered a bedroom. Then, without any causative 
exertion, she was seized with what she described as ‘** violent 
indigestion ’’—namely, severe pain in the left hypochondrium 
and left shoulder; it prevented her from lying down. She 
did not feel sick or faint but looked in the glass and noticed 
that she was pale. Twelve hours later she began to vomit 
repeatedly and felt faint. For the next 3 days she *‘ felt 
awful,” but gradually the pain improved sufficiently to let 
her get up, and on the 4th day she came downstairs and made 
a pudding. Then the pain in the left side came on with 
increased intensity, and at this stage she was seen in con- 
sultation. 

She was lying in bed on her right side, because any other 
position increased the pain in her left side. Her lips were 
pale, her tongue was furred, the temperature was 98-6° F, 


-and the pulse-rate 90-100. The abdomen was not rigid, 


there was moderate tenderness in the left hypochondrium, but 
only on taking a deep breath, and splenic dullness wag not 
increased. 

A diagnosis of delayed rupture of the spleen without gross 
heemorrhage was made, but there was obviously some leakage 
of blood, so the patient was removed to a nursing-home. 
By the time she came to the theatre the pain had disappeared 
and, there was not one physical sign apart from the continued 
pallor; the tenderness had gone and the pulse-rate had 
dropped. However, in view of the potential danger a blood- 
transfusion was given and laparotomy undertaken, revealing 
between 1-2 pints of blood in the abdomen; there was 
organised clot and fresh blood under the diaphragm and thick 
tarry blood in the pelvis. Splenectomy was performed and 
the patient made an uninterrupted recovery. 

Examination of the spleen showed that the capsule had 
been torn from the whole of its diaphragmatic surface, 
to which a thick layer of clot was adherent; after the 
clot was stripped off, a hole filled with clot was visible 
in the parenchyma leading to the interior. The initially 
ruptured vessel had evidently leaked intermittently 
past the imperfect plug of clot, probably forming a sub- 
capsular hematoma which subsequently ruptured, 


1. McIndoe, A. H. Brit. J. Surg. 1932, 20, 249 (46 cases); Zabinski, 
E. J. and Harkins, H. N. Arch. Surg. 1943, 46, 186 (70 cases), 


Air Vice-Marshél A. F. Roox has been appointed an 
honorary physician to the King in succession to Group. 
Captain G. S. Marshall, who has retired. 
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_--ROYAL SOCIETY. OF MEDICINE --.. 
AT a meeting of the section of Disease in Children on 


April 28, with Mr. Eric CROOK in the chair, a paper on _ 


Prognosis of Bronchiectasis in Children ` 


was read by Dr. A. WHITE FRANKLIN. He reported on 
24 cases observed over periods of 4-12 years at St. 
Bartholomew’s. The aim has been to find out what 
will happen to the child, and what his chances of survival 
are once dilatation of the bronchi has been demonstrated 
by the bronchogram. Does the condition spread ; does 
the shape of the dilatation matter, does it alter; and 
does the bronchus ever return to normal? Mass 
radiography will bring fresh cases to light ; and it will 
then be necessary to decide whether there.is a difference 
between cases diagnosed by X rays, the textbook case, 
and the case seen in the post-mortem room. He 
classed his cases as: (A) well and living a normal life 
(15 cases); (B) delicate, requiring periodical rest in 
bed: or convalescent treatment, and getting occasional 
attacks of illness with cough and sputum (4 cases); 
and (C) invalid patients (4 cases), and those who have 
died (1 case). Of those in group A, 6 have been in the 
invalid class in their time ; whereas all those in group © 
have.been in that group from the start. The deformity 
of the bronchi was tubular in 10 of the group A cases, 
and in 1 group B case; a fusiform swelling was found 
only in the. case which died (group C); a saccular 
deformity was present in 5 cases in group A, 3 in group 
B, and 3 in group C. Thus the cylindrical type of 
swelling in this series was always associated with 
children who were reasonably well; and the saccular 
form is also compatible with good health. 
- The prognosis, as might be expected, is much better 
with unilateral than with bilateral disease. Clubbing 
of the fingers and toes is disappointing as a sign, not 
appearing regularly ; when present, however, it dis- 
appears as the child improves. Associated sinus in- 
fections did not seem to be important unless frank pus 
was present. Only 18 cases were tuberculin-tested ; 
1 was positive at the start and 3 have become positive 
during the period of study. Of the 9 children in 
groups B and C, 6 were underweight; 3 out of 15 in 
group A were underweight, but these have since grown 
to normal average size. Undoubted collapse of neigh- 
bouring lung tissue was constantly present in 6, and 
present for a time in 4; in 5 there was an appearance 
` of overcrowding of the bronchi, and these might possibly 
be classed with the collapse cases; giving a total of 15. 
All 4 with transient collapse are now classed as well. 

In assessing the progress of these cases, he said that 
none had become invalided while under observation ; 
‘6 in‘group A had had a phase in group C, but they 
had improved. In 2 cases the bronchiectasis developed 
while the child was under observation for other reasons. 
In one case in the series unilateral disease spread to the 
other lung; and in another, a unilateral lesion extended 
_to other parts of the same lung. In 2 cases the broncho- 
gram showed that the bronchiectasis had cleared up. 
Treatment in many cases included a period in a resi- 
dential school. He suggested that overcrowding in 
the home and other social conditions should be studied 
in relation to the development of the condition. os 

Summing up his findings in the 24 cases Dr. Franklin 
said that 15 are well or delicate, 8 unwell and 1 dead. 
The shape and distribution of the bronchial dilatation 
has usually remained constant, but has occasionally 
resolved and occasionally spread. His impression is 
that the extent of the disease is usually decided at the 
onset. It has been said that few of these patients 
survive beyond 40; and in 25 years time he hoped 
to be able to report what had happened to this series. 


Lobectomy in Children 
was discussed by Prof. R. S. PILCHER. The operation 


is done, he said, on the assumption that bronchiectasis - 


is an irreversible change in which medical treatment 
offers no hope of a permanent cure. Many of the patients 
on whom he had operated are now robust adolescents, 
but he can say nothing yet about the adult prognosis. 
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In 35 cases under his care, surgical treatment.has been 


completed, and 12 are still under treatment. Disease 
was unilateral in .27, bilateral in 20. In unilateral cases 
he has resected 3 lobes in 9 cases, 2 lobes in. 5 cases, and 
1 lobe in 15 cases. In bilateral cases he has taken 
3 lobes and 1 lobe in two cases, 2 lobes on each side in 
one case; 2 lobes and I lobe in six cases, and 1 lobe 
on each side in one case. l l . 

The conception of the lobe as a unit should, in Pro- 
fessor Pilcher’s opinion, be given up; now he often. 
does pneumonectomy, leaving as. much unaffected tissue 
as possible. The remaining segments of lung often 
expand again, and in children he believes that true 
hypertrophy of the remaining lung is possible, and that 
the danger of pathological emphysema, is less than it is 
in adults. In some children development seems to be 
retarded after the operation. The mortality was dis-’ 


: couraging in his early cases;. he has had 7 deaths in 


all, but none of the last 30 cases operated on has died. 


He drew attention. to the dangers of postoperative 


atelectasis, and of infection of healthy lung at opera- 
he has twice had to operate again to remove 
previously healthy lung which has become infected in 
this way. The common cause of postoperative atelec- 
tasis, he said, is obstruction of a bronchus by secretion. 
The patient is encouraged to cough as soon as he comes 
round ; and secretion is aspirated at the time of opera- 
tion. Of his 35 completed cases; 19 are free from. 
symptoms and fully fit; 4 are not fully fit; 5 have 
improved, but have residual symptoms; none of the . 
survivors is worse; 7 are dead. It remains to be seen 
whether those in whom growth is retarded will later 
achieve normal development. The operation he. con- 
siders is a job fora team... — 
There being no discussion, a paper on 


Bronchiolitis in Childhood 


based on a study of cases at Great Ormond Street, was 
given by Dr. G. H. Newns. He distinguishes 4 types _ 
of inflammation of the walls of the bronchioles :: catar- . 

rhal, mural, proliferative and destructive; and he 
showed films of the microscopic morbid anatomy of 
each type. The most likely explanation of the destruc- 
tive lesions, he thinks, is that the organisms’causing the 


disease produce a strohger toxin than those responsible 
‘for the catarrhal type. 


At autopsy the lungs on 
section may show a peppering of fine white nodules 
resembling miliary tuberculosis; but when examined 
with a hand-lens each spot will be found to have a fine 
bronchiole in the centre. The disease affects children 
in the first two or three years of life, and may arise 
sporadically or follow on measles, pertussis or influenza. 
The catarrhal type is -probably rare. The mural type 
may start as a tracheobronchitis, often becoming worse 
very rapidly, with high fever, dyspnoea and prostration. 
Showers of fine r&les develop, and the child may die in 
2—3 days. ‘Secondary bronchopneumonia often obscures 
the earlier picture clinically. Recovery from the rare 
type is uncommon, and sulphonamides have little effect . 
on the course. a characteristic symptom is obstruc- 

tive dyspnoea, whieh may suggest laryngeal diphtheria. 
Occasionally X rays will show fine mottling of the lungs. 

In treatment, the oxygen tent seems to be the most 

useful measure. In the United States it has been sug- | 


gested that bronchiolitis always follows a virus infec- 


tion; and the severity of the disease suggests that a 
virus infection may well be an important factor. 

Dr. Newns added that the walls of the bronchi «s 
may also show inflammation, but only superficially, 
not in the deeper layers, as is the case with the 
bronchioles. Obliterative bronchiolitis has been. de- 
scribed as a sequel of the condition, and another 
possible sequel is bronchiolectasis. The lung tissue 
surrounding bronchiolitis shows a combination. of 
emphysema and collapse. 


- OnrtHoptists.—The 5th edition of the Register of Orthopt-. 
ists, compiled by the Board of Registration of Medical Auxilia- 

ries, and corrected up to March 17, 1944, contains a new list of 
81 women and 2 men holding appointments under hospital 

and education authorities in the UK and Overseas. The 

register is supplied free on application to the acting secretary 

of the board at BMA House, Tavistock Square, W.C.1. 
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Reviews of Books 


Mental Health in College 
CLEMENTS C. Fry, mp, lecturer in psychiatry and mental 
health and psychiatrist to the department of university 
health, Yale University. (Oxford University Press. 
Pp. 365. Ils. 6d.) , 

THE health of university students is the object of 
more concern in the United States than it has been with 
health has been 
recognised there as an essential means of carrying out 
responsibilities towards the student body, and mental 
health is among the major interests of the department. 
At Yale a division of college. psychiatry and mental 
hygiene was instituted in 1925, and Dr. Fry gives a 
candid and impressive account of the lessons he has 
learnt from his work in it. Many changes were intro- 
duced from time to time: routine examinations, for 
instance, were dropped; a non-medical psychologist 
was added to the staff, to-deal with students who had 


troubles due to inadequate habits of study or specific . 


difficulties in reading and comprehension. The problem 
and the materials used in the study are described in two 
introductory chapters. Maladjustments connected with 
family relationship and with sexual behaviour are fully 
discussed, with many examples, followed by three solid 
and sensible chapters on the undergraduate student’s 
reaction to his university environment. Two final 


- chapters are given up to the special problems encountered 


in the graduate and professional schools, and the 
“ serious disorders,” under which are included the more 
extreme deviations from normal behaviour. There were 
116 such cases, representing about 8% of all cases coming 
to the university psychiatrist; 55 of them were psy- 
chotic, 13 others doubtfully so, and the remaining 48 
had ‘‘ deep anxieties, phobias and compulsions, obses- 
sions and persecutory ideas.” Although Yale differs 
widely from English universities, the problems described 


-in this book are remarkably similar to those about which 


. their specialties. 


x 


"men describe technical advances. 


the psychiatrist of a teaching hospital is consulted by 
students in this country, and those with such experience 
will echo the opinion of the President of Yale in his 
foreword : ‘* The problems dealt with by the psychiatrist 


are so widespread among students and so severe in, 


individual cases that our institutions of higher learning 
cannot safely ignore them.” ; 


Surgery of Modern Warfare 
Part I, II and III. (3rded.) Editors: Hamilton Bailey, 
`” FRCS ; C. Allan Birch, MD, MRCP. (Livingstone. Pp. 151, 
328 and 506. 15s. each part.) 


THIS collection of articles (again revised) is in six parts,. 


of which the first three, dealing with the more general 
aspects of war surgery, are at present available. Sur- 
geons with experience of the last war have joined with 
surgeons now serving in the Forces, and others in 
civilian practice at large and smail hospitals, to describe 
Lake, in a stimulating article on 
trench foot, reminds us that immersion foot is not a new 
entity ; Wheeler, writing on amputations, challenges 
Rochampton, and espouses the end-bearing stumps of 
Continental and American surgeons. Articles by younger 
Heparinisation is 
hardly beyond the experimental stage, but its ysssi- 
bilities in the field of battle are foreshadowed. The 
treatment of burns is dealt, with by three writers ; 
despite much terrible experience we still have no stan- 
dardised method, but all current views are set out. 
The articles on the surgery of blood-vessels should save 
many lives and limbs. Anesthetics are well described. 
The volumes, well printed and illustrated, slip easily 
into the pocket of battledress. 


1943 Year Book of Surgery 


Editor: EVARTS GRAHAM, AB, MD. (Year Book Pub- ` 


lishers; H. K. Lewis. Pp. 736. 19s.) 

Tus yearbook comes fully up to the standard set in 
previous issues. It reviews all important papers pub- 
lished during 1943, and offers valuable comments. As 
was to be expected, interest centres round the publica- 
tions dealing with war wounds. It is an almost indis- 
pensable book for the busy surgeon who would keep up 
to date. i \ 
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New Inventions 


NAIL-PLATE FOR TRANSTROCHANTERIC , 
FRACTURES OF FEMUR | 


THE nail-plate to which I referred in a letter im the 
Lancet of Feb. 12, 1944, was evolved from the devices 
originated in the United States by Neufeld, Lawson 
Thornton, Blount and Austin T. Moore. McKee 
(Lancet, 1944, i, 143) has described a plate which, 
screwed into the shaft of the femur. is attached toa 
Smith-Petersen nail. The advantage of the present 


SECTION 


device is its greater 
mechanical stability. 
Essentially it is com- 
posed of a finned nail 
of V-section, which 
comes off the lateral 
plate at an angle of 
about 120° (fig. 1). 
The plate has five 
holes, four for screws 
which penetrate the 
entire thickness of 
the shaft of the femur 
(fig. 2), and a fifth, lying opposite the V-shaped nail and 
provided with a screw-thread, which can be attached to the 
nail impactor commonly used for the threaded Smith- 
Petersen trifin nail; this impactor is cannulated for 
a guide-wire. The whole device is welded in one piece, 
and is of non-magnetic, non-toxic steel. Near its angle 
it is suitably thickened to oppose the deforming forees of 
the gluteal and adductor muscles, which combined are 
important factors in causing the coxa vara deformity 

l which is prone to develop 
during the later stages of 
healing in a transtrochan- 
teric fracture. 
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Fig. 1—WNail-plate 
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sectional view of nail. 


By using a guide pin 
with radiographic control 
it is quite easy to insert 
this device into the centre 
of the neck of the femur. 
using the punch attached 
to it (fig. 1). Should 

| removal be required it is 


only necessary to remove 
the screws from the lateral 
plate, when a periosteal 
elevator or other blunt 
instrument can be inserted 
between the plate and the 
shaft of the femur, and 
the V-shaped pin gently 


eased out of the neck. 
A special extractor is not 
required. The ordinary 
Smith-Petersen extractor 
would, of course, be of no 
use. Only two cases have 
been treated in this way 
so far, but the device 
appears to be worthy of 
further use. 
The original models of 
this nail-plate were devel- 
Fig. 2—The nail-plate in position, oped to my design by Mr. 
F. W. Suter in the work- 


shops of the Princess Elizabeth Orthopaedic Hospital, Exeter. 
It has been further elaborated by Messrs. Down Bros., to 
whom I am indebted for the illustration. 


NORMAN CAPENER, FRCS. 
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DOCTOR IN THE MAKING | 
AMONG reports. concerned with reconstruction the 
one on Medical Education just issued by the Royal 
College of Physicians of London is refreshing.. Not 


that it contains anything novel or revolutionary, . 
but it shows a broad outlook, a grasp of the reasons . 


why almost everybody is dissatisfied with the present 
curriculum, and a practical approach to improvement. 
Its suggestions (as will be seen from the summary 
on a later page) are put in fairly general terms, leaving 
much detail undecided ; but this has the advantage 
of bringing out essentials. Evidence has been taken 
from a large number of organisations and individuals 
and the review is obviously the. product of deep 
thought and hard work. It deals with the entire 
subject, from the selection of students to qualification. 
.. The first important recommendation is that, in 
order to make the.best use of every suitable candidate, 
all university education (not only medical) should 
again become free, maintenance grants being provided 
where necessary. This would overcome the disad- 
vantages which have become so manifest in the 
awarding of scholarships. Not only academic ability 
but also character and personality should be. con- 
sidered criteria for selecting medical students. To 
meet their need for general education they. should 
remain at school until the age of 18 and specialisation 
at school should be limited. The abolition of scholar- 
ships: would help to make this practicable. For 
all boys and girls school education should include 
scientific subjects, and this cultural teaching - of 
science should make it possible for medical students 
to reach the required standard in chemistry, physics 
' and biology before entering a university. 

For the preclinical period it is proposed that the 
amount of detailed topographical anatomy required 
of undergraduates should be considerably reduced, 
leaving this subject—an important one to practising 
surgeons—to postgraduate study. On the other 

- hand the fact that the patient has a mind should be 
recognised by adding some instruction in normal 
psychology, though without the burden of an addi- 


tional examination. It is hoped that there will be a 


return to the attachment of junior preclinical teachers 
to the clinical departments, and that clinical cases 


. will be used for demonstrating the principles of the ` 


preclinical sciences, methods of examining the normal 
body being introduced at this early stage. The 
physicians feel that the best minds are being deflected 
from the. premedical and preclinical sciences, and 
that to improve the qualities of the teachers their 
status should be raised. ; 

The clinical part of the course is conceived as 


having two parts, an. instructional period of three | 


years, followed by a year’s compulsory resident. 
appointments. To liberate clinical teachers from 
excessive. concentration on facts and those things 
requisite for the passing of examinations—to enable 
them to instruct the student in general principles, in. 
method and in the forming of judgment—it is recom- 
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mended that fhe final examination should likewise 
be in two parts: the first, following the three years’ 
teaching, would be an,educational examination, which 
would license the candidate to practise in a hospital 


_ under supervision, and the second, following a year’s 


resident appointments, would test his practical capa- 
bilities and suitability for independent practice. 
Who is to conduct these examinations is not specified, 
but the suggestion obviously offers an opportunity 
to those who want to teach and examine on a genuinely 
intellectual level. The physicians favour a three- 
months preliminary course before the student starts | 
clerking and dressing and advocate much more. 
orderly and integrated instruction in the clinical 
subjects with less artificial splitting of medicine into 
its component parts. Their review gives psycholo- 
gical medicine, social medicine and psediatrics a more 
prominent place in the curriculum than heretofore, 
and suggests that the allocation of time to separate 
appointments should be reviewed. It also advises that 
senior teachers should play a larger part in the teach- 
ing and encouragement of students. If clinical 
teachers are paid as such, they should be able to devote 
more time to their hospital work. 

-= Whatever objections may be raised to these par- 
ticular proposals, it is at least certain that if they 
were adopted the teaching of future doctors would 
be immensely improved. : T 


INTRAVENOUS FLUIDS 


- Many substances are now used for intravenous 
infusion, and much is written on the relative merits 
of blood, blood substitutes, protein derivatives and 
crystalloid solutions. In deciding which of them to 
employ, one, must be clear about the object in view. 
The purpose of the infusion may be:— | 
© (1) Supply of fluid or nourishment to the tissues. 
(2) Restoration of the volume of blood in circulation. 
(3) Reinforeement of the oxygen-carrying power of 
the blood. a 
_ (4) Contribution of special elements, such as leuco- 
cytes, clotting factors and antibodies. 
' Intravenous infusion of isotonic saline and dextrose 
solutions has long been used to bring fluid.and food 
to thirsty and hungry tissues. Often patients depend 
for a time entirely on such support, and we now know 
something of the principles governing their daily 
requirements of fluid, chloride and dextrose. °? 


_ GIBLIN’s recent account è? of abdominal surgery in the 
Alamein campaign is a striking tribute to the success 


of alimentary rest during the four or five days follow- 
ing operation, during which time the patient is 
hydrated entirely by vein and his comfort assured by 
continuous gastric suction. More ambitious is the 
attempt to supply protein to the under-nourished by 
the intravenous route. WHIPPLE and his colleagues 4 
have shown experimentally that injection of suitable 
protein can provideall that is necessary for protein meta- 
bolism, enabling the body to increase its plasma protein 
and to form new hemoglobin, and they consider it valu- 
able for states associated with deficient nitrogen intake 
or with tissue injury accompanied by nitrogen loss— 
1. Coller, F. A., Maddock, W. G. Ann. Surg. 1935, 102, 947 ; Coller, 
F. A. Bartlett, R. M., Bingham, D. L. C., Maddock, W. G., 
S. Ibid, 1938, 108, 769. ” Sae 
a n, C. N. Lancet, 1939, ii, 611. 

. Aust. N.Z. J. Surg. 1943, 13, 37. nk 

J. R., Kattus, A. A. jun., Miller, L. L., 


tus, 
I. J. exp, Med. 1943, 77, 277, and 375. See 
Lancet, 1943, i, 743. Wi as Ta 
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including hemorrhage, burns and major operations. 
Hydrolysates of casein, and Rose’s growth mixture of 
ten crystalline amino-acids, appear to be efficient for 
this purpose, while Erman ° has used human plasma. 
When an injury has caused loss of blood or plasma, 
_ or both, the main object of a transfusion is to restore 
' plood-volume. For this purpose crystalloid solutions 
_ such as physiological saline have only a fleeting value, 
` for they are rapidly excreted. To secure any per- 
manent restoration of .blood-volume one must inject 
substances likely to stay in the blood-vessels, and 
great efforts have been made to produce a stable. 
efficient volume-restoring fluid which is innocuous, 
is well retained, and is finally metabolised usefully. 
Plasma and serum—safest in. dry form—have been 
universally acclaimed as highly satisfactory, and they 
have the additional advantage of supplying natural 
protein for metabolism ; but there are two objections 
to them. The first, especially cogent in war-time, 
is that the bulk of bottles to be carried is never less 
than that of the blood lost. The brilliant work of 
Coun and his associates* may get us over this 
difficulty, for they have produced from human blood 
a crystalline albumin fraction; efficient in amounts 
as small as 25 c.cm., which is now undergoing 
extensive trial; but it is not yet certain whether 
this concentrate will do its work as such or whether 
équivalent fluid will not have to be provided at the 
game time, especially when the state of hydration is 
- low. The second and more serious objection is that 
plasma and serum have to be got from human donors. 
Could this burden be transferred to the animal world, 
the problem of the volume-restoring blood substitute 
would be simple; but unfortunately natural bovine 
serum is not tolerated ‘by man, and HEYL and his 
colleagues’ can make no statement regarding the 
safety even of its crystallised albumin fraction. 
A further line of approach is opened up by the work 
of RonaLp Epwagps * with ‘“ despeciated ’’ bovine 
serum. Yet here again the originator concludes that 
final judgment must await the results of more detailed 
studies in a wider field than the 26 cases so far 
investigated. The ingenuity of the Germans has 
naturally turned to the invention of a synthetic sub- 
stitute (known under the trade name of ‘ Periston ’), 
but its composition was not published? till their 
experience had called forth the sincerest form of 


flattery to the Allies—namely, the production of 
At present the most ' 
promising source of non-human material seems to © 


their ‘own dried, serum. 


be pure animal gelatin in the form of isinglass, 
which has proved safe and effective”: the rawmaterial 
is virtually unlimited ; it can be made into a standard 
product on a large scale without undue expense ; 
and it is said to have some value in protein meta- 
bolism. Clearly, however, there is not yet enough 
evidence to justify a change of policy by any of the 
countries now devoting their resources to the produc- 
tion of human plasma or serum—safe and well-tried 
products that have the double advantage of restoring 
blood-volume and contributing to protein nutrition. 
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INTRAVENOUS FLUIDS.—CŒLIÀC DISEASE 


. the efficiency of the circulation is maintained. 


‘nevertheless 
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The body is remarkably tolerant ọf big reductions 
in the oxygen-carrying power of the blood, provided 
Even 
after serious loss of blood, therefore, infusion of 


. plasma may at first be almost as useful as infusion 


of whole blood. Restoration of hæmoglobin is 
important to full recovery, and 
OGILVIE * reports. from Africa that “given a free 
choice and an abundant supply of -both, transfusion 
officers tend to use 24 pints of blood to 1 pint of 
plasma ” ; to which he adds his opinion that if a 
man has lost 4 pints of blood he will probably die 
unless he receives at least 1 pint of whole blood m 
return. For the treatment of the simple anemia of 
hzemorrhage stored blood which has been cleanly and 
properly taken, and immediately and accurately re- 
frigerated, is almost the equivalent of fresh blood, so Ž 
long as the storage period does not exceed 14 days ; 
indeed Lourir and Morrison “claim that with an 
acid citrate anticoagulant this period may be extended 
even to 28 days. Stored blood, however, carries 
a heavy risk unless carefully tended. . MoLLIson ® 
has shown that intravascular hemolysis may take 
place in patients transfused with aged stored blood, . 
with blood stored at an unsuitable temperature, or 
with blood stored in a solution containing no glucose, 
and the use of infected stored blood may cause 
fatalities with symptoms closely simulating intra- 
vascular hemolysis. The caretaker of a blood bank 


has a responsible post, especially under field condi- 


tions.. When the purpose of the transfusion is 
merely, to facilitate transport of oxygen through the 
body it is useful to use packed cells, as was found by 
Watson.“ But in cases where the aim is to supply 
blood elements such as leucocytes or clotting factors, 
it is well, asthe Edinburgh school have demonstrated, 
to use fresh blood, and there is considerable support 
for the opinion of JULIAN SmITH?* that direct trans- 
fusion of fresh blood gives the best results in many of 
the blood dyscrasias. 
In the immediate future we may have reason to be 
grateful to those who have overcome great obstacles 
to make intravenous infusion and transfusion part 
of the ordinary treatment of our wounded. As 
Professor WILSON shows on our opening page, there are 
failures.as well as successes ; but the work of the blood- 
transfusion services, both in the field and at home, 
has fully justified the hopes of the hundreds of 
thousands of people who have given their blood. 


| CELIAC DISEASE 
THE disorder described by SAMUEL GEE in 1888 


as the “cceliac affliction,” and variously known as 


Gee’s disease, idiopathic steatorrhceea or intestinal 
infantilism, has lately been in the news because the 
Ministry of Food has acquired a small quantity of 
dried bananas for its treatment. Their reputation is 
apparently based on the existence of a non-ferment- 
able stage in their carbohydrate content when they 
are just over-ripe. The ætiology of coeliac disease is 


. completely unknown and its pathogenesis disputed, 


while the repeated strivings after new therapeutic 


11. Ogilvie, W, H. Brit. J. Surg. April, 1944, p. 31 


3. ú 
12. Loutit, J. F. and Mollison, P. L. Brit. med. J. 1943, ii, 744. 
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‘measures reveal that there is no specific treatment. 


It is a malady which thrives on war. During the 


last one MILLER * noted a rise in incidence in England, 
and children’s hospitals have seen a similar rise in the’ 


last few years. Shortage of protein, the dietary main- 
stay of the celiac patient, may well transfer some 
subclinical cases into the clinical category, and the 
ample supply of milk for children may be harmful 
to celiac patients by giving their intestines more 
fat than they can handle. But the mere finding of 
a high proportion of split fat in the stools is not 


coeliac disease, and there is a suspicion that the so- 


called mild cases now being seen represent a new 
syndrome or a variant of the old. -. 

It is natural to blame a dietary deficiency as the 
underlying cause. But a deficiency of what? The 
anemia, osteoporosis, rickets and other hypovita- 
minoses seen in cceliac disease are-no evidence of 
primary deficiencies, since the defective absorption 
of fat leads directly or indirectly to malabsorption of 


-other food elements, such as iron, calcium and the 


vitamins. Utilisation of carbohydrate is also im- 
paired, and BENNETT and Harpwick® insist that 
there is in these cases, as in tropical sprue, gastro- 
and entero-colic fistula, and blockage of the lacteals, 
a gross failure in the total function of the small 
intestine—they group them all under “ chronic 
jejuno-ileal insufficiency.” VERZAB’s work? on the 
relationship between the adrenal cortex and intestinal 


phosphorylation seemed to suggest that a defective’ 


secretion of adrenal cortical hormone is responsible 
for this intestinal debility, but clinical trials of 
cortical extract in ceeliac disease have been dis- 
appointing.. The anterior pituitary with its treasury 
of hormones has naturally been blamed,‘ but the 
case for hypopituitarism as the underlying cause 
has proved unconvincing. Among other organs, the 
liver since the days of CHEADLE * has been allotted a 
prominent place in the pathogenesis, and it has been 
urged that the action of the bile-salts is defective 
either because of hepatic dysfunction or because of 
unfavourable physicochemical conditions in the gut. 
Ten years ago Ruoaps and MILLER” found that 
injections of crude liver extract were beneficial in 
sprue, and this supports the view that some endo- 
genous or exogenous factor necessary for the vitality 
of the intestinal mucosa is missing in these diseases. 
It is not surprising that attempts have been made 
to implicate a deficiency of vitamin-B complex, since 
gastro-intestinal disorders figure prominently among 
the symptoms of B-hypovitaminosis: BLackran and 
his colleagues at the Boston Children’s Hospital 8 
have demonstrated the beneficial effects of combined 
therapy with crude liver extract and vitamin-B com- 
plex; 2-4 c.cm. of crude liver extract given intra- 


muscularly every other day for 3-6 weeks led to. 


considerable improvement in the absorption of fat, 
increased ability to metabolise carbohydrate and 
general clinical betterment. Perhaps the most 


A Pe tah Pr pc a A NA pn A ae 


1. Miller, R. Brit. J. Child. Dis. 1921, 18, 11. 

2. Bennett, T. I. and Hardwick, C. Lancet, 1940, ii, 381. 

. Verzar, F. Absorption from the Intestine, London, 1936. 

. pedenook E. and Morris, N. Quart. J. Med. 1936, 5, 227. Vedder, 
. B. Amer. J. trop. Med. 1940, 20, 345. 

Gre ae: W. B. Lancet, 1903, i, 1497. 

. Macrae, O. and Morris, N. Arch. Dis. Childh. 1931, 6, 75. 

? RuoRua, C. P. and Miller, D. K. J. Amer. med. Ass. 1934, 103, 


May, C. D., McCreary, J. F. and Blackfan, K. D. J. Pediatr. 
1942, 21, 289. 


oO So hw 


` RESEARCH IN THE BUDGE? © ` 


[way 6, 1944 603 


remarkable feature of these results was that they 
were achieved without the tedious dietetic restrictions 
hitherto considered essential in the management of 
celiac disease. 
early days of treatment, no restrictions were appar- 


Save for cutting out milk fat in the ' 


ently imposed. Buaoxran and his colleagues sug, 


gested that some factor or factors in the liver extracts 
or B-complex stimulate phosphorylation in the in- 
testinal mucosa and hence its powers of absorption ; 

but attempts to isolate such factors failed, and each 


‘component of the therapeutic mixture when given 
alone produced only a partial, if any, improvement 


in the patient. It cannot be deduced from the success 
of this treatment that the cause of cceliac disease is 
a deficiency of vitamin B ; it is far more likely that 


the affected intestine is unable to utilise the vitamin. 
The success of this procedure, however, cannot be 


ignored, and those who have adopted it in this country 
will wish that. the Ministry of Food would follow its 
allocation of bananas with one of whole vitamin-B 
complex, nowavailable in America but scarce over here. 


Annotations 


. RESEARCH IN THE BUDGET 


To be Lord President of the Council is good training © 


for a Chancellor of the Exchequer, for all the great 
departments of research report to the Privy Council, and 


that is where Sir John Anderson learned, if he had not | 


known before, of “ those strange leaps of the creative 
intelligence which produce in peace no less than in war 


some of the most important discoveries ” and of ‘ that 


mysterious catalyst, the ‘know-how.’’’ He spoke of 
the Board of Inland Revenue’s “sense of realities,” 
which even the most long-suffering taxpayer can hardly 
forget, but in a new aspect, to wit the complete relief from 
taxation of money spent by industry on fundamental 
research, on its translation to production (the “‘ pilot- 
plant ” stage), and on the full-scale development of the 
product—three integral parts of the same creative 
process. The wider pooling in industry of ideas and 
technique which he enjoined will be the easier to achieve 
by reason of the inveterate impulse of the trained 


worker to share his knowledge with others of his - 


guild, even when secret processes were as jealously 
guarded as game preserves. Dr. Walter Elliot’s 


` plea to enlarge the conception of industrial research 


to include the human as well as the raw material should 
be heeded, as well as Mr. Garro Jones’s proposal, in a 
speech at Birmingham on April 28, to christen sociology 


as the fourth arm of research and give it a tesearch: 


council of its own with appropriate financial support. 


OUR FOOD AND THEIRS» 


A REPORT reviewed on p. 609 says that.in the first half 
of 1941, when our resources were lowest, the food- 
supplies of this country provided 2680 calories per 
person per day—or would have done so if distribution 
had been equal and all waste eliminated. There were 
signs that this was not enough, but American help 
through Lend Lease raised the figure in 1943 to 2827 
calories, which seems to leave a sufficient margin. 
British civilians are still getting, on the average, 5% 
less calories than before the war, and the proportion 
of fats and first-class proteins in their diet is less than 
formerly ; but their food is so much better distributed 
and better used that the nation as a whole is better fed, 
Those of us who are inchned to complain because we 
now derive 44% of our calories from grain products and 
potatoes, compared with the previous 34%, should read 
an enlightening review of world food-supplies by Le 
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Gros Clark! who notes that almost two-thirds of the 
world’s population derive 80% or more of their energy: 
from cereals. Whatever -restriction we may have 
_ suffered, these islands must seem to our neighbours a 
' paradise—in food as in many other ways. “In a 
Continent racked with misery and torment, only four 
countries—Sweden, Switzerland, Britain and Germany 
—are tolerably well nourished.” > The report under 
review suggests that our food-supplies cannot be further 
redyced without possible harm to our work, output, 


health and morale ; and this is no doubt the reason why - 


Colonel Llewellin, .the Minister of Food, declares that 
after the war' the food needed for relief will have 
to be found elsewhere. We must hope that this will 
be available; : for British morale must not be main- 
tained at the cost of Allied populations who have so 
far suffered far more severely than we have done. It 
was fortunate for Britain that the government and 
people of America saw fit to regard the food resources 
of the United Kingdom and the United states as “a 
common pool,” and when the war ends there will be 
strong reasons, both political and medical, why we 
should pool our own resources with our neighbours. 
By that time we shall probably be more conscious of their 
situation. Our own national nutrition has improved 
during the war. But “the average town child in occupied 
Europe is underfed, short of vitamins, too hungry to 
concentrate ; the father may be dead or a prisoner or a 
_ deportee, and the child may spend the day in search 
of food, too weak for physical exercise, without soap to 
keep clean and fight off skin diseases, threatened by 
tuberculosis, and far below normal weight. It is on 
this decimated, enfeebled generation that the recon- 
struction of Europe will depend.” 2 


THE CHILDLESS MARRIAGE | 


THE barriers to family life were discussed at a con- 
ference arranged by the British Social Hygiene Council 
at Friends House, Euston Road, on April 27, when Sir 
Walter Langdon-Brown, who took the chair, main- 
tained that the fertility of races varies from time to 
time, and that the factor of fertility must be borne in 
mind when we are considering the many reasons for the 
fall in the reproduction-rate of the Western nations of 
Europe. Mr. Kenneth Walker developed this theme 
further, and said that subfertility is widely prevalent 
although it is impossible, in the absence of any figures 
with which to make a comparison, to know whether it is 
increasing. He had experience of infertility only in 
the male. 


of a family., In the great majority of childless marriages 
the childlessness is due not to one of the partners being 
sterile but to neither of them being as fertile as they 
‘might be. If the husband had been married to a more 
fertile wife, or the wife to a more fertile husband, children 
might have been born, but the sum of their infertility 
results in childlessness. In a fifth of all childless unions 
the husband is so infertile as to make it.extremely im- 
probable that his wife will ever conceive, and in two- 
thirds of childless unions he is sufficiently subfertile to 
reduce in varying degrees the likelihood of her becoming 
a mother. Subfertility in either sex is compatible with 
extremely good general health. Most of the subfertile 
patients Mr. Walker sees in his consulting-room are in 
every way normal men and no cause can be found for their 
subfertility. There is probably some factor in modern 
civilised life which affects the germinal epithelium. 
A slight rise in body temperature can bring about a 
cessation of spermatogenesis, and so may certain drugs, 
such as the sulphonamides. But a great deal of re- 
1. Hot Springs and Humanity. by F. Le Gros Clark. Reprinted 


from Discovery (July, 1943) and ‘circulated by the Children’s 
Harpenden, Herts), 


Times, March 31, p. 5. 


Nutrition Council (6, East Common, 
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-have to be investigated—for example, 


It is, he said, difficult or even impossible to _ 
say how often a husband is responsible for the absence 


[maY 6, 1944 


search would have to be done before we could hope to 
discover why civilised: man is such a poor breeder. The 
fertility of different sections of the community would 
it would be 
necessary to discover whether the fecundity of town 
dwellers is on the whole less than that of country people. 
It might be found that some industries in which chemicals 
are employed lead to a lowering of fertility in those who 
work in them. Until such research has been under- 
taken preventive measures for the safeguarding of 
fecundity cannot be adopted. The only medical 
measures now possible are of a curative nature. Mr. 
Walker laid chief emphasis on the necessity for well- 
coérdinated teamwork because the investigation and 
treatment of the male are inseparable from those of the 
female. Not only has the fertility of both partners in 
the marriage to be investigated but the repercussions of 
the one on the other have to be worked out. In this work 
postcoital examinations are of the utmost importance. 


-In his opinion the study of fertility can only be satis- 


factorily undertaken by a group of medical men and 
women working together under the same roof and corre- 
lating their findings. For this reason he welcomed 
warmly the efforts being made by the Biological Board 
of the BSHC to establish in London a fertility clinic 
similar to those which had long existed in the United 
States. 


DRUGS IN ESSENTIAL HYPERTENSION 


ESSENTIAL hypertension is one of the major killing 
diseases, yet we still do not know whether any drug will 
consistently and permanently lower the blood-pressure; 
and whether, if there is such a drug, the patient feels any 
better for having his pressure lowered. It has been 
estimated that over 100 drugs on the market claina to be 
hypotensive, and hundreds of papers have been published 
on the subject, yet still the practitioner is given no clear 
guidance. It is still insufficiently realised that the 
blood-pressure in hypertension is labile, even when the 
patient is at rest in bed, and that there is no direct 
correlation between the symptoms associated with 
hypertension -and the actual pressure. Two recent 
investigations, made independently in England and in 
America, have reached similar conclusions. At the 
London Hospital, Evans and Loughnan t watched the 
effect of 33 preparations on the blood-pressure and 
symptoms in 70 patients with essential hypertension 
over a period of 18 months. The preparations were: 

Sodium nitrite, glyceryl trinitrate, erythro] tetranitrate, 

mannitol hexanitrate,: bismuth subnitrate, potassium 


iodide, iodine, potassium bromide, sodium phenobarbitone, 
chloral hydrate, papaverine sulphate, * Euphyliin,’ 
‘Diuretin,’ ‘ Theominal,’ ‘ Doryl,’ ‘` Pacyl,’ * Hypotan,’ 
calcium chloride, atropine, potassium thiocyanate, 
benzyl benzoate, ‘ Guipsine,’ ‘ Detensy!,’ * PhyNosan,' 
citrin, yohimbine hydrochloride, ‘ Padutin,’ ‘ Vagoto-. 
nine,’ ‘ Angioxyl,’ ‘ Bioglan H,’ ‘ Anabolin,’ ‘ Perandren’ 


and cestrone. 

Their choice of these was based either on the reputation 
of the preparation in the treatment of hypertension or on 
its pharmacological action in lowering blood-pressure. 
Not one of the 33 preparations did in fact produce a 
sustained fall in blood-pressure in patients with essential 


‘hypertension, and the symptomatic improvement was 


negligible, being rarely greater than that produced by a 
placebo. Most patients experienced no symptomatic 
improvement even when the pressure had fallen con- 
spicuously (though only temporarily); and improvement 
in symptoms coincided with a rise in blood-pressure 
as often as with a fall. Kapernick? in America used 
theobromine, ‘Theominal,’ ‘ Iocapral,’ aminophylline, 
phenobarbital, erythrol tetranitrate, ‘ Hepvise’ and 

‘Allimin.’ In not a single case was there a sustained 
significant reduction in blood-pressure. This does not 
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lecessarily -mean that there ig no valid treatment for 
asential hypertension, or that there is no benefit in 
.ttempting to reduce the blood-pressure; but no 


specific. drug therapy can be developed until the cause 


CUSHING’S BOOKS AT YALE 


>f the condition has been discovered. Meanwhile we 


should try to keep the pressure as low as possible by 
prescribing a mode of life which we know will accomplish 
this, and by treating symptoms when they become 
troublesome. The first can be attained by restricting 
the patient’s activities without making an invalid of him, 
and by reducing his weight if he is too fat. The second 
by the proper use of sedatives, such as bromides or 
barbiturates, where the chief symptoms are nervousness, 
worrying and restlessness, and of theominal if headache is 
the main complaint. Where heart-failure or angina 
pectoris are present the therapeutic approach is of 
course different. We shall do our best for our patients 
if we treat them in the rational manner propounded 
by Linnell and Thomson,’ and eschew the fashionable 
hypotensive drug of the moment.. | 


CUSHING’S BOOKS AT YALE 


Harvey Cushing’s library now at Yale is the finest 
gift of books by a medical man since William Hunter 
left his library to Glasgow University. Hunter’s books 


waited a century and a half for their catalogue,‘ but: 


here only four years after Cushing’s death, and war 
years too, is the catalogue® of his collection. Such 


catalogues are essential research tools, showing what. 


-copies of rare classics exist and where; the crisp style 
in which their differences are here set out will be wel- 
_comed by bibliographers and historians.. Osler’s library 
at Montreal is a princely collection and its famous 
catalogue,’ which prints his own comments on his books, 
is an Atlantic liner among those “ best floats to posterity,” 
as Osler himself called bibliographies. But it is not 
derogatory to Osler to say that he looked on books as 
works of art, ‘‘ monuments not documents” in Croce’s 
phrase. He was ready to be interested in any book by 
any medical man, and it was often the-man as much as 
the book which appealed to him. Cushing was inspired 
to collect by Osler, but he learnt from his lifelong friend 
Arnold Kiebs to concentrate his interests and to collect 
books for the ideas they embody and the story they 
tell of mental endeavour in special fields and times. 
Cushing applied himself with all his meticulous genius 
to the anatomy of the Renaissance and the surgery of 
Tudor England. He made himself almost as expert in 
. their bibliography as he was in practice ; and an inner 
specialty, his collection of Vesalius books, became the 
most remarkable ever brought together in one library. 
The books by Paré and Jenner, too, are rich aggrega- 
tions. Yet Cushing’s collection is only the nucleus of the 
great historical library taking shape, through his vision, 
in the medical school at Yale.’ Cushing generously 
endowed his library to prevent it fossilising, and the 
Sterling Trustees have built it a fine house. To this 
- library his two close friends, Klebs and Prof. John 
Fulton, have: given their almost equally outstanding 
collections. All three had for many years planned their 
collecting not to overlap, Klebs applying his expertise 
to the scientific output of the fifteenth century and 
Fulton his acquisitive acumen to the seventeenth, 
though their books like Cushing’s range far beyond 
these periods. But to be alive a library, particularly a 
historical library, must be more than even a growing 
collection of books. The Yale Medical Historical 
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Library, at three years old, is very much alive. Its’ 


board has- taken the revolutionary decision to fix no: 2 


restrictions`on its use, and scholars in this country find 
their mouths watering like Pavlov’s dogs to read that 
one of Cushing’s renaissance manuscripts was borrowed. 
by a physician in New York, or that the library “has ` 
had the privilege” of lending some of its fifteenth- 
century treasures (Cushing left 168 of them) to. other | 
institutions. Then the library is open 365 days.a year 
to students as well as graduates, and they all have “ at 
their disposal ” the advice of that prince of scholars, © 
Prof. Arturo Castiglioni. Thus Cushing has built himself 
a noble monument, and with this masterly catalogue— 
~ issued ás the first of a series—Fulton and his team begin 
tọ extend their library’s usefulness to us all. 72 


PROCEEDINGS OF THE NUTRITION. SOCIETY 


Ur to now reports of meetings of the English and 
Scottish groups of the Nutrition Society, with one excep- 
tion, have been limited to summaries in the medical 
journals, the exception being the first meeting of; the 
English group, an account of which was circulated to 
members only. The desirability of making a full account 
of the society’s doings available quickly and widely was 
obvious enough, but itis a hard and costly business to 
start a new publication in war-time. Now, however, 
thanks to the financial and other help of the Royal 
College of Physicians of London, the difficulties have 
been overcome, and the first double number of. the 

' society’s Proceedings has been published. This contains 
a note on how the society came to be founded, sum- 
maries of the inaugural meetings of the two groups, and: 
reports of the first five scientific meetings. For the 

. present, two double numbers (making a volume) will be | 
published each year, the first volume covering 1941-42, 
the second 1943, and the third 1944. The annual sub- 
scription for non-members is 25s., and the Proceedings 
are under the general editorship of Mr. S. K. Kon, psc, 
National Institute for Research in Dairying, Shinfield, 
nr. Reading.. > 


ANTIBACTERIALS FROM FLOWERING PLANTS . 


At Florey’s suggestion, Osborn! has examined ex- . 
tracts of some 2300 species of green plants for action 
against Staph. aureus and Bact. coli. The examination 
was inspired by early records of the use of plants in 
treating what are now known to be bacterial infections. 
The late C. J. Macalister’s interest in comfrey as a 
stimulus to wound healing may be recalled? here. 
Many points reminiscent of the herbalist’s craft were en- 
countered in Osborn’s study. The methods of extraction 
and preparation of the active materials were kept fairly 
uniform. Simple aqueous extracts of freshly picked 
material, including usually all parts of the plant, were 
examined by ‘the diffusion method of Abraham and his 
colleagues,* and their activities were expressed as the 
diameter of the zone of bacterial inhibition which they 
produced on agar plates. Some 150 species, representing 
63 genera of the 166 families examined, were noticeably 
antibacterial. This property was to some extent 
correlated -with the natural classification of the plants, 
the buttercup family being outstanding in the inhibi- 
tory action of its juices, and those of the Composite 
showing a certain specificity in affecting staphylococci 
rather than Bact. coli. There were indications that 
material from one part of a plant is sometimes activated 

‘by material from another part; inactivation may also 
take place. The process of activation was ascribed to 
enzymic action, and its effects were probably well known 
to the writers of the early herbals. This rather than 
magical intent may account for the detailed instruc- 
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The scope for further scientific. investigation of such 
methods is considerable. They. also emphasised the 
variation in potency and action with the location and 
habit of growth of the plant. Linnæus agreed with 
them, and more recent investigations of plant alkaloids 
‘have also demonstrated the influence of environment on 
the plants’ content of biologically active substances. 


Such an influence is to be expected if natural anti- 


biotics are involved in the interplay between plant and 
environment, and certain natural antibacterials appear 
to play such a part—thus the juices of leguminous plants 
contain substances which inhibit the growth of some 
species of root-nodule bacteria but not of others.4 
Osborn’s investigations have shown that there is a 
widespread basis for specific interactions between plants 
and bacteria, though studies of a different kind are 
required to show whether these are important in the 
life of the plant. Since viruses are responsible for a large 
proportion of plant diseases one would expect to find 
substances in plants which protect them against virus 
attack ; a study of these might help to fill the present 
gap in our own chemotherapeutic defences. | 


WEINGARTEN’S EOSINOPHILIA 


EOSINOPHILIA in the tropics or in people lately 
returned from those regions leads to a search first for 
evidence of helminth infection and secondly for allergic 
signs. A year ago Weingarten® described a chronic 
tropical eosinophilia in Indians characterised by respira- 
tory symptoms, including chronic paroxysmal cough 
and asthma-like spasmodic dyspnea ; 
toms, such as lassitude, loss of weight and anorexia; 
a curious and distinctive X-ray appearance in the lungs, 
consisting of a fine, diffuse mottling not unlike miliary 
tuberculosis ; and a well-marked leucocytosis of 20,000 
to 60,000 cells per c.mm., 50-80% being eosinophils. 
Organic arsenicals acted almost as a specific and were 
a certain cure, but without them the disease was liable 
to be long and exhausting, sometimes lasting for 2-5 
years. This did not appear. to be an allergic disorder, 
and Weingarten was unable to implicate any parasitic 
infection, though the response to arsenicals is suggestive 
of a parasitic etiology. It was quite distinct from the 
transitory pulmonary infiltrations with eosinophilia 
described by Léffler,®- but seemed to be identical 
with the ‘‘pseudo-tuberculous condition’ reported by 
Frimodt-M6ller and Barton.’ The assembly of symptoms 


and signs was so odd that there was some natural scep- - 


ticism about the syndrome, but further cases have since 
been reported by others and their descriptions confirm 
Weingarten at every point. Simeons® described 35 
Indian cases seen over nine years; Chaudhuri® had a 
typical case which responded well to mapharside (0-4 g.) 
injections. Emerson” has reported a case in a non- 
Indian eight months after his return to the USA from a 
44 years stay in India. This man was first treated for 
a liver abscess, apparently of streptococcal origin; six 
weeks after successful treatment of the abscess, weak- 
ness, fatigue and asthmatic attacks that had been present 
before became more prominent and laboratory investi- 
gation revealed the typical X-ray changes and the 
eosinophilia of Weingarten’s syndrome; the patient 
responded well to two 10-day courses of carbarsone, 
0-5 g. daily. Lately Parsons-Smith" has described this 
syndrome in an English airman who had not been to 
India at all, but had been 10 months in Egypt ; this man 
was successfully treated with neoarsphenamine injec- 


4. Thorne, D. W. and Brown, P. E. J. Bact. 1937, 34, 567. 
5. Weingarten, R. J. Lancet, 1943, i, 103. 
6. LOTOR W. Schweiz. med. Wsch. 1936, 66, 1069. Lancet, 1941, i, 
7. Frimodt-Möller, C., Barton, R. M. Ind. med. Gaz. 1940, 75, 607. 
8. Simeons, A. T. W. Indian med. Gaz. 1943, 78, 271. 
9, Chaudhuri, R. N. Ibid, p. 575. 

10. Emerson, K. jun. Nav. med. Bull., Wash. 1914, 42, 118. 

11. Parsons-Smith, B. G. Lancet, 1944, i, 433. 
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tions. Thus there is now sufficient confirmation f 
Weingarten’s syndrome to be put on the list of dif: 
ential diagnoses of tropical cosinophilia, especially sin 
it is readily treated with organic arsenicals. Its æti 
logy, however, remains as obscure as ever; no defni 
parasite has been found. A point to note is that arsenit 
treatment at first may temporarily increase the eosin 
philia. Almost any arsenical treatment seems sguitabk 
Weingarten used neoarsphenamine, giving @ course 
six injections with three days between them—@l5; 
0-3 g. and then 0-45 g. for successive doses—the dn 
being dissolved in 10% calcium gluconate with 200m 
of ascorbic acid added; ‘ Acetylarsan ’ and maphani 
have also been used. For oral treatment aeetarn 
gr. 2 twice daily for two 10-day courses, or carbarso: 
as in Emerson’s case, have been successful. Et is el 
‘that everyone in this country dedling with patien 
from overseas should bear the syndrome in mind. 


RETIREMENT: OF AN ARCHEDITOR 


Sir HUMPHRY ROLLESTON has resigned from the poz 
tion of editor of the Practitioner, which he has filled sin 
1928. The resuscitation of that journal is buat the late 
example of his sovereign touch. His life has covered tt: 
transition from the unaided eye and ear of the clinicz 
to the use of every scientific aid in diagnosis, and l 
brought out a vast system of medicine with eq 
success in both periods—selecting the contributors a 
marshalling their work into an orderly whole. i 
has that quality of respice finem, picturing what a bwi 
or article is going to look like “on the day.” And 
may guess that the final page revise has never ces 
to bring him something of a thrill. Of course he bs 
the technical skill of constant practice, the wide knor- 
ledge of continuous study, and the accuracy of a muil- 
million-proof reader. But he is also patient to a dege 
and inspiring to his juniors; and his only lapse frn 
rectitude is the downward slant of his own manuscript. 


TRAFFIC’ IN’: NARCOTICS 


AMONG the wreckage of the beneficent activities of th 
League of Nations it is good to know that the gret 
majority of the contracting governments still carry 0t 
their obligations under the international conventio 
regulating commerce in opium. morphine, cocallt 
heroin, Indian hemp and the rest. At the last meettt! 
of the Permanent Central Opium Board, held in Londo 
it appeared that 52 out of 66 countries, and 51 out of" 
colonies and dependencies, are furnishing the board wi 
the required statistical returns, and that the results fë 
1942 were better than in any previous year. Spams 
notable among the defaulters, its imports of opium an! 
crude cocaine having reached an abnormally high lev 
in the last two years. In South America thereis a goner 
improvement, but no annual statistics have be 
received from Peru, a large producing country and! 
liberal exporter of crude cocaine. In 1942 its exports o 
this drug amounted to 2825 kg., against 1194 kg. in 19 
The Argentine, which is not a party to two of the conve" 
tions, appears to have been the recipient of the Perun 
exports in 1942. The supervisory body urges the need 
for controlling the traffic in narcotics in enemy or enen? 
occupied countries as they come under the military “ 
civil control of the United Nations,{to prevent a recrudes" 
ence of illicit traffic and a spread of addiction guch 3; 
occurred after the last war. The Times Cairo com 
spondent (April 24) reports anxiety in Egypt ovè! the 
increase in traffic in hashish. War conditions )\* 


_ allowed the replanting of cannabis in the Leban? 


mountains, and the stream of military transport crossi; 
the Sinai desert has made it difficult to check smuggl”! 


THE next session of the General Medical Council w! 
open on Tuesday, May 23, at 2 PM. 
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PHYSICIANS ON MEDICAL EDUCATION 


- ON Tuesday last the Royal College of: Physicians of 
London issued a review by its planning committee of 
medical education. Whatever form the proposed health 
service is to take, its efficiency will depend on the quality 
of its personnel, and so indirectly on the means taken to 
select and train doctors. The 10 members of the 


committee have all had recent medical graduates acting ` 


as their house-physicians ; most of them have. watched 
the progress of students through the years of clinical 
teaching; some of them have interviewed these men 


when they first sought to become students of medicine. : 


They are agreed that, quite apart from lack of character 
and ability that may be avoided by improved recruit- 
ment and sélection, the average medical graduate has 


defects which are to be attributed. to the manner of his- 


training. Their aim has been to discuss whether the 
medical course can be improved in any way as an 


education without impairing its efficiency as a technical | 


training. The general lessons of the report are set out 
in a leading article on another page. Some of the 
stages in their conclusions. are here summarised in their 
own words. 


> NOHO IaieNa OF MEDICAL STUDENTS 


The field from which medical students are to be 
selected should be widened by making all university 
education free, and by the provision of maintenance 
grants to those university students in need. Experience 
has shown that specialised competitive examinations 
for scholarships tend to dominate the later school years 
to the detriment of general education, and the scholars 
whom the universities are forced to accept often lack 
character and cultural background. 

Each university or medical school should have a 
yearly quota of admissions, the quota being determined 
by the educational facilities of the institution. Suit- 


ability for entry as a medical student should be judged ' 


by:. (a) academic ability measured by school record 

and examination; (b) character and personality. 
Selection should be made by a small body elected by the 
university or medical school which should have before 
it all possible data bearing on the mutability of the 
candidate. 


PREMEDIOAL EDUCATION 
School education should be continued at least until 


the age of 18, specialisation, whether in arts or science, 
being more limited than at present. The basis of the 


higher schools: certificate or whatever examination is . 


substituted for it should be broadened. Before entry 
to a university a medical student should produce 


evidence of having attained a standard in chemistry, . 


physics, and biology at least equivalent to that of the 
present credit standard in the schools certificate. At the 
university the student should begin with .a course of 
three terms, planned by the teachers of the basic sciences 
in collaboration with the professors of anatomy and 
physiology, as an introduction to the study of man: 
The quality of this teaching should be ensured by 
raising, where necessary, the status of the teachers. 
This first-year course should terminate in an examina- 
tion at wench a high average standard is required. 


THE PRECLINICAL PERIOD 


Revision of the curriculum should reduce considerably 
the amount of topographical anatomy taught, the 
details required for operative surgery being reserved 
for- postgraduate training. <A short series of classes 
on certain aspects of psychology should ‘be introduced, 
their subject matter not to form part of the 2nd MB 
examination. It is desirable to codrdinate the teaching 
programmes. of the several departments more closely 
among themselves by joint action of the heads of the 
departments, and to link up preclinical and clinical 
studies. by attaching some junior members of the pre- 
clinical staff to the.clinical departments (and vice-versa), 
by using clinical cases to illustrate the principles of 
anatomy, physiology, biochemistry and pharmacology, 
and by introducing the student to methods of examining 
the normal body. Here again the quality of the teaching 


should be ensured by raising the remuneration of pre- ` 

clinical teachers to approach that of. whole-time clinical 

teachers. : | 
THE CLINICAL PERIOD 


To provide a good education during the clinical . 
period, and to prepare the student for the responsibilities 
of independent practice, it is necessary to divide the 
clinical course into two parts, an undergraduate period 
of three years and a compulsory resident period of one 
year. The undergraduate period should aim at the 
teaching of method and principles and the development 
of judgment, ‘rather than the memorisation of fact. 
The content should be restricted to requirements 
common to all doctors.: The system of clinical: clerking 
and dressing should be retained with the _ following 
modifications :— : 


(a) There should be an 1 introductory course of at least three 
l months. ` 
(b) Teaching during the first periods of clerking and dress-. 
ing should be as far as possible orderly, as opposed to 
random. 
(c) Teaching during the several appointments should be 
more closely codrdinated. 
(d) The allocation of time to the separate appointments 
- should be reviewed. 
(e) The student should receive more supervision and 
- encouragement from senior teachers. 


, The compulsory resident period of one year should 
consist of paid resident house appointments in recog- 
nised hospitals and the nature of these appointments 
is stated precisely in the report : 


Their aim should be primarily sducational, and this concep- 
tion should govern the number of beds allotted to each house- 


-man. The appointments should carry much the same duties 


and responsibilities as the present house appointments, with 
a few obvious exceptions, such as the signing of death certifi- 
cates; and each post must be under the supervision of a 
senior resident holding full qualifications, and a physician or 
surgeon in charge of the ward. -It would probably be an 
advantage for the posts to last four months each, so that 
three could be held in the course of a year. Five kinds of 
post would provide suitable training, namely (i) general 
surgery, (ii) general medicine, (iii) obstetrics and gynzecology, 
(iv) pediatrics and child health, (v) special departments 
(other than units, such as thoracic or neurosurgery, more 
suitable for postgraduate training). Each graduate should 
hold one post in general, medicine and one in general surgery; 
and these posts should include in their duties work in the 
casualty department of the hospital. The third should be 
chosen from one of the remaining posts above mentioned, 
according to availability and option. Thus, training would 
differ in the case of different individuals, the majority of 
them destined for general practice. There would be no 
disadvantages in this, for the growth of group practice implies 
a rendeney towards division S labour. 


EFFECT ON EXAMINATION SYSTEM 


The achievement of the objectives during the under- 
graduate clinical course and resident year requires a 
reform in the examination system. o final examina- 
tions are desirable. The first at the end of the under- 
graduate period should test the student’s grasp of method 
and principle and should only license him to practise 
under supervision in hospital. The second, at the end 
of the resident year, should test his practical capability 
and'should Hcence him to practise independently. 

. While the first examination must test whether the 
student i is fit to undertake responsibility for the care of — 
patients in hospital, the conditions of the resident 


: appointment do, in fact, provide the new graduate with 


responsible and experienced superiors, who are readily 
available to assist and advise whenever he is at a loss. 

The examination need not, therefore, concentrate 
on the extent of the student’s factual knowledge, or. 
seek to find out what he does not know ; it should rather 
discover the candidate’s acquaintance with the general 
principles underlying his subjects, his grasp of the 
methods used in clinical inquiry, and his ability to form 
a judgment on, the facts so elicited. These are the 
essential foundations on which experience in the resident. 
year and after can build a structure worthy of the 
opportunities and responsibilities of clinical practice. 
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-. When this examination is passed, those graduates 

who intend to practise will proceed to the resident year 
as outlined, before they can become licensed to. practise 
independently. Opinions differ as to whether this licence 
should be granted automatically after the production of 
certificates indicating satisfactory performance of duties 
in the posts held or whether in addition a second examina- 
tion should be passed. Those who are opposed to this 
second examination hold it to be an unnecessary burden 
in a career which already contains enough obstacles for 
the student. The report however favours a second ex- 
amination for the following reasons :— 


(i) A second examination, of a purely practical character, 
seeking to ensure that the candidaté has the know- 
ledge and experience to be entrusted with the inde- 
pendent care of patients, will make possible thé 
reform of the first examination and of the clinical 
undergraduate curriculum. 

(ii) The examination will act as a check on the suitability 
or otherwise of hospitals providing house appointments 
during the resident year. It will thus act as a lever 
to raise the general level of hospital status in the 
country. 


The report is signed by Lord Moran (chairman), Dr. 
H. E. A. Boldero, Prof. Henry Cohen, Dr. J. St. C. Elkington, 
Prof. H. P. Himsworth, Dr. Charles Newman, Prof. G. W. 
Pickering (secretary), Dr. J. H. Sheldon, Prof. J. C. Spence, 
‘and Sir Henry Tidy. | 


Special Articles 


| REHABILITATION IN THE RAF 
A NEW CONCEPT OF ORDINARY MEDICINE AND SURGERY 


‘It has taken the tragedies of a violent war to stimulate the ' 

- development of rehabilitation—and mark you that’s one of 
the few consolations of war; it has always stimulated the 
progress of medicine. But although the Pn portance of 
rehabilitation is only now being recognised, the principle 

was first taught over 2000 years ago. If you look up the 
writings of Plato you will find it: ‘‘ This is the greatest 
fault in the treatment of sickness—that there are physicians 
for the body and physicians for the soul—and yet the two 
are one and indivisible.” (Conclusion of a broadcast by 
R. Watson-Jones.) ; 
REHABILITATION means much more than simple 
gymnastics and physical exercise. Recent press pub- 
licity has unduly emphasised the physical aspect because 

‘only. this lends itself to illustration. Rehabilitation 
is not. gymnastics alone. It is not physical medicine. 
It is not a new treatment; certainly not something 
which can be purveyed in mobile vans.. It is a new 
concept of ordinary surgery and medicine, and it includes 
physical, psychological and social measures. In ortho- 
peedic hospitals it has been practised for many years 
in its fullest sense. It has meant continuing treatment 
long after the conclusion of surgical operations, until 
functional recovery is as complete as possible ; supple- 
menting surgical measures by active exercises, teaching the 
patient to walk, correcting his limp, and so on; using 
recreational and educational diversions; teaching new 

‘trades to those with permanent disability ; securing 
resettlement in industry and, equally impo t, re- 
settlement in the whole life of the community. Although 
generally applied in orthopeedic cases of crippling and 
disease it was not used in fracture treatment except for 
a limited period during the last war in the remedial 
workshops devised by Sir Robert Jones. It was H. E. 
Moore of Crewe who developed the first rehabilitation 
centre for industrial injuries in England. With an 
average of only 3 weeks treatment, in a simple gym- 
nasium, he returned to work 80% of LMS employees 
who had been off work through injury for months or 
years. Ten years ago the BMA Fracture Committee 
adopted plans which R. WATSON-JONES had-prepared in 
-Liverpool and advocated rehabilitation services and 
special residential rehabilitation centres for all fracture 
and accident cases.. ALEX. MILLER of Glasgow developed 
the social service aspect of rehabilitation in the miners of 
Lanarkshire and had considerable success in a day to 
day, or even once a week, clinic. H. E. GRIFFITHS 

_ organised a non-residential centre at the Dreadnought 
Hospital, Greenwich; and E. A. NICOLL a residential 


t 


. 


centre for miners at Mansfield. But in general the- 


4 


hospital patient with a fracture continued to .be dis- 
charged as soon. as his fracture. was healed, to rehabili- 
tate himself as best he could at home, with or without 
the help of the massage department. 


A COMPREHENSIVE SERVICE 
The first complete rehabilitation service in this country 
was started by the RAF medical service within a few 
months of the outbreak of the present war, based 
exactly on the plans adopted by the BMA committee 


.in 1935. Since then we have seen the development of 


rehabilitation centres for the Army, the Ministry of 
Health centres for EMS patients, and those of the 
Miners’ Welfare Commission, centres which have inspired 
visiting surgeons from Australia, Canada and the United 
States to build up similar organisations in their own 
countries. , 

The RAF service was designed to deal not simply 
with air-crews but with electricians, engincers, mechanics 
and skilled technicians of all trades. To serve the 
pátients of thirty RAF hospitals, and members of the 
RAF who had been treated in the early stages in civilian 
hospitals, twelve orthopædic centres were established 
for the segregation of fractures, wounds, limb and spinal 
injuries. In every accident ward in these centres a | 
nurse, masseuse or nursing orderly was selected and | 
trained as the rehabilitation orderly whose sale duty was 
instruction in early exercise, supervision of exercises 
at regular intervals, preparation of special casts and 
traction devices for stiff and contracted joints, and 
general diversional therapy. Special exercises are per 
formed hourly ; general exercises, respiratory exercise — 
and PT in bed are performed daily. Bach orthopedic | 
centre has its own small rehabilitation centre within a 
few miles, for interim rehabilitation of long-stay plaster | 
cases which return to hospital from time to time, staffed - 
by masseuses, gymnasts and rehabilitation orderlies, . 
and visited once or twice a week by the orthopedic 
surgeon. All orthopsedic centres are served by four 
major rehabilitation centres: one for air-crews, one for 


_ skilled technicians, one for officers and one for ground 


staffs—in which treatment is continued until the patient 
returns to duty. The centres are residential and include 
playing-fields, swimming-pools and. gymnasiums with 
intercommunicating physiotherapy-rooms; concert- 
halls, lecture-rooms and recreation-rooms; plaster- 
room, X-ray and minor theatre for dressings and mani- 
pulations; but no other hospital equipment. The 
staff includes masseuses, occupational therapists, physical 
training instructors, gymnasts, clinical secretary and 
one orthopsedic surgeon to every 50-100 patients. 

In the early stages there is close surgical supervision ; 
only in the latest stages of final hardening are group 
exercises supervised by physical training instructors. 
Continuity of treatment is assured, because surgeons in 
the rehabilitation centres and in the orthopedic centres 
are members of the same team, often interc i 
duties, and assisted by the same two consultants. The 
same clinical record with typed notes, X rays and photo- 
graphs. accompanies the patient from orthopsedic centre 
to rehabilitation centre and when necessary back to 
orthopsedic centre. Gymnastics, special exercises, recrea- 
tions, swimming and games are continued throughout 
a six-hour day, and in the evenings lectures, concerts, | 
dancing and other indoor recreations are continued. 
From an early stage of treatment patients are re-trained 
in their own duty. While still in plaster they attend 
wireless refresher courses and are given tuition in navi- 
gation, Link trainer flying, air-craft recognition and 
gunnery. This is their occupational therapy ; as surgical 
treatment is nearing completion it is intensified, and 
by the time they are discharged to duty they are no 
less skilled and up to date than men who have never 
been injured. | i 

Functional and emotional problems are. eliminated by 
intimate doctor-patient relationship throughout all 
stages of treatment. At no stage is one medical officer 
expected to supervise the treatment of 500 or 1000 men. 
Individual handling is the keynote. A limp is~ never 
allowed to develop from the day the man gets out of bed. 
Undue caution is dispelled by encouragement and per- 
suəsion ; fear is eliminated by explanation ; lethargy 
and indolence are dismissed by firmness and example ; 
enthusiasm and optimism are encouraged by the jealously 


THE LANCET] 


FOOD IN BRITAIN AND NORTH AMERICA 


[way 6, 1944 ‘609° 


zuarded spirit which i is the secret of success There is no 
happier community in the world than that of patients 


recovering from i injury in a properly conducted rehabili- - 


tation centre. 

- Problems of resettlement are éonsidaved individually 
while patients are still under treatment in the rehabilita- 
bion centres. The patients who cannot be made fit for 
full duty are re-frained for new jobs. When disability 
is of long standing and a period of sheltered occupation 
i8 necessary, selected work is found for them through the 
Ministry of Aircraft Production, or in factories, on 
farms or with the RAF sea-rescue squads. These 
patients are examined by the OT ODETE surgeons at 
para or three monthly. intervals. 


RECORDS AND RESULTS 
For every patient there i is a continuous record of early 
treatment in orthopedic centre, interim treatment in 


minor rehabilitation centre, and later treatment in major 
rehabilitation centres, and in every case this dossier is 


finally referred for inspection and filing by the-surgeon 
who began the treatment. An analysis is also made of 
the patients in rehabilitation centres, and classified 


_ records are now available of many thousands of bone and ` 


joint injuries showing the exact nature of the original 
disability, the total incapacity period, the duration of 
treatment in rehabilitation centre, and the final result 
and disposal. The figures show what a success this 
RAF organisation has proved. Despite the frequency | 
of severe and multiple injuries with gross contamination, 
WaATSON-JONES can report? that less than 5% are in- 
valided. In one series of 15,000 compound and closed 


fractures there were no cases of non-union and an 


amputation | rate of 1.in 1000. Of air-crew members > 
with major injuries, 85% regained a flying category, and 


a follow-up showed that 82:2% resumed operational 


and flying duties. 


1. wasn ones, R. Fractures and Joint Injuries, Edinburgh, 
i 1943, vol. um, p. 875. 
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FOOD 
IN BRITAIN AND NORTH AMERICA 


Two years ago Mr. Roosevelt and Mr. Churchill jointly 
declared that ‘“‘ in principle, the entire food resọurces of 
Great Britain and the United States will be deemed to be 


a common pool.” An inquiry has accordingly been made . 


into the consumption of food by civilians in the two 
countries and in Canada. 

Fig. 1, taken from the report,! shows that in 1943 the 
USA had the highest. level of supplies for all food groups 
except grain products, potatoes. and vegetables. It 
should be noted, however, that the calculations are based 
only on the. total amounts of food: moving into consump- 
tion in each eountry and the number of people to be fed. 
They take no account of wastage in preparation and 


1. Food Consumption Levels in the United States, Canada and the 
United Kingdom. London: HM Stationery Office. 1944. 
2s. Popular edition : What do they Eat in the United States, 
Canada and Britain Today ? 3d. 
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Fig. 2—Percentage change in 1943 compared with prewar period. 


cooking, which will naturally be less in countries where 
scarcity has made consumers more careful. 

In calculating whether there is enough food for every- 
one, attention must also be paid to its distribution : for if 
one section of the community can acquire more than its 
the share of others will be 
smaller than the national average figure ‘suggests. 
Thus before the war the food-supplies of Great Britain 
provided about 3000 calories per head per day, which 
was more than enough for all. But its distribution was 
such that many people suffered from malnutrition. 

The margin that must be allowed to cover unequal. 
distribution and wastage varies’ according’ to rationing — 
and control and is not easily determined. But ex- 
perience affords useful information. Thus early in 1941 
food-supplies in this country provided less than 2700 
calories per head per day, and ‘‘ although rationing was 
well established, there were indications of impaired health 
and working efficiency.” Since then, thanks largely to 
Lend Lease, the level has been remarkably constant at 

rather over 2800 calories, which 
appears to be sufficient.. In other 
words, under existing conditions. of 
) rationing and control, 2800 is 
enough but 2700isnot: Assuming 
that all the adults of the country | 
are ‘‘ moderately active,” the phy- 
‘siologist would put the average — 
requirement for the British popu- 
lation at about 2550 calories, and 
this suggests that a national sapply— 
level of 2800 calories allows a 
margin Of 250 calories per head to 
cover wastage and maldistribution. 


“In the present circumstances 
further appreciable changes of an 
unfavourable character in the United 

_ Kingdom diet would give rise to 
apprehension about their possible 
effects on the work, output, health , 
and morale of the civilian popula- 
tion.” 


` Similar margins are also needed 
for nutrients. Judged by the 
generous ‘‘ recommended dietary 
allowances ” of the United States 
National Research Council, current 
supplies are deficient in some re- 
‘spects: on this scale Canada 
certainly has not enough ascorbic 
-acid and the USA probably has 
= not enough ; while Britain is prob- 
ably short ‘of ascorbic acid and 
vitamin A, and in all three coun- 
tries there are possible deficiencies 
of riboflavin and thiamin. But 
apart from ascorbic acid in Canada, 
the quantities available (if properly 
distributed) are believed to meet 
nutritional requirements “on a 

_ restricted basis.” So far as vitamins 
and minerals are concerned, the 
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USA, the UK and’ Canada have all maintained or 
improved their positions during the war. 

Fig. 2 shows the changes in consumption of particular 
groups of food, comparing present with prewar levels. 
The increased use of milk and.milk products in all the 
countries is notable, but British consumption is still the 
lowest, by nearly 25%. The fat content of the British 
. diet has declined rather sharply, while the proportion ‘of 
vegetable to animal protein has risen. It is also recog- 
nised that the ‘‘ general acceptability ” of the diet, includ- 
ing palatability and culinary convenience, has also 
suffered more seriously here than elsewhere : 


“The maintenance of a satisfactory level of calories 
and certain other nutrients in the United Kingdom diet 
has involved a substantial increase ih the use of cereal foods 
and potatoes (these now contribute 43% of the total calorie 
supply compared with 34% before the war), because sup- 
plies of such foods as meats, shell eggs, fats and oils, sugars 

. and fruits have declined. One of the major difficulties 
experienced by the British housewife has been that of pro- 
viding main courses (entrée dishes). In the entrée class 
of foods there has been the reduction in the United Kingdom 
from the prewar period of approximately one-fifth, whereas 
there have been increases in the United States and Canada. 
. . . The increase of vegetables in the United Kingdom diet 


has helped to offset the loss of vitamins and minerals in. 


fruit, but, during the winter months particularly, it has 
been most difficult to provide variety in the diet.” 


The report refers to a danger that a high intake of 
starchy foods will correspondingly reduce the consump- 
tion of foods providing other nutrients, and adds : 


“ If more than 50 to 60% of the calories were derived 
from bread, flour and potatoes it might be expected that 
people long accustomed to the prewar diets of the United 
States, Canada and the United Kingdom would suffer 
digestive disturbance as a result of the bulky character of 

. such meals .. . The proportion of the calories derived from 
grain products and potatoes has remained at the prewar 
level of 32% in the United States and 36% inCanada. The 
corresponding figure for the United Kingdom is now 44%, 
compared with 34% before the war.” 


In the United States and Canada, it is concluded, con- 
siderable economies in the use of basic food resources are 
physically possible. Much, however, has already been 
done ; for example, the ordinary sugar ration (8 oz. a 
- week) is the same in all three countries. And “any 
substantial change in the composition. of civilian supplies 
from favoured and familiar foods to less favoured or to 
less familiar foods can be safely made only if it is possible 
to convince consumers that the circumstances fully 
justify the adjustments required of them, and if due 
account is taken of the fact that the process ‘of consump- 
tion adjustment will require time and guidance.” . 

It will be seen that fig. 2 groups citrus fruits with toma- 
toes, and the joint total for 1943 was only 50% less than 
it was before the war. Tomatoes are no longer imported, 
and fresh citrus fruits are imported only where shipping 
cannot be used to better effect, since they represent 
very bulky cargo having a very high water content. 


“ These changes would have had an adverse effect on 
United Kingdom vitamin C intake had the consumption 
of potatoes and other vegetables not been promoted as a 
substitute. The loss, however, has seriously reduced the 
palatability of the British diet, and the public certainly 
does not regard the increased consumption of vegetables 
as replacing the lost supplies of fruit.” 


Happily, since these words were written most of the 
public has been placated with an orange. 


SCOTTISH SCIENTIFIC ADVISORY 
COMMITTEE : 


THE Secretary of State for Scotland is wont to review 
every three years the personnel of his scientific advisory 
committee on public health administration and medical 
investigation, first appointed in 1930. But the com- 
mittee which was due to retire in 1940 agreed to carry on 
and its reports on the emergency bacteriology service, the 
blood transfusion service, the health and working experi- 
ence of Scots boarded out of the Service. ahd on infantile 
mortality show to what good purpose. Review now being 


feasible Mr. Johnston has taken the opportunity of- 
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including a wider representation of the various bra 


revising the committee’s terms of reference, ofi 
ing a system of retiral by rotation after four years, and 


of medical science. For the duration of the war 
representatives of Scottish Command have been cotp 
to the committee. The new terms of reference ar 
follows : 
To advise the Secretary of State for Scotland om the ape 
tion of the results of scientific research to public health 
stration and to promote medical investigations designed to i: 
the Secretary of State in the discharge of his responsibflitia 
the health services in Scotland. 
In welcoming his new advisors at their inaugural meet: 
on April:24 Mr. Johnston said that one of their first }- 
would be to investigate the causes'of infant deaths fr 
infections. Suggestions had been made, Mr. Johnt 
continued, that the committee should include ot 
scientists than medical experts. but he had not acted: 
them, as the subjects referred to the committee w: 
mainly medical. But the committee was empowe 
to coöpt members, and where the subject was appropri: 
he thought it was good policy to codpt representati: 
of other sciences. 

The members of the reconstituted committee are: 
Sir JOHN ORR, FRS (chairman), Prof. D. K. HEN DTRSON. 


Sir JOHN FRASER, (ex off. as Prof. J. HENDRY. 
chairman of the Medical Sir ALEXANDER MACGREG2 
Advisory Committec). Prof. T. J. MACKIE. 

Sir EDWARD MELLANBY, FRS Prof. J. W. MCNER. 


Prof. CHARLES MCNEIL 
Prof. NOAH MORRIS. 


(ex off. as secretary of the 
Medical Research Council). 
Prof. DAVID CAPPELLI. 7 Dr. I. N. SUTHERLAND (met: 
Prof. F.A.E. CREW, FRS. secretary). | 
Prof. E. W. H. CRUICKSHANK. | 


In England Now 


A Running Commentary by Peripatetic Corresponde 
As I walked out of Burlington House, glutted mi: 
private viewing, everything I saw fell into pictures, ar 
by the time I reached the Royal Society of Medii 
even my colleagues had a varnished look ; I had mu 
ado not to scratch them to see whether the paint car 


off. It was a compensatory illusion, rather like a min: 
in the desert, for doctors have been too busy this yes 
to sit for their portraits as freely as usual. Squadm: 


Leader D. N. Matthews had got over this difficulty b 
grafting an eyelid while Alfred R. Thomson was paint 
him; there is probably a striking likeness under th 
mask—certainly it was a good and striking pictur 
painted for the nation’s war records. Ethel Gabain ha 
contributed another medical record in a neat painti 
of the Bunyan-Stannard envelope being used in tt 
treatment of burns ; let us hope that the nation, whe 
it gets it, will add a juster version of poor John Bunyaa 
name than the excrescence in the Academy catalogu 
Francis Dodd had done Sir Charles Sherrington in ch! 
coal, and there was a statuette group called BAMC,> 


Benjamin Clemens, both of which | missed to my reg 
Alfred R. Thomson was also responsible for a elev 
portrait of Dame Emily Blair, matron-in-chief of Prince 
Mary’s RAF NursingServices. Apart from medicalintere 
‘many of the pictures had a charm of their own. I giveth 
prize to The Nursery, a pastel by William Dring. A brow 


shouldered mother with her back to us. feet well plante 
white petticoat hiked up above her knees, feeds her bab! 
while the nurse bending over the cot presents a genem 
blue behind: good solid people with air all round then 
Then Laura Knight’s Bomber Construction, green as 
dream and deep as death, shouted across the room. 

liked the painting as well as the .wit of Veroni 
Burleigh’s Intelligence Officer, surrounded by models í 
tanks and guns, and playing the ’cello; and I felt th: 
Jessie M. M. Hodge and Charles F. Tunnicliffe had dot 
me personal favours with their Chinese ‘Geese an 
Solway Company. Vivian Pitchforth, living up to b 
name as usual, had used up all the black in his paintbo 
with immense effect on night scenes in Dieppe Harbou 
In fact, he had none left for MTB and MGB Practisin 
and that picture wore a disconcerted look! Mi 
Rosalie Crutchley had been painted too often in b 
Love for Love costumes. and the rest of that brilliar 
company not enough: there was one of Marian Spence 
in hers, and none at all of Yvonne Arnaud and. the res 
The Week's Ration of J. Kynnersley Kirby, in which tt 
complacent butcher precisely matches his chop, had 
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ical rather than an eternal appeal. The grim and 
Ting Death of a Peasant of Henry Lamb has been 


ght by the president and council of the Academy 


er the Chantrey bequest. ~ 


A . k * . 

t would bé a poor world altogether devoid of work, 
| for most folk the perfect job is not yet. There is 
le agreement on what would constitute a perfect job, 
would an individual’s ideas on the subject necessarily 
lain constant from day to day; but most people, 
ing the rough with the smooth, find that they can do 
ir work without enough upset,to involve them in 
ious distress.. True, there are many minor pin-pricks, 
ne attributable to faults in the man himself, some to 
-environment at work or at home, Sometimes the 
uble originates in a bad foreman, sometimes in un- 
npathetic. work-mates, often in domestic troubles 
ut have no direct relationship with the factory. The 
ial, and perhaps the healthiest, reaction to minor 
noyances of this kind is to have a row and in that way 
clear the air. It occasionally happens that in a fit 
silent martyrdom an aggrieved workman stores up 
ach unhappiness for himself by ‘‘ being brave,’’ keeping 
3 troubles to himself, for they who keep their griefs 

themselves are ‘‘ cannibals of their own hearts.’’ 


metimes the reaction runs to tantrums or sulks which 


ain contribute little to the happiness of the factory 
of the aggrieved workman. It was an impish saying, 
> grow bigger every moment in your own conceit, 
id the world to lessen ; to deify yourself at the expense 
‘your species ; ta judge the world—this is the acme and 
ipreme point of your mystery—these ‘are the true 
LEASURES Of SULKINESS.”’ 
l te * * 

In this war I am a Full Lieutenant; which (as any 
ADMS can tell) is the lowest form of medical life in the 
arvice ; and I must admit that my way of oozing out 
f the mess when I see colonels and things lying about 
; distinctly amoeboid. Moreover, if I wanted to 
rultiply it would have to be by simple fission. 
imply wouldn’t run to anything more elaborate. 
find you, this war is a great improvement on the last 
ne. . Nowadays ‘when I hear the shout, ‘“ Oi, You!” 


ny step may falter and my cap jerk over my right ear, | 


ut I know really that he doesn’t mean me. 

I served in the last: war with—I almost said ‘‘ with 
listinction,’’-but that may be a bit strong. I had only 
hree claims to distinction. (a) I was the best hut- 
loor scrubber in the company. (b) I was put on charges 
six times in a fortnight for laughing on parade; having 
1itherto led a sheltered life in a Nonconformist school 
[ found it. all irresistibly funny. (c) They tried hard 
to make me into an efficient soldier. Nobody could have 
ried harder, but—mind you, I don’t say there’s any 
connexion because there may not be—but after about 
four months, just when the rest of the war seemed to be 
getting along nicely, they suddenly agreed to an armis- 
tice. They were very tactful about it.’ No names 
were mentioned and there was no pack-drill; but 
the chaps in my hut gave me some very funny looks, 
and that night I crept miserably into an apple-pie bed. 
So, apart from a mildly hilarious interlude at an OCB, 
I began and ended my military career as a private 
(what. a misnomer!) soldier. Sometime after the war 
(I do hope I’m not boring you) I learned that I had been 
gazetted as a second lieut. in a Very. Celebrated Regi- 
ment. Someone sent me the newspaper cutting with 
the announcement. Without any doubt it referred to 
me. Checking my first natural impulse to hide in the 
we for the rest of my life, I decided to pretend I’d 
never seen it. Apparently the whole thing blew over, 
for I heard nothing more of it; I often think of the 
VCR and wonder if they ever think of me. I also 
wonder if I have gained any promotion at their end. 
If so, I might.do a swop. . : ; 

For I feel I am definitely wasted as a full lieut. I 
shouldn’t be a bit surprised if there were not other full 
lieuts. who feel exactly the same about themselves. In 
which case I. ought to be able to make some nice pen- 
friends, and we could all pool our ideas about ways and 
means of getting promotion. My first (and least bril- 
liant) scheme was to save my colonel’s daughter from 
drowning. I found, however, that it only led to tennis- 
parties and misunderstandings, and I don’t care very 
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the Royal Army X Corps, no. 3 centre at L.” 
Funds - 


* Hold on please. 
supervisor.” 


-Corps no. 3 centre. 


that number, but I want to speak to him. Yes, alright, 
Tl hold on.. .”? 


protecting invalids from their friends. 


i 
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much for either. I certainly should never do it again, 
I’d like to be a major. I may be wrong, but a major 
seems to lead the nice pipe-and-newspaper life I’m good 
at. He often gets a bedroom to himself, quite near the 
bathroom. What is. more important still is that he 


‘gets more pay. Right at the outset I explained care- 


fully to the chap who tested my knee-jerks that I should 
have to draw at least a brigadier’s pay if I was to con- 
tinue keeping my partners in the luxury to which they 
were accustomed. But I don’t think he can have been 


listening. My insuperable handicap is that in civilian. 


life I practised in one of those branches of medicine 
which are not recognised by the chaps who are running 
the war as requiring Specialist Service. Oh yes, there 
are several such branches—gynecology, ‘pediatrics, 
tuberculosis, osteopathy.’ (I’m not going to tell you 
which is my particular racket. It won’t do you any 
harm to guess. I bet you get it wrong.) Most probably 
had I claimed to be an ophthalmologist of 14 years’ 


standing, a dermatologist, a neurologist or even a surgeon, 


I should now be wearing crowns and smoking cigars. 
But (andante con molto expressione) in spite of all temp- 
ta-ation; too-oo change my de-nom-in-a-ation, I re-main 


an—(I knew you’d guess wrong). I 
I also remain a Full Lieut. 
$ ” * x: 


Have you heard? Don’t tell anybody, but as part 
of our preparations for ‘‘the incident ” (Second Front 
to you) some of our telephone lines have been replaced 
by red tape. Good idea, don’t you think? That’ll 
muddle ’em. A 

“ Hello, Telephone Directory Inquiry? Can you 
tell me the number of the Royal Army X Corps, number 3 
centre at L?” ‘‘ Hold on please. . . . No, I’m sorry, 
but I cannot give you that number.” ‘‘ Hello, operator ? 
Can I speak to the supervisor ? Hello, is that the super- 
visor? I want to speak to the commanding officer of 
“ Do you 
mean the third or number 3 centre ? ”’ 
difference ? ”  “ Hold on a minute please. 
alright, you mean number 3 centre at L.” ‘ Yes.” 
I’m sorry, but I cannot give you that number.” “‘ But 
look here, I’m really not very interested in the number. 
This is urgent; it’s Dr. Y speaking from an EMS 
hospital, and it’s most important that I speak to the 
commanding officer about one of his men I have here.”’ 
Yes, Pll put you through to the L 
“ Hello, is that the supervisor? I want 
to speak to the commanding officer of the Royal Army X 
. . . No, I know you can’t give me 


“ Hello. Oh, are you the com- 
manding officer. This is Dr. Y of Z hospital; I have 
one of your men here, and... .’’ ‘‘ Yes, PUN do that. 
Thank you. Oh, wait a minute—what is your telephone 
number? L1234? Thank you very much. Good-bye.” 


x * $ ‘ 


There were two other beds in the semiprivate ward 
at our local hospital where I took my septic thumb a 
week or two back. One was occupied by a young 
farmer recovering from an operation for hernia. He 


was in hilarious spirits until they told him that it would ` 


be six months before he could: do any strenuous work, 
and milking cows looked like coming into that category. 
In the other bed was an elderly retired civil servant who 


had spent many years‘in India... He was almost: helpless | 
_ a8 the result of a stroke, and had demanded and received 


the maximum of nursing attention for the past six weeks. 
But one. day his diminutive lady wife ordered an 
ambulance and had him taken home “ so that he could 
have everything. he wanted.” A nurse went with him 
and reported that nothing had been got ready and there 
seemed to be nothing to eat. There ought to be a law 


k * x 
‘Our casualties are a mixed bunch and some haven’t 
much of a grasp of. English. | ‘‘ You see, Doctor,” said 
one, * the insanitary bomb came right through the roof 
into the room. Iran out and tripped in the dark. The 
doctor said I had a community fracture of the leg. It 


bled ever so, and the doctors had to give me several 


blood-confusions.” 


“ Is there any - 
No, that’s ' 
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Parliament ` 2 


ON THE FLOOR OF THE HOUSE 
i MEDICUS MP ' ; 


THERE has been astonishingly little of controversial 
interest in the Budget. Budget day, which in the Parlia- 
mentary world used to rival Derby day as a social occa- 
sion, did not attract the ringside crowd nor did the dip- 

,lomats attend—nor, as a matter-of fact, did as many MPs 
as usual. Sir John Anderson, who as chief of the Civil 
Service used to be head of the Treasury, prescribed in his 
new rôle of Chancellor of the Exchequer what he called 
“ The Mixture as Before.” But members were quick to 
notice that this is not strictly true, for Sir John had 
altered the ingredients—although not taxation—by the 
expedient of raising the index of the cost of living. Thus 


he will refrain from increasing food subsidies until the cost. 


has risen to an agreed level. Another ingenious measure 
is the addition of a 1d. per degree of gravity to the tax 
‘on beer without passing it.on to: the consumer or in- 
creasing the cost to-the brewer. This is possible because 
barley has gone down in price, so the brewer pays less and 
is still in pocket when the extra penny is paid. The mix- 
ture as before has been watered. The result is that the 
cost of food will rise, and members have already protested. 
‘It has been pointed out that at the moment when the 
long overdue increase in allowances to women and chil- 
dren of Service men has been given, it is unfortunate to 
diminish its value by raising the price of food. Nor is this 
increase in tune with the Beveridge proposals for main- 
taining a foundation of social security in the nationa 
economic structure, and any rise in food prices will be 
immediately reflected in the Beveridge calculations. 
Nor is it in line with the Hot Springs policy, accepted by 
our country, of securing a satisfactory supply of food for 
‘all persons at all times. This mixture as before will be 
watched, for the House certainly does not want the eco- 
nomic mixture as before the war with half the population 
at a low level of nutrition. The criticisms of this pro- 
posal may find wide expression. It is a test of realism 
in financia] policy. Is the standard of the nation to be a 
Treasury policy based on a money conception of human 
‘relations or is it to be a nutritional policy based on the 
ae a declarations of ensuring ‘‘ freedom from 
want ” 

A non-parliamentary publication (HMSO, 2s.) which 
appeared: this week, entitled Food Consumption Levels, 
deals with the USA, Canada and the United Kingdom 
over the period of the war, and will no doubt be quoted in 
forthcoming discussions on cost of living and nutrition 
‘policy. The main conclusions are that the supplies per 
head of most nutrients are greater in the USA and Canada 
than in the UK, but that our distribution by rationing 
corresponds better with physiological need. How far 
we are meeting the needs of manual workers will be seen 
this year now that the nation is facing what are expected. 
to be the final battles of the European war. And mem- 
bers are asking whether the strikes we have had are due to 
.Trotskyists or to diet deficiencies. 


FROM THE PRESS GALLERY 
_ State Encouragement of Medical Research 


. In his Budget speech on April 25, Sir JOHN ANDERSON, 
Chancellor of the Exchequer, said that research had 
hree aspects: there was the fundamental research of 


the scientists, whether at the university or in the 


laboratories, the stage at which laboratory results were 
tried out experimentally, and finally the commercial 
production of the product. ..He thought there was a 
‘case for modifying in favour of research expenditure 
the distinction which the Income Tax Acts drew between 
capital and revenue expenditure. He proposed that 
any research expenditure of a capital character, on 
such things as laboratory buildings, plant and machin- 
ery, should be allowed over five years, or over the life 
of the assets, if shorter, as a deduction from profits for 
income-tax purposes. In addition, all current research 
expenditure, such as salaries, wages, cost of materials, 
repairs and so forth would .be allowed. as and when 
incurred. This allowance of capital expenditure over 
five years would .be the rule for research carried out by 
a concern on its own account. He also proposed that 
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any payment, whether for a capital purpose or not. 
made by a trader to a central research body approved 
by the Department of Scientific and Industrial Research 
should be allowed as and when made as a deduction in 
computing the profits of the concern. Contributions 
to research being carried out by a university or college 
on matters of concern to the business would similarly 
be allowed. 

In the debate members expressed their satisfaction at 
this decision to give further state encouragement te 
research, and a number of speakers urged that this 
should not be confined to industrial research, but should 
also extend to medical research, Mr. GEORGE GRF- 
FITHS pointing out that if the workers were not healthy 
mere scientific research in industry. was of no use. 
Colonel WALTER ELLIOT reminded the Chancellor that 
a great deal of money was now expended on medical 
research by great corporate bodies in the USA, suchas 
the great insurance companies, for the simple reason 
that the longer they could keep -their clients paying 
contributions and postpone the moment when death 
benefit would be claimed,. the more prosperous the 


‘companies were likely to become, and many valuable 


by-products had arisen from this activity. For instance, 
a great deal of the “drink more milk ” propaganda 
campaign was financed by insurance companies in the 
States on the simple ground that those who drank 
more milk would need to.claim less benefits. Thus, if 
some way could be found to deal with industrial 
rheumatism the Chancellor would save more money for 


the sickness and insurance funds in which he was in- 
-terested than by almost any other step he could take: 
‘Colonel Elliot trusted that go-ahead firms who were 


willing to aid research might be allowed to come under 
the new concessions. He also attached importance to. 
research in industrial psychology, which, he said, had 
been too little explored. In a year or more after the 
strain~of the war had been removed this would be one 
of the biggest industrial questions before the country. 
He did not think that the human race was built to run 
at the pace at which it had been driven during the war 
years. The strain on the workers in this country 
showed itself in numerous unexpected ways and in 
none of them more than in sporadic strikes. A longer 
break than had previously been allowed to industrial 
workers might well lead to greater output. 

Sir JOHN ANDERSON, in reply, said he had no desire 


to distinguish between one kind of research and another. 


He assured Mr. Griffiths and Colonel Elliot that medical 


research would be treated on exactly the same footing 


as industrial research. l 


Detention of Mental Defectives 


Later on the same day Mr. F. G. BOWLES raised a 
question relating to mental defectives. His interest in 


‘the subject had been aroused some months ago by the 
-case of three or four youngsters who on completing short 


terms of imprisonment were medically examined. 
found to be mentally defective and ordered to an 
Since then he had had many: letters 
showing that there was widespread anguish, not only 
on the part of parents who had discovered that they had 


‘lost legal guardianship and control of their children. 


but on the part of adolescents who feared they had been 
deprived permanently of any prospect of being allowed 
Without. apportioning any blame. 
Mr. Bowles claimed that the present'system of detention 
was wrong. Under it there was a tendency for medical 
men who had not the necessary qualifications in psy- 
chology'to be put in charge of these children and to 
get cases certified. Medical superintendents with large 
colonies to look after were busy men and their time was 
largely occupied with administration. The time had 
come, in his opinion, in view of some of the legislation 
which had been introduced by the Minister of Labour 
in regard to ordinary physical rehabilitation, when these 
mental institutions should occupy themselves with 
mental rehabilitation. He felt that this was a matter 
which could not be left out of postwar planning. 

Mr. H. WILLINK, Minister of Health, said there was a 
great amount of modern. Statute law governing the 
admission of mental defectives to institutions and safe- 
guarding them’ against unduly long detention. There 
was the Mental Deficiency Act, 1918, as amended by 
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> Mental Deficiency Act, 1927. So far as admission 
S concerned, the safeguards were very substantial 
th regard to the medical certificate, the rights of 
rents and in proceedings before the judicial authori- 
S which consisted of selected magistrates.. There, 
re a great many checks on the certificate of any 
ctor. A court of law could make an order after 
nviction if it was satisfied on medical evidence that 
ere was mental deficiency. The first order operated 
ity for a year. -So far as institutions were concerned, 
e Board of Control had directed that the detention 
iould be extended to the quarter day immediately 
‘ter the anniversary of the original order, and unless 
10ther order was made the original order ceased to 
perate on that date. The case was visited, and there 
ere always two and more often five or six visitors, 
cluding at least one medical man. That medical 
ractitioner must be appointed under the Lunacy Acts 
rith special qualifications. In addition to the report 
rom. the visitors there had to be a special report from 
he medical officer of the institution. There were also 
rrangements by which a medical practitioner employed 
t the request of a parent, relative.or friend could make 
in investigation. Investigations .were made at the end 
f the first year, at the end of the second year and. 
fter that. at the end of every five years. When young 
people reached the age of 21, there must be a special | 
nvestigation within twelve months.: Then discharge 
might be ordered; and if the visitors did not order 
discharge the Board of Control could, if it thought fit, 
order discharge. Once or twice a year there were 
special visits by commissioners and inspectors of ‘the 
Board of Control. It was far from being true that there 
was any inducement to detain these cases too long. At 
present many § institutions were ‘overburdened with 
serious cases, and applications -could not be accepted 
because of the shortage of accommodation. ‘There was 
a constant attempt to release those who could be cared 
for outside an institution. Although something like 
50,000 mental defectives were receiving care and treat- 
ment in institutions, there was a substantial system of 
absence on licence. Out of those 50,000 at any particular 
time something like 5,000 were on licence. The system 
had been encouraged by the Board of Control, and must, 
he thought, be right. About 800 mental defectives were 
discharged annually. 


- QUESTION TIME 
National Health Service 


Dr. H. B. Morecan asked the Minister of Health whether, 

in hi negotiations up to the present with representatives of 
the profession, he had ascertained whether the medical pro- 
fession were prepared to accept the Central Medical Board to 
be as outlined in the white-paper, or whether their ideas.ran 
in the direction of more unrepresentative corporate bodies 
such as the BBC, the Electricity Commissioners, the .LPTB, 
&c., or a corporate body of special constitution, practically 
granting workers’ control to the medical workers of the pro- 
posed medical service.—Mr. H. WILLINK replied: I have not 
yet received any official views from the profession’s repre- — 
sentatives on this subject. . 
. Mr. J. Ritson asked the Minister, in view of the statements 
coritained in the recent white-paper with regard to the mental 
health service, what steps he was taking to deal with the 
reform of the laws having reference to those of unsound mind ; 
and whether he was undertaking, or proposes shortly to under- 
take, a survey of the existing and potential mental health 
services on lines similar to that carried out.in the case of the 
general hospitals.—Mr. WILLINK replied: It would not be 
feasible to undertake a full restatement of the law of lunacy 
before the introduction of the National Health Service. At 
this stage, therefore, it is proposed only to make such amend- 
ments as are needed to enable the-administration of the mental 
health services to be included in the one .comprehensive 
service, and these will be discussed with the local authorities 
and others concerned. No general survey ‘of the mental 
health services is contemplated, but a special survey of certain 
Important, aspects—with particular regard to the provision 
for neurosis—is in progress. 


- Disabled Persons ‘Act 


| Sir Ian Fraser asked the Minister of Labour when the full | 
machinery of the Disabled Persons Act would be in operation 


all over the country ;. and what interim arrangements he was 
making to deal with the immediate problem of finding suitable 
employment for disabled persons.—Mr. . ERNEST . BEVIN 
replied: I am anxious to bring into early operation those 
parts of the act providing for vocational training and industrial 


rehabilitation courses, for the establishment of a national _. 


advisory council, and for arrangements for the. provision of 
sheltered employment for severely disabled persons. The full 
scheme, including the compulsory employment of a quota of 
disabled persons, is not intended. to be put into operation at 
the present stage. In the meantime, the provisions of the 
interim scheme, which include vocational training and special 
arrangements for placing, are being developed and extended. 


Claims for H11 |. Hes ` 


. Mr, A. Epwarps asked the Minister of Health if he had 
considered the claim submitted to him regarding a cure for 
cancer known as.H 11; and.if he had received a report from 
the Medical Research Council.—Mr. WILLINK replied: -The 
Medical Research Council take the view that as the prepara- 
tion has been available to the medical profession for a con- 
siderable time and has already been widely tried no action 
on their part is necessary. > 


. NATIONAL : Loaf.—Colonel LLEWELLIN stated that in 
most areas now the bread on sale is made from flour which 
contains no barley. In consequence. of this step the present 
national loaf contains a higher percentage of wheaten fiour. 

SANATORIUM NURSES.—Mr. WILLINK said he had recently 
arranged through his standing advisory committee on 
tuberculosis for a statistical inquiry into the incidence of 
tuberculosis among sanatorium nurses. | 

TUBERCULOUS PATIENTS.—Mr. WILLINK said that during 
last year a net increase of some 1500 beds was secured for 
tuþerculous patients. In the first twelve weeks of this year 
13,350 cases had been notified, against 13,000 and 12,500 in 
the corresponding quarters of 1943 and 1942. 

SMALLPOx.—Mr. WILLINK said that of the ten cases of 
smallpox admitted to the Surrey Isolation Hospital, Clandon, 
during March and April two had died and the remainder had — 
been discharged. The diagnosis of smallpox in a Yeovil 
school-teacher had not been confirmed. | 
= PEnicrttin.—Dr. C. H. Hampshire’s name has been added 
to the MRC clinical trials committee. 


‘THE WHITE PAPER 
At a meeting of medical practitioners of West Hants and 
East Dorset, held at the Royal Victoria and West Hants . 
Hospital on April 5, 87 attended and the following resolutions 
were passed with never more than 5 dissentients :— | 


(1) While health services both preventative and curative should 
be accessible to every body: the Government’s interest should only 
apply to those in need of t 


ion. i 
. (2) The BMA should continue to be one of the bodies to represent 
the profession only if it shows that its policy:is_directed primarily to . 


et 


upholding the freedom of the profession. 


(3) This meeting considers that the questionary isa very danger- 


- ous document because the questions are all framed to elicit the 


desired answers and that insufficient opportunity is afforded for 
alternative expression. It presupposes the acceptance eventually of 
a State Control Service. 


(4) This meeting, whilst recognising that changes and improvo- E 
y 


ments in the health services of the country are necessary, is 

opposed to the principles of Government control as outlined in the 
white-paper, as it considers that these (a) endanger the freedom 
of the public and the profession o will lead to the introduction of 
complete whole-time state medical service ; (c), are ill-timed as the- 
younger members of the profession serving in HM Forces are at 
preon i unable to consider such proposals properly or make their 

ews known. ; | 


At a meeting of all practitioners in the area of the North 
East Essex division of the BMA, with 57 attending, the follow- 
ing resolutions were passed :- i 


A. That the answers to the questionnaire be accompanied by a 
covering letter stating. that these,answers shall not be construed as 
indicating any approval of, or acquiescence in, the further loss of 


| medical and public freedom involved in the proposals of the white- 


paper. ‘(No eR TYTN | | 

. On Oct. 13, 1943, the Prime Minister stated: ‘‘ There is no | 
question of far-reaching changes of a controversial character being 
made by the present Government unless they are proved indispens- . 
able to the war. Another Government might take a different view, 


‘but not this one . . . I certainly: could not take the responsibility 


for making far-reaching controversial changes which I am not 
convinced are directly needed for the war effort, without a Parlia- 
ment refreshed by contact with the electors.’’. That in view of this 
atatement this meeting requests the BMA to recommend that there 
be no legislation on the white-paper until a new Parliament has 
been elected after the present hostilities have ceased. (Six 
dissentients.) : l 


—— 


ese services and not to the entire popula- 


. ‘the name of ‘“ radical cure.” 
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THE WHITE PAPER REVIEWED 
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Letters to the Editor 


REHABILITATION IN ABDOMINAL SURGERY 
Srr,—No-one will find fault with Mr. Alan Shorter’s 
methods of getting patients fit after abdominal operations. 
(Lancet, Feb. 19, p. 243), but I am surprised that he keeps 
his patients so long in bed—surely a bar to early recovery. 
Thus he lets up his hernia and paramedian laparotomy 


patients on the 17th day. Even a fat woman with an. 


umbilical hernia repaired by Mayo’s method need not be 
keptin bed more than 12-14 days, and patients after gall- 
bladder and gastric incisions which are clean-stitched or. 
drained for a few days only can get up on the 10th to 12th 
day, while those with a small exploratory incision to 
admit the hand can often get out of bed on the 7th day. 
As regards inguinal hernia, it is certainly fashionable for 
the more vocal herniotomists to advocate 3 weeks in 
bed, but I doubt whether this practice is anything like 
. universal, and even in direct hernia an operation which 
requires much more than 10 days rest hardly deserves 
In oblique hernia—a 
comparatively trivial abnormality as a rule—I shall 
merely suggest that it surely must be possible to design 
an operation which requires very little rest in bed at all. 

. Mr. Shorter says that in muscle-splitting appendicec- 
tomy his exercises are ‘‘ speeded up,” and the patient 
gets up on the 10th day. After this operation a house- 
surgeon recently walked upstairs to her room unaided 
on the 3rd day, strolled about 2 miles on the 4th and 
3-4 miles on the 6th, while some years ago another drove 
her father’s car to London from Birmingham on the 6th 
day after operation, and my Aberdonian friends tell me 
that the late Sir Henry Gray was seen up Deeside on a 
motor-cycle 3 days after submitting to the same pro- 
cedure! In the surgery of cancer, of course, where 
patients are apt to be debilitated, longer rest is required, 
and in all cases possible vitamin-C deficiency must be 
kept in mind and if necessary dealt with. 

Referring to the movements of joints, Mr. Shorter 
says, I think wisely: “I firmly believe that early, 
gradually increasing active movements—stopping short 

of pain—can do no harm to the patient as a whole or to 
the operation area.” This view can be equally well 
applied to cases after abdominal operation. 


Birmingham Medical Institute. J. W. RIDDOCH. 


CRUDE PENICILLIN - | 


, SR, —The cases recently shown at the Royal Society 
of Medicine by Alston and Bailey and by myself must 
have convinced the most sceptical of the very valuable 
part that “ crude ”? penicillin can play in the treatment 
of surgical sepsis. The great obstacle to its general use 
lies in the difficulty in bringing the suitable case and the 
crude penicillin together at the same time and place. 
This especially applies to its use in the treatment of 
burns, a field where, if my experience is borne out by 
further trial, it is the best dressing yet evolved. I have 
now treated several: such cases with crude penicillin 
dressings. In all of these I have had perfect un- 
scarred healing of second and third degree burns within 
7—14 days, with no shock, no pain, no sepsis and only 
one preliminary cleaning and dressing. 
essential for such a result that the penicillin be applied 
within a few hours of the injury. This, of course, 
demands a fairly regular supply. In my opinion such a 
supply could quité easily be arranged. l 
I suggest the preparation in all hospital laboratories 
of a penicillin filtrate as now used by both Alston and 
Bailey and myself. The medium employed is a modified 
Czapek-Dox one containing sugar: ‘This contains no 
organic material other than the sugar and there is thus 
no risk of the instillation of foreign proteins into the 
_ body cavities. The actual formula now employed by 

_ my collaborator, L. D. Galloway, is as follows : 
Distilled water 1000 ml., saccharose 30 g., sodium nitrate 
4 g., magnesium sulphate 0:5 g., potassium dihydrogen 
phosphate 2 g., potassium chloride 0-5 g., ferrous sulphate 

l 0-01 g. Dissolve ingredients separately. 

Penicillium notatum grown in this medium in a flat 
medicine bottle (on its side) yields, after 7-10 days’ 
incubation, about 10 Oxford units per ml. This strength, 
although much below that used by most of the workers 


+ # 


It is, however, - 


with pure penicillin, appears to be adequate for all 
purposes for which it is suitable. We are now trying 
to. concentrate it by evaporation. 

The fluid medium is decanted from beneath the 
mycelial. felt and then filtered. When this is per- 
formed through a. porcelain filter all mycelium is re- 
moved, and it is hoped that, in the absence of further 
metabolite production, the penicillin will remain fairly 
stable. Unfortunately, in our hands, porcelain filtration 
has. resulted in a definite loss of bacteriostatic power. 
We are therefore testing filtration through sterile 
filter paper—in these extracts mycelium begins to 
eer beoe macroscopically in a few days—and through 

aolin. | : 
` The filtrate in a sterile flask is, of course, quite portable 
and will certainly keep its strength for at least a week. 
Introduction of fresh medium beneath the mycelial felt 
will continue the process with a minimum of trouble 
and waste of time. It is-not yet clear how long such a 
process can be continued without fresh inoculation. 
The whole process calls for very little in the way of 
equipment or manipulation—a cool incubator, some 
flat bottles, a filter, flasks and the materials for making 
up the medium and for testing the filtrates for sterility 
and strength. If this method of production could be 
widely developed the benefits of penicillin could soon be 
put within the reach of the general public and the pure 


` substance reserved for intravenous and intramuscular use. 


Wimbledon. A. J. HOBSON. 


THE WHITE PAPER REVIEWED 


Sir,—I have read with much interest the reviews of 
the white-paper by the twelve chosen writers, but I was 
disappointed to find that not.one of them was a recently 
qualified doctor, With the possible exception of An 
Officer in Italy (April .15) all were men already. well 
established in their work. 


I myself have only lately qualified and I think that | 


consideration should be given to what my contemporaries, 
and those who are to follow us, think of these proposals 
for the new Health Service. No doubt all of them will 
agree with Clinical Teacher (March 4), Provincial 
Practitioner (March 18) and Hospital House-Governor 
(April 8) who express, in various ways, the opinion that 
the proposals will bring benefit to the public. And most, 
surely, must agree with many of the views given by An 
Officer in Italy. For all those who criticise the white- 
paper for reasons born of fear of personal loss the answer 
is in the article by A Medical Officer of Health (March 
25): “if these proposals are to the ultimate benefit of 
46 million inhabitants of this country, they are more 
than justified.” Health is a national asset, and the 
institution of a ‘‘ comprehensive medical service free 
to all ” is but putting into practice the basic principle 
of medicine. ; 

True, there is room for improvement in some of the 
proposals of the white-paper, but it appears,to be so 
written as to allow for this. Those relating to the 
hospital system are perhaps the least adequate, since 
unification is needed, and needed badly—mnow. it is 
time that all hospitals were supported by means other 
than charity. This was brought home to me when I 
was a student, standing on the street cornet on Hospitals 
Day with box in hand, when many a passer-by informed 
me in no uncertain terms what he thought of this 
begging for coppers by young students and nurses so 
that the voluntary hospitals might continue their -work. 

To me at least it seems that the health centre, with its 
opportunity for coöperation and coérdination, must 
eventually become the means of medical practice ; the 
doctor need not live over his surgery any more than the 
bank-manager lives over his bank. Many reasons are 
given why payment of doctors by salary must fail, but 
medicine does not really depend on “a competitive 
stimulus with financial reward for the winner,” and 
An Officer in Italy states the alternative when, writing 
of the comprehensive medical service found in the Army, 
he says that “motive force is provided by loyalty to. a 
cause and by the realisation that the welfare of the 
patients suffices as the raison-d’étre for the whole 
scheme.” i 

I sincerely hope that when Peace returns it will not’ 
bring with it the old uneven distribution of doctors, and 
for so many people the lack of treatment ‘‘ inyolving 
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e application of special skill and experience of a degree 
- kind which general practitioners as a class cannot 
asonably be expected to possess.” Rather let it bring 
comprehensive medical service, free to all, which, with 


[wn-planning, better housing and sanitation, reform - 


. employment, and changes in the education system, 
ill make for “ positive health” in the people of 
meai, and much satisfaction for those participating 
x it. | 
West Hampstead. PHILIP HOPKINS. 


LUBELLA AND CONGENITAL MALFORMATIONS 


SIR,—Since we published the paper which you anno- 
ated on March 4 we have studied ten further cases. 
Jn combining our two series we find that, of 61 mothers 
vho contracted rubella in pregnancy, 41 gave birth to 
nfants with congenital abnormalities. 
ve cannot say what was the incidence of rubella among 
adults in South Australia in the years 1939—42, because 
the disease is not notifiable in the state, but there were 
big epidemics in 1939-40 and in 1942. Neither have 
we any figures on the incidence of congenital malforma- 
tions in the state. As far as possible we have tried to 
collect both positive and negative cases, but though the 
practitioners on whom we have depended for the record- 
ing of cases have been very enthusiastic there has no 
doubt been a tendency to report the more interesting 
‘ positive ’’ cases and neglect the ‘‘ negative” ones. 
Of our total of 41 positive cases, 24 were the first, 8 
the second, 7 the third and 2 the fourth children in 
their families. Five of the mothers who gave birth to 
congenitally malformed children have since had ap- 
parently normal ones. Only one of the mothers of a 
congenitally defective infant is recorded as having 
previously had a miscarriage, but our records on this 
point are not complete. 

One of us (C.S.) has noted lesions (glomerular sclerosis) 

-in the kidneys, and our colleague Dr. Mervyn Evens is 
investigating the dental condition of the children; a 
few have reached the age of 1-3 years without any 

teeth erupting. : 

Since the publication of our paper we have received 
letters from America telling.us of two further cases in 
which rubella has been associated with congenital 
malformations. 

CHARLES SWAN HELEN MAYO 
AL. TOSTEVIN G. H. BARHAM BLACK. 

Institute of Medical and Veterinary Science, Adelaide. 

*,* Dr. Hope Simpson, in his letter of April 8, has 
reported two cases of congenital cataract in which the 
mothers had rubella in the first three months of preg- 
nancy.— ED. L. 

; THEN ANÐ NOW ` 

Sm,—In his analysis of battle casualties Brigadier 
Wiles mentions as unexplained the lower incidence of 
fractures in the last war than in this. Shells detonated 
deeper in the earth of the wet Flanders fields and 
fragmentation of casings was less efficient. Stone 

‘fragments and lumps of foul infected clay were less likely 
to break bones, and the softer lead shrapnel ball, then 
much in vogue, produced more soft-tissue wounds than 
the smal] high velocity HE metal of this war. Head 
and upper body injuries were relatively commoner in our 
trench-protected troops. My impressions are that there 
was a much higher incidence of serious gas-gangrene 


in OCS. _ | 
= Denbigh, N. Wales. D. G. DUFF. 


THE QUESTIONARY 
Smr,—Your current issue urges those who have not 
yet completed and returned the questionary on the 


white-paper to do so at once. I am one of four medical 
officers here and not one of us has so far received this 


RV NAT, nor have I heard of any Service MO who 


. Iam beginning to wonder whether our views are 
desired at all. A SERVICE MEDICAL OFFICER. 


*.* Questionary, white-paper and BMA analysis have 
been despatched to every Service doctor. In the Navy 
their distribution was postponed for a time but is likely 
to be completed shortly. Medical officers of the Services 
may rest assured that their answers will not be invalid- 
ated by late arrival.— Eb. L. 


PUBLIC HEALTH 


Unfortunately | 
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Vital Statistics of 1943. 


THE Registrar-General’s return for the last quarter of 
1943 contains some provisional statistics for the whole 
year. The death-rate\ was slightly higher than in 1942, 
due no doubt to the influenza epidemic which began 
in November. Infant mortality at 49 per 1000 live- 
births was, however, the lowest recorded, and the propor- 
tion of stillbirths to total births was also lower than has. - 
ever been. The illegitimacy-rate was relatively high— 
16 per 1000 above the average for the preceding five years 
—but, as Stocks has shown (see Lancet, April 8, 1944, 
p. 476). this does not necessarily imply a corresponding 
increase in extramarital conceptions ; part, at least, of 
the rise is due to the lack of opportunity in war-time to 
legitimise by subsequent marriage the premaritally 
conceived infant. The marriage-rate, which rose sharply 
in the first two years of the war, returned to normal in 
1942, and last year fell considerably below, to the lowest. 
rate since 1926. For the first time the Registrar-General 
includes some reproduction rates which have -been | 
calculated for the eleven years 1933 to 1943. These 
are based, like the net reproduction rate, on the ob- 
served fertility of each year, but differ from the latter in 
using not the actual mortality of the year but rates which 
make allowance for a continuing improvement in survivor- 
ship conditions. These reproduction rates—which must 
be unity if the population is replacing itself—were in the 
neighbourhood of only 0-75 from 1933 to 1937, rose to 
0-81 in 1938 and 1939, fell back to 0-77. and 0:76 in 1940 
and 1941, but rose again to 0-85 and 0-90 in 1942 and 
1943. Even in 1943 the generation was not quite repro- 
ducing itself, and with the low marriage-rate of that year 
a much lower reproductive index is certain to'be the 
lot of 1944. 


Infectious Disease in England and Wales 
WEEK ENDED APRIL. 22 


Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, 0 ; scarlet fever, 
1607 ; whooping-cough; 2321; diphtheria, 622; para- 
typhoid, 2; typhoid, 1; measles (excluding rubella), 
2784; pneumonia (primary .or influenzal), 829; puer- 
peral. pyrexia, 150; cerebrospinal fever, 75; polio- 
myelitis, 5; polio-encephalitis, 1; encephalitis lethar- 
gica, 2; dysentery, 204; ophthalmia neonatorum, 69. 
No case of cholera, plague or typhus fever was. notified 
during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on April 19 was 1806. During the 
previous week the following cases were admitted : scarlet fever, 96 ; 
diphtheria, 31 ; measles, 75 ; whooping-cough, 77. 

Deaths.—In 126 great towns there were no deaths 


from enteric fever, scarlet fever or measles, 13 (1) from 


-whooping-cough, 15 (0) from diphtheria, 46 (15) from. 


diarrhoea and enteritis under two years, and 18 (2) from 
influenza. The figures in parentheses are those for 
London itself. ` ?. ; l 
Liverpool reported 3 deaths from whooping-cough. There were 7 
fatal cases of diarrhea at Birmingham. ,- 
The number of stillbirths notified during the week was 
239 (corresponding to a rate of 31 per thousand total 
births), including 26 in London. 


Cosr or LCC Hosprrrars.—This year the hospitals and 
medical services committee::will ask ‘the council to vote 
them just over £7 million, an increase of some £640,000 
on last year. The increment is mostly due to further cost- 


_ of-living addition to pay and the increased basic rate for . 


nurses: More beds are also in use and there has been a rise 
in average bed occupation. Income has risen by over 
£200,000, due to Exchequer grants toward the additional 
cost of nursing and the maintenance allowances to tuber- 
culous patients. The mental hospitals committee is asking 
for £4 million, an increase of £30,000 on last year. Here 
increased rates of pay and cost of living additions have been 
partly offset by a fall in the number of patients to be 
maintained, while income has risen by almost £30,000, mainly 
through contributions towards maintenance. 
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1 


JAMES ARGYLL CAMPBELL 
M D, D SC EDIN 


Dr. Argyll Campbell, who died at Inverness on April 
20, was the son of Dr. James Colin Campbell, of Bute, who 
had migrated to Queensland. He was educated at the 
Brisbane Grammar School before returning to his native 
Scotland, where he had a brilliant undergraduate career 
at Edinburgh University, qualifying in 1909 and staying 
to assist Sharpey Schafer for the next four years, when he 
published important work on the capillary circulation. 
From 1913 he held the chair of physiology at the Govern- 
ment school of medicine in Singapore, where he combined 
food control and cricket with his more academic duties 
until 1921, when he was invited by Sir Leonard Hill to 
join him in the department of applied physiology at the 
National Institute of Medical Research, Hampstead. 
“ I was fortunate,” writes L. H., “in securing Argyll 
Campbell as a colleague when he came back from 
Singapore. He was a fine research worker, well trained, 
sparing himself no trouble in securing accuracy, and 
having the insight and imagination required for opening 
up new lines of inquiry. In the last war he had done great 
service in Malaya by preventing the substitution of sweet 
potato and watery food for rice in the workers’ ration. 
As one of the British delegation, his wise action had 
contributed to the inclusion of the province of Trengganu 
in British Malaya—services for which he never received 
any public recognition. Handicapped by deafness, and 
thus made shy of speaking in scientific meetings, his great 
worth appears rather in his published researches. He 
was one of the most modest of men, with a charming 
personality, but the fact that one had to converse with 
him by writing prevented all but a few intimates from 
knowing the value of his character, the quickness of his 
mind, the depth of his learning, and his scientific ability.” 

While he collaborated with Hill in a book on Health 
and Environment (1925) and wrote a little popular 
treatise, Readable Physiology and Hygiene (1927 ),it was the 
gases oxygen and carbon dioxide that claimed his chief 
attention, whether in the laboratory study of tissue 
metabolism or in the fascinating problem of how to climb 
Mount Everest. With E. P. Poulton he brought out a 
handbook on Oxygen and Carbon Dioxide Therapy (1935), 
of value alike to the clinician, the climber and the high- 
flyer. With W. Cramer he studied (1928) the effects of 
varying oxygen pressures on cancer in rodents, and later 
became interested in the possible relation of tarred dust 
and exhaust gas to cancer of the lung in human beings. 
For long hardly a year passed without some stimulating 
contribution to our original columns. Only lately had 
the desire for peaceful retirement come upon him, but 
he did not live to enjoy fully his new home near Inverness. 

Dr. Campbell married in 1914, Anne Beatrice, daughter 
of T. S. Cowell, of Brisbane. 
and a son. 


WILBERT GOODCHILD 
MB EDIN 


Dr. Goodchild, who had been in charge of the Blen- 
cathra Sanatorium at Threlkeld, Cumberland, -since it 
was opened in 1903, died on April 14 at the age of 67. 
His father, as one of the staff of HM Geological Survey, 
had been responsible for the mapping and interpretation 
of the Pennine range from Yorkshire to Cumberland, 
and Wilbert was educated at the Heriot-Watt College 
and Edinburgh University with the intention of joining 
the Survey, but later transferred to medicine. Born at 
Milburn, at the foot of Crossfell, he was a true dalesman 
who knew every fell and mountain there and in the Lake 
District. He was a highly qualified. geologist, witness 
his book on gems and crystals, a first-class ornithologist 
and field-botanist, and a sound archeologist, especially 
in relation to Cumbrian antiquities and folk-lore. This 
wealth of knowledge he was ever ready to share. Apart 
from the general oversight and development of the 
sanatorium his practical knowledge of electricity and 
mechanics was in constant demand in the institution 
which, on his initiative, established its own water-turbine 
generating plant. Behind all these activities lay a deep 
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They had three daughters | 
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interest in social problems, of which none are rm. 
poignant than those which follow a tuberculous infect: 
in the home of a breadwinner. As a young man he k: 
lived for some time at Toynbee Hall. His death ts 


. taken a kindly counsellor, ever ready to do a service 


his fellows. He is survived by his widow. 
JOHN THEODORE ROBINSON 
MA CAMB, MBROS; CAPTAIN RAMC 


Captain Robinson, who is reported to have been kile: 
in action in Burma during February in his 30th yea: 


was educated at Bedford School, where his father M: 
Eric Robinson is still a master. and at King’s Collez-. 
Cambridge. He graduated MA in 1941 and the sam- 


year took the conjoint qualifica- 
tion from Bart’s. At Cambridge 
he got his half-blue for fives and 
his Crusaders Cap, and at Bart’s 
he played cricket and fives for 
the hospital. He held house- 
appointments at Tindal House, 
Aylesbury, and at Friern Barnet 
Emergency Hospital, and of his 
time there C. F. writes : ‘‘ John 
Robinson was as much a friend 
as a doctor to his patients. He 
had the sort of nature that gives 
a simple welcome to-any man— 
patient, fellow houseman or 
chief. A ward round with him 
was refreshing, for he could 


conjure a smile from the dourest chronic and had. alwar: 
some personal knowledge to share with the most taeitur | 
patient. No doubt it was this natural gift of under 


standing which led him towards psychiatry. He hai 
lately become a graded psychiatrist in the Army, ani 
meant to take up this branch of medicine after the war. ' 
During his house-appointment he had several bouts of | 
illness, but he bore his hard luck without grumbling. | 
and when his time came to join up with his contem- | 


poraries, although he had to leave a wife and young 
family, he accepted his duty without complaint. His 
friends will have happy memories of him on golf course. 
tennis court or in his garden in summer, a centre of 


good cheer on any social occasion, always gay and 
always courteous. His life was far too short, bat it 
was better lived than most.” 

Robinson married in 1938 Cecilia Hopkinson, youngest 
daughter of the late Bertram Hopkinson of Cambridge, 
and he leaves her with two children. 


MEDICAL SOCIETY or Lonpon.—On Monday, May 8, at 5 px 
the annual general meeting will be held at 11, Chandos Street’ 
W.1. At 5.15 pm Mr. V. Zachary Cope will deliver the 
annual oration. His subject is to be clinical view of 
shock. 


PSYCHIATRIC CaSUALTIES.—The scheme for the aftercare 
of psychiatric casualties (see Lancet, Jan. 29, p. 169) has 
been widened in scope as a result of consultations between 
the Minister of Health (circular 24/44), the Minister of 
Labour and National Service, and the Minister of Pensions 
as to how these convalescents may best be placed in suit- 
able employment. The Ministry of Labour consider that 
the advice of a skilled psychiatrist would be helpful to 
officers at employment exchanges and arrangements to pro- 
vide this assistance have now been made. . When an em- 
ployment exchange receives a written report from a doctor 
that an ex-Service case is one of psychoneurosis or psychosis 
a. request for advice will be sent to the regional commissioner 
of medical services of the Ministry of Pensions. After con- 
sulting the ministry records the commissioner will refer the 
case to a ministry psychiatrist or ask the regional EMS 
hospital officer to arrange for the worker to be examined 
at a neurosis centre or hospital near his home. The scheme 
will also apply to civilian cases and for these workers the 
exchange after receiving a written report from a doctor will 
apply for advice directly to a hospital or clinic selected from a 
list supplied by the Ministry. If the examining medical 
officer thinks treatment is required he will get in touch with 
the patient’s own doctor or, if the patient does not have one, 
with the regional hospital officer. . His report will be treated 
as confidential and will not be communicated to the worker. 
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Notes and News 


, BOREDOM AND FATIGUE : 
“HE Industrial Health Research Board of the MRC has 
ied another of its pamphlets designed to put scientific 
lings at the service of employers and workers. This one 
sence from Work. HMSO. 3d.) is based on analyses of 
ords and inquiries made at nearly 60 factories—some small, 
2e employing as many as 25,000 people. The findings are 
, mew : indeed, to doctors they are becoming depressingly 
ailiar, and we are apt to denounce the general failure to 


sly the lesson, forgetting that most investigations of the . 


a are published in scientific journals, not readily accessible 
the hurried business man in the office or the housewife 
ng full-time jobs in both factory and home. 
Ihe facts are here set out simply in 20 pages of clear type. 
sence varies in different factories. Some very large and 
ent factories located a long way from the homes of the 
rkers, employing many women unused to factory work, 
ve an absence-rate almost twice as high as that in smaller 
ier works close to the workers’ homes. More people are 
sent for odd days in the large factories, and whereas work 
st by men varies between 5 and 10%, among women it 
ten ranges to 20%; and married women, most of whom 


ve homes and perhaps children to look after, may lose. 


bimes as much time as single women. That overlong hours 
use a fall in production is pressed home; a 60-hour week 
r men and 55-hour week for women should not be exceeded. 
>r married women part-time work may be more suitable 
an full-time, and it should.be an accepted principle that 
hen husbands, sons or sweetheart: are on leave women are 
lowed to stay away from work. Bad working conditions 
.\courage absences, and so does disvontent about methods of 
ckoning wages which seem either unfair or mysterious 
The chief emphasis in the pamphlet is on the relation be- 
veen boredom and fatigue. ‘‘ Boredom usually makes a 
srson feel tired, and from feeling tired it is a short step to 
eling ill, and from feeling ill it is another short step to being 
1.°?. It is important to keep people interested in what they 
re doing: wherever possible the job should suit the person, 
ven though transfers mean a temporary drop in production. 
ome boredom is inevitable with dull repetitive jobs, but 
scognised breaks and music relayed: at intervals make a 
ifference.” The best tonic is to remind the. worker of the 
nished product which he is helping to make. He—and she— 
vill work the better for being shown a completed aircraft, say, 
nd for seeing films which show it in action. Visits from the 
nen who will use it are much appreciated. Occasional 
ompetitions in output, work graphs displayed on the walls, 
ectures about the progress of the war, and discussions about 
vorking problems help to maintain enthusiasm. Works 
ouncils and joint production committees are valuable in 
3tablishing a good understanding, and unity of interests. 
Side-effects of boredom are an increase in the accident-rate, 

und the change induced in the bored person, who may become 
»ither apathetic and lost in day-dreams, or discontented, 
‘ault-finding and annoyed by the lack of opportunities. 
Fatigue is equally disruptive: even the skilled worker when 
sired loses his precision, and is satisfied with a lower standard 
n his work. Good food in the canteen, good rest and recrea- 
tion rooms, and a happy spirit in the place can help to counter- 
act the inevitable burden of fatigue which a long war lays 
upon workers in industry. Striking little. pictures signed 
“ ef” adorn this plain and ably told tale. 


‘ VENEREAL DISEASE 

A 20-page booklet has just been published by the Ministry 
of Health and Department of Health for Scotland for the use 
of general practitioners who provide facilities for the diagnosis 
and treatment of venereal disease in areas where clinics are 
not readily accessible. The scheme under which this is done 
is operated by the local authority under Ministry of Health 
Circular 2226 and Department of Health for Scotland Circular 
50/1941. The booklet deals with the collection of material 
for laboratory tests, the treatment of syphilis, gonorrhea, 
yvulvo-vaginitis and chancroid, and the assessment of cure. 
Other valuable features include notes on the sterilisation and 
care of solutions and instruments, a list of necéssary equip- 
ment, and guidance on the interpretation of the reports on 
serum tests. The author, Colonel L. W. Harrison, has written 
a clear and concise handbook which should greatly assist the 
ractitioner in dealing with the majority of cases of gonorrhoea 
and early syphilis. For complicated cases the services of the 

nearest specialist are available. 


directors. 


EIGHTY YEARS OF. LIVINGSTONES 


WHEN the days of a man’s years are fourscore, their strength 
may be fading away in labour and sorrow; but at this age 
the. successful publishing house is just getting its second wind. 
R. L. S., whose first essay at a students’ magazine was launched, 
by Edward and Stuart Livingstone, recalled in his Memoriesand 
Portraits the “ pair of little active brothers ” whose bookshop 
in Teviot Place displayed the best-sellers that their acumen 
had brought to light.. At the turn of the century their mantle 
fell. on a relative, Dr. Alexander Walker, humanist and 
traveller, and a former MOH of Putney, whose son carried on 
the family tradition until his death last August. The 
has now become a private limited liability company, with Mr. 
Alfred Scott and Mr. Charles Macmillan as joint managing 


University of Cambridge 


-On April 28, the following degrees were conferred: 


MD.—*A. J. Daly, *S. T. Anning, *T. M. Banham, *Kenneth 
Robson, F. T. Garmet Prunty, Norman Whittaker and H. D. B. 
elly. - 


MB, B Chir.—*A. J. Briggs, *J. H. M. Tilley, *A. N. Exton- 
e Smith, * W. R. Probert, *Maurice Elis and P. L. Blaxter. 


. | * By proxy. 
University of London 


The following have been recognised as teachers of the 
university in respect of the posts indicated: Dr. C. H. 
Andrewes, FRS, teacher of bacteriology at the National 
Institute for Medical Research, and Dr. Alfred Meyer, teacher 
of pathology of the nervous system at the Maudsley Hospital. 

The Rogers prize (£100) will be offered by the senate in 1945 
for an essay on the pathology and treatment of burns. It is 


open to all registered medical practitioners. Applications to ` 


the academic registrar of the university; Richmond College, 
Richmond, Surrey, not later than April 30, 1945. g 


Royal College of Surgeons of England 


, 


_ The following Arris and Gale lectures are to be given at the | 


college, Lincoln’s Inn Fields, London, W.C.2, next week: at 
4 PM: Dr. N. M. Goodman, supply of subjects for dissection 
(May 8), Mr. Herbert Haxton, function of the patella (May 
10) and the anatomy of progression (May 12). , S 


Royal Society of Medicine | 


On Tuesday, May 9, at 5 pm, the section of psychiatry is to 
hold a discussion on morale.: The opening speakers will be 
Surgeon Lieutenant Gerald Garmany, Lieut.-Colonel G. R. | 
Hargreaves, Wing-Commander J. H. Hunt and Dr. A. B. 
Stokes. | 


Royal Institute of Public Health and Hygiene 


Prof. Alexander Fleming, FRS, has been appointed Harben 
lecturer for 1944. His lectures, which will be given at the end 
of the year, will deal with penicillin—its discovery, develop- 
ment and uses in medicine and surgery. 


Association of Industrial Medical Officers | 


-The summer meeting will be held in Birmingham under the 
chairmanship of Dr. J. C. Bridge. On Friday, May 19. there 
will be a business meeting at the Queen’s Hotel, New Street 
Station, at 4.30 pm. At 9.45 am on Saturday, May 20, at the . 
Tatler News Theatre, Station Street, Mr. E. A. Nicoll will 
show the new British Council film Accident Service. At the 
Birmingham Accident Hospital, Bath Row, at 11 am, Prof. 
Seymour Barling, Mr. William Gissane, Dr. N. T. Glynn and 
Mr. G. M. Farrer will open a discussion on rehabilitation and 
industry. In the afternoon a tour of the new departments of 
the hospital has been arranged, and at 3.15 pm demonstrations 
and clinical cases. Further information from Dr. W. Jeaffre- 
son Lloyd, c/o Guest, Keen and Nettlefolds Ltd., Heath Street, 
Birmingham, 18. __. g, 


SUPPLIES OF PENICILLIN. —According to the Pharmaceutical 
Journal: (April 15, p. 158), the production of penicillin in 
America is being rapidly speeded up ; the output for December, 
1943, was 40% of the year’s total, and nine-tenths of the pro- 
posed plant has now been constructed. Some indication of 
the improved production position is given by the fall in the 
cost of 100,000 units from $20 in early 1943 to $4-75 in 
January, 1944. Various methods of distributing the drug to 
civilians are being considered, to come into force when there 
is a surplus of 10,000 million units or more over military 
requirements. 


a 
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Royal College of Physicians of London 


At a meeting of the college held on April 27, with Lord 
Moran, the president, in the chair, the following were elected 


' to the fellowshipship : 
‘ Norman Kiletts, MBMANC. (Manchester); W. Winnicott 
(London); S. E. Tanner, MD LOND. i T. C. St. C. 


‘Morton, MD EDIN. (RAF); William oars MB ABERD. (London) ; : 
A. W. Gill, MD EDIN. (Newcastle, Staffs); C. N. Armstrong, MD DURA. 
(Newcastle-on-Tyne); P. H. O’Donovan, MD LOND. (Nottingham) ; 
S. Wesson, MD ome. FRCS (London): R. W. Brookfield, 
MD LPOOL (Liverpool) ; H. A. Clegg, MB CAMB. (London); W. E, 
ae LOND. (Swansea); P. E. T. Hancock, MB_CAMB. (London) ; 
B. Taylor, MD BIRM. (Birmingham); T. F. Hewer, MD BRIST. 
(Baistol) + J. J. Wood, MD MELB., FRACP (Australia); G. B. Mitchell- 
Heggs, MD LOND. (London): R. E. Tunbridge, MD LEEDS (Leeds); 


W. I. Card, MD LOND. (London): C. H. Stuart-Harris, MD LOND. 
(London): F.G. Lescher, MD CAMB.(Derby); C.T. Potter, Mp McGill 
(London) ; Sir Rupert Briercliffe, MD MANC. (Barbados); C. G. 


Barnes, MD LOND. (London); J. R. Rees, MD CAMB. (London); 
A. R. Gilchrist, MD EDIN. (Edinburgh); G. L. Taylor, MD MANC. 
(Cambridge); Alexander Fleming, FRS, FRCS (London); D. K. 
Henderson, MD EDIN. (Edinburgh); Lieut. -General Sir Alexander 
Hood, MD EDIN.; and Colonel W. S. Middleton, MD PENN., FACP 
(America). 


The following having satisfied the censors’ board. were 
admitted to the membership : 


Isaac Ansell, MB LPOOL, Sheila T. E. Callender, MD ST. AND., 
Joyee A. Keeping, MD LOND.) K. H. Lim, MB CAMB., Flight-Licu- 


tenant D. S. Munroe, MD MANITOBA, RCAF, Y. H. Ng, MB CAMB.,Captain | 


C. G. Phillips, BMOXFD, RAMC, Flying- Ofticer O. L. S. Scott, 
MB CAMB., RAF, Captain P. J. Sweeney, MB NUI, RAMC, G. T. G. 
Thomas, MB CAMB., and Colonel J. R. D. Webb, LRCP, IMS. 


Licences to practise were conferred upon the following 146 
candidates (125 men and 21 women) who have passed the 
fina] examination of the conjoint board : 


C. C. A. Adeniyi-Jones, T. B. Anderson, W. A. Ashford Hodges, 
C. G. Attenborough, Austin, J. P. Barham, J. A. Barlas, 
D. V. Bates, R. L. Batten, M. A. Bazett, Maximilian Bendit, Jean G. 
` Brabner, D. L. Broadhead, Jean A. Broughton-Alcock, Austin 
Brown, G. L. Bunton, Eric Burman, Ronald Cannon, I. M. Car- 
michael, Frances N. Carr, A. P. Chaudhuri, Peggy J. Clark, D. M. 
Clement, oer Coffey, W. R. Cole, M. D. Collins, Alexander 
Comfort, A. Condon, G. N. Cooke, W. E. Craddock. J. A. Daff, 
J. E. ee ag Cc. C. al Cae C. E. Dent, A. B. Dickie, Mary, P? 
Douglass, J. A. Dudgeon, N. A. Duncan, W. 
Edwards, G. K. Emsley, H. L. English, A. M. Evans, E. A. Fairburn, 
Mary Farquharson, T. R. Farrimond, R. L. M. Ferrari, C. G. Fox, 
Solle Freedman, John Fry, J. H. Gibson, H. M. Giles, M. T. Gillies, 
M. L. Greme, Benjamin Green, B. V. I. Greenish, Cecilie Greig, 
S. C. Harper, H. L. Harris, W. R. Harrison, C. J. V. Helliwell, 
J. M. Hill, C. B. Holmes, Hugh Howell-Jones, Rachel C. A. Hunter, 
L. G. Jackson, D. M. M. Jones, J. G. P. Jones, V. H. Jones, Herzl 
Keates, J. y AoD A. C. de C. Kerr, Eileen 


Nash, Mi. M. 
R. Oyler, D. B. L. 
. Philip-Smith, T. L. C. Pratt, 


Rees, R. E. Rees, T. H. Richards, G. F. Roberts, James Roche, R .C. 
Roxburgh, Douglas Ryan, Ir R. T. Bae W. S. Sellars, E. S. 
A. Sills, P. H. Smith, W. H. R. Smith, 

H. P. Speed, S.J. Steel, T. R. Steen, J. W. Stewart, Catherine Storr, 
L. W. Suleiman, J. L. Taylor, G. H. Tee, Barbara K. Thompson, 
D. A. Tilsley, I. P. Todd, W. G. Toole, F. I. Tovey, P. M. Tow, 
D, R. D. Vanstone, M. H. D. Veale, J. L. Mea Jean M. Watson, 
L. Whitehead, J. D. A. Whitelaw, Marjorie J. Wiliams, J. L. 
Winkler, M. P., Winstanley, A . B. Wood, G. J. E. “Wood and G. 5- 


Diplomas in ophthalmic medicine and surgery and in 
medical radiology were granted to the candidates named in 
the report of the meeting of the Royal College of Surgeons 
in our issue of March 18 (p. 392) and diplomas in child health 
to those named in our issue of April 22 (p. 554). 

Dr. G. E. S. Ward was appointed external examiner in 
medicine for the fellowship examination of the Faculty of 
Radiologists, and Mr. L. A. Clark, Dr. H. A. Dunlop, Prof. 
R. V. Christie and Sir Robert Stanton-Woods examiners for 
the diploma in physical medicine. 


Nutrition Society | 

A second conference on budgetary and dietary surveys will 
be held on Saturday, May 20, beginning at 10.50 am, at the 
London School of Hygiene, Keppel Street, W.C.1. Miss E. M. 
Widdowson, PH D, and Dr. R. A. McCance will speak on 
dietary surveys by the individual method; Dr. Gertrude 
Wagner on surveys of methods used in preparing and cooking 
food; and Mr. G. N. Jenkins, Mr. L. W. Mapson and Miss M. 
Olliver on laboratory assessment of nutritive value of meals 


as eaten; Miss E. M. Langley will discuss analyses of school- 


diets ; Mr. Magnus Pyke, D sc, analyses of meals at industrial 
canteens ; and Dr. A. Lyall analyses of hospital diets. 
Prof. V. H. Mottram, Mrs. Barbara Callow, Dr. C. P. Stewart 
and Miss M. C. Broatch will also speak 

The committee on nutrition surveys, set up by the English 


BIRTHS, MARRIAGES AND DEATHS 


J. D. Eberlie, D. A. W.. 


; group of the society a year ago, has drawn up a list Of invez: 


gations, recent or in progress, into: consumption of fosi, 
nutritional state, effect of supplements on health and efficiencs. 
A list will be sent to anyone working on the~subjects, o 


application to Prof. J. R. Marrack, Bureau of Ntutritic- 
Surveys, London Hospital, E.1. 
National University of Ireland 

The degree of MD has been conferred on Dr. Alice B. Carlet= 


and on Dr. Francis J. Lavery. ` 

Dr. J. F. Cunningham has’ been appointed to the chair¢ 
midwifery and gynecology at University College, Dublin, az: 
Dr. Michael O'Donnell to the chair of medicine at Universi; 
College, Galway. 


Medical Casualties 


The following RAMC officers have been peated as wounde:: 
Captain J. R. Dow, rcs, Captain P. A. J. Smith, MRCS, ant 
Captain H. H. Watts, MB LPOOL. 


(Births, Marriages and Deaths 


BIRTHS 


BENSON.—On April 24. at Bath. the 


wife of Surgeon Liert. 
Commander G. E. M. Benson, RNY ia - 


a daughter. 


CooKkson.—On April 26, the wife of Dr. J. S. Cookson, of Longhip, 
Gloucestershire—a | son 

CRAIG.—On April 29, at Oxford, the wife of Mr. A. J. ¢ ‘raig, FEG- 
a daughter. 

JacoBy.—On April 25, at Tunbridge Wells, the wife of Dr N.X 
' Jacoby—a son. 

LaNcE.—On April 24, at Southborough, Kent, the wife of Msj: 
N. D. Lance, RAMC—a son. 

LUMSDEN.—On April 25, the wife of Mr. Kenneth Lumsden, F&S 
of Saffron Walden—a son. 

MAQONIE.—On April 29. at Windsor, the wife of Mr. A. O. Macoze, 


FRCS—a® son. 

PETRIE.—On April 22, the wife of Captain Ernest Petrie, RANG if 
Edgware-—a son. 

SPICER.—On April 21, at Tunbridge Wells, the wife of Lie ut.-Colotd 
W. R.C. Spicer, RAMC—A son. 

STENHOUSE. T April 27, at Morpeth, Northumberland, the wi | i 


of Dr. G. B. Stenhouse—a daughter. 
SyMONDSON.—On April 19, at Inverness, to Dr. Alicia Symonds: 
(née Lewis), .wife of Captain J. E. Symondson, Raye. 


daughter. 


TOWNEND.—On April 20, at Southbourne, the wife of Dr. R. D. X. 
Townend—8# son. 
TOWNSFND.—On April 20, at Chippenham, to Dr.. Rosemari 


Townsend (née Clarke). wife of Mr. Robert Townsend—a sen. 


VaAISEY.—On April 26, at Lichfield, Staffs, the wife of Dr, A. W. 
Vaisey—a son 
VEALL.—On April 27, at Harrow, the wife of Captain C. R. Veal, 
RAMC—2 son. 
MARRIAGES 
JEPSON—BLACKLOCK.—On April 15, in London, L. Frank Jepse3, 


MRCs, to Joan A. H. Blacklock, QARNNS (R). 
YARROW—LEE.—On April 15, at Hever, Dudley Y: arrow, MB, to 
Marjorie Lee: 


DEATHS 
BENDIx.—In London, Frederick Ernest Bendix, MRCs. LDS, deputy 
MOH for East Ham, aged 55 
LUMB. i ‘her Lumb., MRS, 
medical officer, Ministry of Pensions, and formerly of Binfield 


and Aldershot. 
TURNER.—On April 30, in London, William Turner, MS LOND, FRG, 


consulting surgeon to the Westminster Hospital, aged 74. 
Appointments 

EUSTACE, ANTHONY, MB: asst. MOH for child welfare and RMO at 
the Municipal Maternity Hospital, Burnley. 

HILLIARD, T. L., MRCS: an acting medical registrar at the West- 
minster Hospital, London. E 

KERR, P. R. N., MB LOND. : RSO at the Royal Masonic Hospital, 
London. 

LOBBAN, GEORGE, MB LEEDS, DPH: MOH for Lewes, Seaford and 
Qheiloy; school MO for 'Chailey and asst. school MO for East 

ussex 


MCCRACKEN,* IT. E., MD EDIN., B HY DURH., DPH : 
castle-on-Tyne. 


MOH for New- 


Scotr, ALEXANDER, MD: examining factory surceon for Westray, 
rkney. 
SKELTON, H. N., MRCS! examining factory surgeon for Chapeltown, 
Yorks. 
SUGDEN, H. F., MB, B SC WALES: RSO at the Albert Dock Seamen's 


Hospital, Greenwich. 
* Subject to confirmation. 


Set a r a -_ SS = 


The ei that — made of raw materials in short supply owing 
“to warconditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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REFLECTIONS UPON 
REFORM IN MEDICAL EDUCATION * 


SIR THOMAS LEWIS, CBE, MD LOND, FRCP; FRS 


Department of Clinical Research, University College Hospital 
; Medical School = | 


I. PRESENT STATE AND NEEDS 
IN considering the immediate future of medicine—a 
erm here used in its general sense—and in trying to see 
isefu] educational reforms—thought may not dwell long 
on the past achievements, dazzling as these have been, 


but must concentrate upon the present state of medicine, ' 


upon apparent weaknesses, and upon measures calcu- 
lated to remedy these. | 


THE STATE OF MEDICINE 


A practising doctor deals with an ever-increasing 
number of recognisably diverse conditions of ill health. 
Of the forms of disease he meets, a few he will under- 
stand more or less completely, some he will understand 
just adequately; but most he will remain far from 
understanding. The idea that many diseases are fully 
understood is an. illusion. This may readily be appre- 
hended if on going into a general hospital ward we ask 
ourselves the simple question, as we pass from one bed 
to another, why is this person suffering thus while we 
are not? Only rarely can that simple question be 


answered. Neither can we usually explain with finality - 


how the symptom of which this or that patient complains 
is brought about. Many of us are aware not infrequently 
in our own persons that a symptom comes, and that 
almost though not quite so frequently it goes again ; 
usually its coming and its going are unexplained. _ 

It is expedient, by such illustration, to display. un- 
mistakably our ignorance of ‘disease and its manifesta- 
tions. By so doing we become more competent to 
appreciate the conditions under which a student of 
medicine or a practising doctor now does his work ; 
in fact he deals daily with phenomena, real or imagined, 
for which in very large part he has no adequate explana- 
tion. We clearly understand a phenomenon here and 
there; those wé think we understand become our 
pride and bulk largely in our consciousness; those we ` 
do not understand are conveniently ignored, or, more 
often, we give them names and deceive ourselves that 
we then understand them. Beyond any doubt, our 

recognition of states of disease relies in very large degree 
upon ill-defined and often vague descriptions. Although 
in the absolute sense the amount of knowledge possessed 
is impressive, relative to what is desirable, and to what 
ou at no very distant day be won, it is.still very 
small. | 

We live in a period when ideas, nomenclature, and 
methods in medicine are changing perhaps more rapidly 
than ever before. It is also an age in which the stream 
of publication:of new books:and periodicals (many of 
them indifferently or badly written or edited) has risen 
to flood level, and in which public clamour and especially 
trade advertisement have surpassed their previous 
volumes ; these importunities press ever closer around 
the minds of workers in medicine ; modern medicine is 
conspicuous for a bewildering profusion and confusion 
of facts and ideas. . : ; 

. Clearly to recognise the limitations of present-day 
knowledge and fully to realise the contrast between 
medical writings and the closely reasoned argument 
and precise recording now found in the ancillary sciences, 
are matters of prime consequence in an approach to the 
problem of reform in medical education. First because 
reform, to be useful, must render the student of medicine 

- discriminating in a world where a disquieting proportion 
of what is offered him in conversation and in the 
generality of journals and of books is inaccurate, slovenly, 
or redundant. And second, because reform is capable of 


ny raising standards of thought and of truthful 
record. 


* These reflections, now slightly abridged, originally formed a 
memorandum of personal evidence drafted 18 months ago. I 
am publishing them because I have been asked to do so and 
because the matters discussed do not seem to me to have been 
sufficiently ventilated in the medical press, although the time 

ı  Whenrelevant decisions must be taken rapidly approaches.—T. L. 
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: We may proceed to examine the changes in medical 
training necessary to achieve reform. under the two 
headings vocational and theoretical. — i 


VOCATIONAL TRAINING 


It is universally recognised that sound education in ~ 
medicine must include a training in accurate observation, 


` cultivation of technical skill’in eliciting manifestations 7 


of disease and in its treatment, a general understanding ` 
of the structure and functions of the normal body, a 
sound factual knowledge of disease and its processes. 
It is in these directions that the weight of medical 
education is at present thrown. Valuable as these 
disciplines prove, they are nevertheless far from ful- 
filling fundamental principles of education, or of fitting 
the medical student for his life work. Because far less, 
in fact little, attention has been given to theoretical 
training in the past, the need for it will be spoken of and 
illustrated at greater length. 


THEORETICAL TRAINING i 


It is fundamental in medical, as in all other forms 
‘of education, that the student should acquire , sound 
habits of learning. He should become acquainted with 
the history of discovery, coming to understand how 
knowledge has been and. is being won; he should be 
taught to recognise sound sources of information, past 
and present ; he should be taught to study steadily and 
intelligently ; that he may come to possess that great 
acquisition of the student—namely, a fondness, or more 
exceptionally a passion, for understanding, and throuzh 
this achieve conscious independence of thought and 
judgment. | at . 
Understanding derives from an. intelligent and dis- 
criminating study of past and present experiences ; 
once attained it unbolts the doors to an understanding 
of further experiences. Discrimination of true from 
false relies upon á practised faculty of criticism, and 
upon a firm grasp of the rules of evidence. Under- 
standing is the basis of progress and the vital flame in 
education ; discrimination is the only sure defence 
against false doctrine and unsound practice. | 
When studying the ancillary sciences, and particularly 
physiology, a serious attempt to imbue such culture has 
long been made; but it is vitally important to the 
development of the student’s mind that such culture. 
should not cease, but that it should be continued and that. 
it should be illustrated especially within the field in 
which he is to work for the rest of his life. 
It may be permissible further to stress the chief gap 
in medical education of today—namely, academic culture, 
by illustration. -o i 8 


Diagnosis.—It is of high importance that students of. 
medicine should learn more clearly than they do to 
distinguish between factual knowledge and conceptions. 
Diagnosis is a system of more or less accurate guessing, 
in which the end-point achieved is a name. These 
names applied to disease come to assume the importance 
of specific entities, whereas they are for the most part 
no more than insecure and therefore temporary con- 
ceptions. That this is so is manifest from the fact that 
our nomenclature of disease is a frequent source of 
disagreement and is constantly undergoing change. — 
Major discoveries nearly always, and minor discoveries 
often, lead. to immediate change of terms or of the 
meaning of terms. It is patent that nomenclature is 
insecure, definition still almost absent, and that diseases 
as we now isolate and name them, are in large part not 
disorders sui generis. Students of medicine should be 
brought to realise that these things are so. This 
example suffices to illustrate the high importance of an 


understanding of phenomena, an analysis of' disturbed. 


functions, as opposed to a purely nosographical approach. 
For, just in the measure that the conceptions implied in 
nomenclature are misinterpreted as factual, subsequent 
reorientation of ideas is impeded. 7 ; 
The fruits of studying individual manifestations of 
disease have far greater permanence than have the 
descriptions of associated symptoms under separate 
names. ‘‘ Diseases’’ associate themselves with- the. 
era, with the climate or race, with special contacts with 
fellow men, with racial experience, or perhap3 with par- 


U 
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ticular industrial poisons. But the manifestations of dis- 
- ease are perpetual ; their constancy is due to their being 
“inevitable reactions of the body. Thus a student who 
acquires minute knowledge of a given -‘‘ disease ’’ will 
find this knowledge of relatively little service when 
. this disease is no longer encountered or changes its 
form; but the student who fully understands a. re- 
action of the body has knowledge which will always 
” remain ‘in frequent application. The first student can 
deal with familiar types; the second is armed against 
the unfamiliar and the new. And here it is to be 
reiterated that the student goes forth from his school 
to practise in a world of constantly changing ideas and 
nomenclature, and to meet in patients many phenomena 
new to him. He must be so trained that his mind readily 
accommodates itself to change, and to the unfamiliar. 
Dogmatical teaching moulds his mind to fit one groove, 
in which it will travel smoothly so long as, the groove 
retains its shape; such teaching not only stereotypes, 
imposing a sense of completeness and finality, where 
knowledge is far from full or universally trustworthy, 
but leads to acceptation of views purely upon authorita- 
tive lines. . ny 

What has been said applies to recognition and under- 
standing of conditions of disease, and it is here contended 
that, important as diagnosis undoubtedly is, and im- 
portant as it is that students should obtain a wide 
experience in diagnosis, yet present-day medical educa- 
tion lays a too unbalanced emphasis upon diagnosis 
as an end-point. The result is the too high appraisal 
of memory. A measure of rivalry in diagnosis among 
men training for practice has much to recommend it, 
but under the present régime it becomes predominant 
and tends to exclude the more intellectual activities 
possible in hospital life. This therefore is a plea for 
the greater encouragement of the analytical, in con- 
trast to the descriptive, method of approach, and for a 
wider use of ‘inductive and deductive processes of 
thought. a 

Treatment.—This century has seen considerable changes 
in the use of remedial measures. Many very potent 
methods of treating or guarding against disease havé 
been introduced, progress continues to be relatively 
rapid. Nevertheless there is no branch of medicine 
in which prejudice so readily takes command, supported 
by the voices of authority and of the drug vendor. A 
result strongly desired by both patient and doctor comes 
very naturally to be acclaimed prematurely. When a 
remedy quickly and often produces a conspicuously 
beneficial effect, safeguards are less needed ; but where 
the effects of treatment are less obvious, judgment of 
the result is very apt to be fallacious. It should be 

~ possible to show the results of treatment by summoning 
groups of patients treated in the past, or to present 
records of such. A follow-up department could be 
made to contribute much to this end. A 

It is of high importance that every medical student 
should take part in chosen examples of carefully con- 
trolled treatment, where two régimes, or two remedies, 
are pitted against each other and the result meticulously 
recorded and judged without prejudice. Exceedingly 
few students, however, have witnessed such observations ; 
very few are even on record. 

Every student should be convinced, through both 
precept and example, of the fallacy of the post ergo 
propter type of argument. It is quite unreasonable 
that students should leave their period’ of training, 
ready to believe—as most of them come to believe—that 
any improvement witnessed in a patient under their 
care is necessarily the result of remedies given. Such 
men become too easily the dupes of those who trade 
in proprietary remedies, or of their own too quickly 
gathering confidence. If, after a remedy is prescribed, 
one patient improves and another becomes worse, there 
is on this evidence no more reason to ascribe the first 
than the second change to the remedy ; but exceedingly 
few qualified men know this. The manner in, which the 
practising profession are lightheartedly and constantly 
passing from this—first vaunted and then discarded— 
remedy to that, should not be regarded any longer with 
equanimity. 

Nothing but reformed education on academic lines 
will correct the fantastic beliefs in many forms of 
present-day therapy. 
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‘they are in fact complementary. 
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THE TWO APPROACHES IN TEACHING 


Vocational and theoretical teaching are activities 
which, though both concerned with disease in patients, 
have distinct points of view, different methods of 
approach, and different immediate goals. It should be 
recognised that they are equally important, both being 
essential, and that they are in no sense antagonistic ; 
There is in each of 
these two main directions ample ‘scope for a~ man’s 
intelligence and energy; in fact it is very difficult 
today for the two activities to be carried on adequately 
by one and the same person, except in special or re- 
stricted spheres; that is so not only. because of the 


' great extent of each field, but also because when success- 


fully presented they demand certain differences of out- 
look and of method. At the same time they should not 
be confined within rigid boundaries; ‘the vocational 
teacher should be a man of wide culture, with in the 
future an increasingly scientific outlook, and it is to be 
hoped often engaging in research; the outlook of the 
theoretical teacher will lack breadth and usefulness unless 
there are daily experiences of practical problems. ‘The 


. proper relation between the two should be one encourag- 


ing very frequent contacts with a view to 


mutual 
assistance and inspiration. s > 


Vocational.—Vocational teaching should maintain ` 


itself upon its present basis, concerning itself primarily 
with diagnosis, prognosis, and treatment. Its keynote 


-is concentration upon the individual, his health, work, and 


conditions of living. This teaching should be done 
mainly at small bedside or outpatient classes, and it 
should be undertaken by practising doctors, whose main 
concern is the care of sick people. Teachers of voca- 
tional medicine should not be rigid specialists; all 
should possess a sound knowledge of general medicine, 
and assist in its teaching. __ . Ss 

The value of the principle underlying the apprentice- 
ship system is universally recognised; it is that upon 
which the success of the student appointment relies ; 
the student learns his practite under the direct guidance 
of a master of practice. This work should be associated 
most closely with relevant work in clinical laboratory, 
other departments of special clinical investigation 


.(X ray; &c.), and with post-mortem examinations. 


It is imperative that a halt should be called to the 
steady increase of factual knowledge which students are 
expected to encompass, and essential that, by con- 
sidered selection, there should be an actual and sub- 
stantial reduction in the quantity that must be learned. 
When we glance through the endless pages of this and 
that closely printed textbook of medicine or surgery, 
often no longer seemingly within the capacity of one 
man to write, but comprising in summary form the 


learning of many ; when we remember how difficult it _ 


has become to find unoccupied hours in the time-table 
of students in the first years of the final course; when 
we consider the natural tendency of many specialist 


. teachers to display or even to emphasise ir their teaching 


the particular and unusual knowledge they happen to 
possess in their own branches of work; then we must 
perforce recognise the unreasonable task set to the 
student of today. The present system seems chiefly 
intent on imposing a colossal burden on memory; it 
has in fact the result of largely excluding other mental 
processes. This reduction of factual knowledge taught, 
widely regarded as already necessary, becomes all the 
more imperative if theoretical teaching is to be given its 
proper place in the curriculum. 

The steady aim should be to send the student forth 
possessed of sound knowledge of common conditions 
and their management, with a clear but not overcrowded 
mind. Vocational teaching will by no means avoid a 
rationalistic outlook, or simplification by generalisation, 
but will allow such to develop as Medicine progresses. . 


Theorelical—The keynote of such teaching should 
be concentration not on the individual but upon disease.. 
It should include theories of disease, both hereditary 
and acquired. It should clarify in students’ minds 
what is meant by disease, and concern itself intimately | 
with the cause of disease. It should use the history 
of medicine from the special standpoint of studying 
methods of discovery, relating step by step the mg,,nner 
in which important discoveries, and especially ve “recent 
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discoveries, have been made ; this not only. for its general 
educational value but as a stimulus to new endeavour. 
It should. keep close contact with work in the ancillary 
sciences and especially with physiology. -It should 
explore the meaning of manifestations of disease, seeking 
-the'reason why the same manifestation occurs in different 
sets of circumstances, and analysing such manifestations 
in terms of disturbed function. Thus the teacher should 


be strongly’ backed by direct and indirect experiences - 


of research. 


In respect of dinpitosia: prognosis, and treatment, this - 


teaching should concern itself mainly with principles, 
with evidence and criticism on brodd lines, and with 
selected illustration only. 

This work should be a primary responsibility of the 
full-time . professional staff, the professors and their 
senior assistants, who alone will have the leisure to 
devote themselves adequately to the relevant studies ; 
it should be their duty to prosecute and encourage 
original work, and their particular task to simplify and 
bring order to the mass of knowledge by establishing 
general rules and principles. But any idea that practical 
teaching should refrain in its teaching from generalisa- 
tions and simplifications is, let it be reiterated, to be 
avoided ; rationalisation is essential to all forms of 
teaching in that it is a powerful aid to memory and to 
thought. The essential difference between the two 
types of teaching here outlined is more in the ground 
covered than in processes of thought. 

In brief, between them the two kinds of teaching 
should aim at sending the student forth with a well- 
- trained mind, familiar with and critical of sources of 
information, possessed of a sound knowledge and experi- 
ence of all common disease, and of disease and mani- 
festation of disease—whether common .or rare—that 
is clearly understood, Thus a substantial foundation 
will be laid upon which, by’ building as he has been 
taught, his mind can become well stocked. It is alto- 
gether too burdensome to the student and to his teachers, 
it is also quite unnecessary, to attempt to cover the 
` whole field of present-day knowledge of disease and its 
Management; to attempt it defeats the purpose of 
sound education by overcrowding time and mind, 


robbing the’ student of all chance of contemplation é 


and by default rendering the basis of his beliefs unsound. 


7 THE NEEDS SUMMARISED 


-From what has been said there would seem quite. 
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INJURIES TO THE MAIN BILE-DUCTS. 


G. GREY TURNER, MS DURH, FROS - 
PROFESSOR OF SURGERY IN THE UNIVERSITY OF LONDON AT 
THE BRITISH POSTGRADUATE MEDICAL SCHOOL 


INJURIES to. the bile-duct are unfortunately not rare, 
and often turn out to be tragedies. One of my friends 
has had to deal with over 75 cases from various parts 
of the country and at the moment I am concerned with ~ 
4 cases of similarly wide geographical. distribution. 
About a third of the ‘patients die of the immediate 
consequences .of such an injury, and another third from 
the operative interference necessary for its late repair ; 
and. though the remaining third make good immediate 
recoveries after such interference, they are liable to 
Par i of biliary disease which eventually proves 

a 

Injuries to the main ducts are nearly always. the 
result. of misadventures during operations and are 
therefore a serious reproach to the surgical profession. 
They cannot be: regarded as just an ordinary risk of 
gall-bladder surgery, though I know only too well 
that even with all the care which may reasonably be 
expected of us accidents will occasionally happen. - 


Some years ago I was responsible for unintentional division 
of the common bile-duct on no less than 4 occasions. True, 
there were complicating factors in all but one of these. 
Just before the war I was again responsible for this accident 
and the only comforting feature was that the division of the 
duct was recognised during the operation and was followed — 
by immediate repair. That patient made an a un intorropted: ; 


-= recovery and I believe remains well. 


Much has been said abọut anomalies of the bile-ducts 
as a cause of these accidents, but I would like again to. 
emphasise that mistakes are absurdly easy in cases 


- where the common ducts are so lax that they may be 


~ 


- 


clearly to emerge. certain outstanding needs. of the ` 


present system of medical education. These are :— 
1. A reduction in the amount of factual knowledge taught. 
2. The encouragement of amore thoughtful and critical 
mental outlook; and of truer understanding of disease, its 
manifestations and causes. 


8. A broad (but overlapping) subdivision of teaching work -~ 


into two types, each complementary to the other, namely :— 
. (a) Vocational medicine, predominantly but not 
` exclusively taught by those engaged in its practice. 
(b) Theoretical medicine, predominantly but not 
_ exclusively taught by those giving full-time study to 
this kind of work. 
It is my conviction that important reform of wiedical 
education depends upon the initial.and clear recognition 
of these needs ; that means of reform, which come sub- 


sequently to be discussed, should be considered in every ` 


instance in their relation to such few essential needs as 
are. postulated and agreed upon. 

It may be found, either by preliminary consideration 
or ultimately by trial, that these needs, can be fulfilled 
in one of several ways, suited to different surrounding 
circumstances. It is very probable that in the ‘initial 
phases some experimentation in method may be re- 
quired, in which various methods are tried and their 
results compared, in an, effort to reach the desired 
goal. . It is much more probable that a few sound 
principles of action can be agreed upon, than that there 
will emerge a uniform and agreed arrangement of 
teaching. To agree upon the principles appears to be 
fundamental, and, if such agreement is reached, any 
system of education subsequently. adopted should be 
brought ruthlessly into conformity with these principles. 
Thus, and thus alone, real progress can become assured. 


(To be continued) 


drawn into a loop and inadvertently included in the 
ligature. I am sure, too, that residual inflammatory 


‘trouble of a sclerosing type may occasionally occlude 


the common duct after the -removal of an acutely in- 
flamed viscus. I mention this in the hope that some 
of my younger colleagues will keep a sharp look-out 
for the condition, as the cases require to be carefully 


investigated and described. 


_ When reviewing the consequences of accidents during - 
cholecystectomy we must make a distinction between 
the cases in which the injury is recognised when the duct 
is divided and is immediately repaired, and the late cases 
in which it is not recognised until some time after the 
primary operation. In the following 12 cases with 
which I have had to deal the 5 personal cases already 
mentioned are included :— 


Immediate repair (2) . 
Died just after operation ke 
Alive and well (5 years) . 
Late repair (10) 
Died just after operation ‘ 
Alive recovering from a recent operation ; 
Auve one with recurrent symptoms 8 years after opera- 
Dead from recurrent biliary diseases after 3, 5, 5i, 12 and 
17 years 5 
This analysis shows that even joie after suseeaehil 
operations for repair of the injury Nemesis frequently 
overtakes the patient and it emphasises the extreme 
importance of. prophylaxis. 

. In gall-bladder work adequate exposure is essential 
and for my own part I prefer the Kocher incision—the 
oblique muscle-cutting incision just below the right 
costal margin. It is important to commence the 


pá jmi 


e 
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removal, of the gall-bladder by dealing with the cystic: - 


duct. This duct must be exposed and isolated, but no 
clamp or ligature should be applied to what is supposed 
to be the cystic duct until the common hepatic duct 
and the common bile-duct are clearly seen. I freely 
admit that there are occasions when the surgeon cannot 
be: satisfied about this anatomical disposition, but in 
such circumstances the proper course is either to be con- 
tent with a partial cholecystectomy, leaving a portion 
of the viscus just above the neck, or cholecystotomy. _ 


7 1. Proc: R. Soc. Med, 1923, 17, , Sect, Surg. 18. 
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Next, it is imperative to examine the gall-bladder 
immediately after its removal and to demonstrate 
that only the cystic duct has been divided. know of 
cases in which it was only by this examination that the 
accident was recognised, a portion of common duct— 
usually about $ in. long—being found attached to the 
removed ' gall-bladder. The disclosure always comes 
as an unwelcome surprise to the surgeon, but is of vital 
importance because no other course is then permissible 
but immediate repair of the duct. 


REPAIR ° 


Immediately after division of the duct it is always 
possible to find the ends and to make a direct end-to-end 
anastomosis. Of course the extremities tend to retract 
and may be difficult to identify, but if the surgeon keeps 
calm they can always be found, though it may be neces- 
sary to enlarge the incision and rearrange the exposure. 
It may also be a help to lower the bridge or remove the 
wedges used to elevate the loin, for this position en- 
courages retraction of the divided duct. Another useful 
procedure is to mobilise the duodenum and to draw it 
down much more thoroughly than would ordinarily be 
necessary in exposing the common duct. It may even 


be necessary to identify the lower cut end by opening .. 


the duodenum and passing a sound up the common 
duct from its orifice, though this is not as easy to accom- 
plish in the living subject as those who have never tried 
it may suppose. 

Having found the ends, direct repair is the proper 
course.” For that purpose the ends must be approxim- 
- ated, but there should be no attempt to secure a bile- 
tight junction, for this often creates a stricture. Easy 
approximation with a few fine chromic catgut sutures 
and provision of drainage from the vicinity is all that 
is required. 


I do not use a tube in the duoct.as a splint for suturing, nor 
do I,introduce a tube (whether plain or T-shaped) into the 
lumen of the duct at the site of the anastomosis; but I always 
bring a tube from the neighbourhood to-the surface. It is 


usually -wise to place another tube into the depths of the. 


hepatic pouch (Morison’s pouch); this can be brought out 
of the original incision or through a separate posterior opening 
in the abdominal wall. 


When late repair is-needed it should not be too long 
delayed. Often the surgeon is confronted with a patient 
who has been jaundiced for 12 months or so, and is 
bile-logged and toxic, with the liver enlarged perhaps a 
hand’s -breadth below the costal margin. When there 
has been an unrecognised injury to the great ducts and 
jaundice supervenes, operation is inevitable and should 
be undertaken within two or three months of the acci- 
dent ; but like other operations upon jaundiced patients 
it demands careful preparation. If there is evidence of 
any severe degree of red-cell fragility the patient should 
have a preliminary transfusion. Sometimes a secondary 
anemia also requires treatment and may be more 
benefited by blood-transfusion than other measures. 
Of the various methods employed for the repair of these 
injuries I believe that the best is direct implantation 
of the stump of the common hepatic duct into the 
duodenum ; but it is essential to have a big opening to 
allow for the contraction which invariably follows. 

The surgeon must recognise that he is embarking on 
one of the most difficult of all abdominal operations and 
his approach should be calm and resolute. These 
operations should be conducted only in the most favour- 
able circumstances, and in surroundings to which the 
surgeon is accustomed and where he feels he can do his 
very best work. 


Adequate exposure is the first essential and though the 
Kocher incision gives an excellent exposure for gall-bladder 
work, great enlargement of the liver robs it of some of its 
advantages, and in such circumstances one of the vertical 
incisions will be better: The reversed Trendelenburg position 
may be useful. Most operators have drawn attention to 
the difficulty of finding the proximal end of the duct and I 
have to confess to the same embarrassment. The explora- 
tory needle thrust into the scar tissues at about the region 
of the hilum will turn out the best guide. Once the duct has 
been found it must be thoroughly opened up, for it is essential 
to have the anastomosis of adequate size. I doubt if it is 
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possible to make the’ opening valvular, nor do If thii. 
necessary ; but in this matter as in so many others in surz— 
I am not prepared to be dictatorial. The anastomosis r- 
be supported by stitching the duodenum to the under svi 
of the liver, and external drainage must be provided. In:- 
postoperative period hemorrhage and liver failure are r: 
to be feared. 
| 
NEED FOR FURTHER STUDY | 
There is much research to be done that does r: 
involve well-furnished laboratories, expensive equipm: 
or technical underlings. We are still in consideri- 
doubt about the Best method of repairing the comm: 
duct, and we want someone to analyse carefully t- 
records of all the available cases to see if we canr 
guidance from the end-results. Alas, I fear that suc 
an investigation, useful as it might be, would be hir 
pered at the outset by insufficient care and detail mth 
records of operations. 
There is an ample. field in surgery for more worke 
willing to record with care and accuracy the deta 
of operations and the subsequent progress of the patient: 


HOMOLOGOUS SERUM JAUNDICE 


‘TRANSMISSION EXPERIMENTS WITH HUMAS 


VOLUNTEERS 


| 
F. O. MacCaLLum i 


D. J. BAUER 
M D, BSC TORONTO M B, PH D CAMB 


Wellcome Bureau of Scientific Research, London 
_ In 1885 Lürman desèribed jaundice in factory -worker 
in Bremen following the use of human lymph in glyceri: 


for vaccination against smallpox. No further report o 
jaundice following the use of products containing human 


serum appeared until 1937, when this phenomenon was 
reported in two separate incidents. Findlay and 
MacCallum (1937) observed jaundice in a number of 
individuals several months after they had been inoculated 
with a yellow-fever vaccine containing human serum. 


and MacNalty (1938) recorded somewhat similar finding: 
in groups of children injected with pooled measles con- 
valescent serum. 


In recent years yellow-fever vaccine has been used on 
a very large scale in several countries and blood and 
blood-products have been injected in great amounts. 


‘Possibly as a result of the increased usage, and also 


possibly because of the realisation that it does occur, the 
condition which may be termed homologous serum 
jaundice has been observed several times since 1987. 


There have been reports of jaundice following injection 
of (1) yellow-fever vaccine in England (Findlay and 
MacCallum 1937, Findlay et al. 1939), North America 


` (J. Amer. med, Ass. 1942, Surgeon-General USA, 1948, 


Oliphant et al. 1943), and South America (Soper and 
Smith 1938, Fox et al. 1942); (2) mumps convalescent 
plasma in England (McFarlan and Chesney 1944); 
(3) sand-fly fever vaccine in Russia (Sergiev et al. 1940): 
(4) transfusions with serum in England (Morgan and 
Williamson 1943); . and (5) transfusions with whole 
blood in America (Beeson 1943). 

The literature and the clinical aspects have been dealt 
with at length in these papers and in a report on homo- 


‘logous serum jaundice from the Ministry of Health. 


and will not be discussed further. ‘This paper describes 
attempts to isolate an icterogenic agent from cases of 
serum jaundice, and from a known icterogenic serum 
obtained from a blood-transfusion depot. 


Attempts at Animal Transmission 


All previous attempts to isolate a causative agent or 
transmit the disease to experimental animals had been 
unsuccessful, but further experiments were carried out 
in 1942, when cases of jaundice following the injection 
of yellow-fever vaccine (YFV) and mumps convalescent 
plasma (MCP) appeared in this country at almost the 
same time. The following material was obtained 
through the coöperation of Brigadier General Hawley 
and Colonel J. E. Gordon of the USAMC: ` 

(a) Blood and bile-stained duodenal juice from 2 cases of 

MCP jaundice in the pre-icteric stage. The specimens were 


collected when the patients developed a rash and were kept 


1 


` 
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at.-+2° C. until the diagnosis was confirmed two or three 


days later by the appearance of jaundice. 

(6) Blood from 9 cases of YFV jaundice, taken on the 
first or second day of jaundice. | ` ; 

(c) Pieces of spleen, liver and lymph glands from two 
fatai cases of YFV jaundice. 


These materials were inoculated into mice, rats, 
uineapigs, hamsters, rabbits and monkeys by intra- 


erebral,. intranasal, intracardiac, oral, subcutaneous - 


nd intraperitoneal routes, and passages of blood and 
rarious organs were made at varying intervals. In 
10 Case were any signs of disease observed. 

Serum was obtained from 19 cases of MCP jaundice 
vithin the first few days of the appearance of jaundice. 
Further samples of plasma were collected from 9 of the 
11 donors of the original icterogenic pool of convalescent 


mumps plasma about 3 months after the first bleeding. 


The serum and plasma were pooled and injected intra- 
venously into 2 horses’ (obtained through the kindness 
of Major-General L. T. Poole). Their serum bilirubin 


was measured weekly for six months but no abnormality 


was found. 


Experiments with Human Volunteers 


TRANSMISSION FROM A CASE OF HOMOLOGOUS SERUM 
JAUNDICE 


At the time this work was begun, all available fertile 
eggs were needed for other purposes, so that no attempts 
. could be made at isolating an infective agent in chick 

embryos.. Minced chick embryo tissue could however 
| be obtained at regular intervals, and was used for making 
, suspended cell cultures in serum tyrode (1 part human 
. serum to 9 parts of tyrode). 


» Two strains of original cultures were started with 1 c.cm. 
' of pooled serum or clot from each group (MCP and YFV) in 
|. 4 ¢.cm. serum tyrode; later cultures were started with blood 
, of monkeys which had received the original material. The 
. cultures were incubated at 37° C., and subcultures were 
. carried out every 3 or 4 days by transferring 1 c.cm. of the 
/ supernatant fluid to 4 c.cm. fresh embryo tissue suspension. 
| At each passage the surplus supernatant fluid from each 
| strain was frozen and dried in vacuo and stored at + 2° C. 


As no icterogenic lots of serum had been encountered 
| for five years, normal human serum was used for making 
1 the serum tyrode in these cultures ; it was obtained from 
| blood-transfusion depots and was heated at 56° C. for 
| one hour and Seitz-filtered before use. Later events 
| showed that one of these lots of serum was probably 

icterogenic, though definite evidence could not be 
obtained, 

As animal experiments had all failed an attempt was 

made to reproduce the disease in human volunteers by 


the inoculation of tissue cultures. One normal man and . 


two men recently convalescent from YFV jaundice were. 
each given 0:1 c.cm. intradermally of supernatant fluid 
of the 5th passage of the MCP strain and the 9th passage 
of the YFV strain. Since the serum used in making 
the serum tyrode for these cultures may have been 
icterogenic these data become irrelevant apart from the 
fact that the volunteers received homologous serum from 
one source or another. The two YFV jaundice con- 
valescents remained well. 

The normal man (case 1) developed jaundice after 
89 days; his history was briefly as follows :— 7 


Case 1.—July 3, inoculation. Sept. 10, slight anorexia ; 
no nausea, or vomiting. Sept. 17, crops of weals about 
1 em. in diameter appeared on backs of arms, then on shins, 
trunk and neck, at length becoming confluent. Each crop 
lasted for about 24 hours. Sept. 20, weals disappeared. 
Sept. 26, severe coryza. Sept. 28 and. 29, generalised 
abdominal pain; urine dark. Oct. 1, sclera icteric, stools 
pale. Oct. 8, no symptoms apart from slight anorexia ; 
icterus of sclera and entire body. Liver palpable one finger’s 
breadth below costal margin; hot tender. Spleen not 
palpable. Physical examination otherwise negative. White 
cells 9200 ; polymorphs 58%, lymphocytes 28%, mononuclears 
12%, eosinophils 1%, basophils 1%. Urine contained bile. 
Serum bilirubin 3 mg. per 100 c.cm. 

Jaundice disappeared three weeks later. The patient 
remained working throughout his illness, and no jaundice 
was seen in contacts in his establishment or in his family. 
He had had no known contact with cases of infective hepatitis. 


Inoculations were also carried out with other tissue- 


culture material which was later shown to have been 
contaminated with the batch of icterogenic human 
serum (207K Y, referred to later) used in making the 


serum tyrode. The volunteers inoculated were 1 normal, 


2 recently recovered ffom MCP jaundice, 2 who had had 
infective hepatitis six months previously, and 6 con- 
valescent from YFV jaundice. The only positive result 
obtained was from one of the men (case 2) who had had 
infective hepatitis. k ; 


`” Case 2.—He was injected on Aug. 19. On Oct. 15 he first 
noticed stiffness and aching in the knees and left shoulder 
when he woke. This was followed by anorexia, an erythe- 
matous rash on arms and thighs, dark urine and icteric 
coloration of the skin. The liver and spleen were palpable. 
He remarked that his gastro-intestinal symptoms were less 
severe than during his attack of infective hepatitis when the 


‘liver and spleen were not palpable. He made a rapid and 


uneventful recovery. 
Case 1 was bled on Oct. 8, the 7th day of recognised 


jaundice. The blood was allowed to clot overnight in 
the refrigerator at +2° C. and on Oct. 9 the serum was 


removed, placed in ampoules, frozen and dried in vacuo - 


and stored at +2°C. Suspended cell cultures of minced 
chick-embryo tissue in plain tyrode were inoculated 
with this serum (1 c.cm. serum in 4 c.cm. tyrode). 
Passages were carried out as already described and the 
surplus supernatant fluid was dried and stored. Fertile 
eggs for embryo inoculation were still not available. 
Case 1 was bled again after 59 days and 134 days; the 
serum from -these bleedings was stored in the liquid 
state at +2° C. Attempts at animal transmission with 


the serum of Oct. 8 were unsuccessful, including the 


inoculation of canaries (this had not been tried previ- 
ously in this laboratory with icterogenic.serum). 
Further attempts at human transmission with the 


material from case 1 were then carried out on human . 


volunteers. Owing to existing conditions it was im- 
possible to isolate the subjects while they were being 
observed for the six months after inoculation; thus it 
was realised that no absolute conclusions could be drawn 
from the results, but it was considered that an indication 
might be obtained of how to attack the problem in the 
future. It was impossible to carry out the investigations 
on all volunteers in our laboratory as they were con- 
tinuing at their daily work in widely scattered areas of 
London and its environs. However, we were able to 
enlist the help and coöperation of a number of patho- 
logists without whom it would have been impossible to 


carry out this work. It was planned to examine the 


patients every 7 or 14 days for the first six weeks and 
then weekly for five months ; it was however not always 
possible to adhere to this.. The routine examinations 
consisted of white-cell and differential counts, van den 
Bergh reactions with measurement of total serum 
bilirubin, and tests for urobilin and bile in the urine. 
Various other éxaminations—such as hemoglobin esti- 
mation, red-cell counts, sedimentation-rates, and 
fragility tests, &c.—were carried out at different times 
in some cases. Different methods of performing the 
tests were used in different laboratories but the more or 
less regular examination of each patient with the same 
method allowed one to follow the trend in the individual. 
For the first group of experiments (groups la, 2, 3, 4a 
and 4b) 23 volunteers were available. Some months 
later, further groups (1b and 4c) were done as subjects 
became available. The volunteers (V) were inoculated 
as- follows: 
SERUM 
Serum takon on the 7th day of jaundice 


Group la: V 1-5, subcutaneous injection 0:5 c.cm. 
Group 1b: V 6-10, intranasal instillation 1-0 c.cm. 


Serum taken 66 days after the onset of jaundice l 
Group 2: V 11-15, subcutancous injection 0:5 c.cm. 


Serum taken 141 days after tho onset of jaundico 
Group 3: V 16-20, subcutaneous injection 0'5 c.cm. 


l TISSUE CULTURE 
2nd passage supernatant (1/125 dilution of original serum) 
Group 4a: V 21-23, subcutaneous injection 0:5 c.cm. 
9th passage supernatant (dilution 10-') 
Group 4b: V 24-28, subcutancous injection 0:5.c.cm. 
15th Anenge Supernatant (dilution 10-?!) 


roup 4c: 29, subcutaneous injection 10 ccm: V 30, 
uct an ons injection 2:0 c.cm. and intranasal instillation 
s c.cni. l à 


Cd 
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T TABLE I—CLINIOAL FINDINGS IN SUBJECTS SHOWING LIVER 


‘DAMAGE WITHIN 6 MONTHS OF INOCULATION WITH SERUM 
AND CULTURES FROM OASE l' | ¥ ; E 


Å- s- Meeme e re mC 


; ; ise in 
Volun- en ie ‘geram. Symptoms| Jaundice 
teer es SE es 
Days after inoculation 
1 65-79 | 65-79 65-87 56-63 63-93 
2 70-77 70-77 58-77 54-70 70-77 
3 97-122 .. | 997-122 |’. 
4 ie a om 107-125 we a 
6. 32-39 39 24* 36—46 39-42 
6* ga o: 80-120 | 80-130 80-130 
7 94-115 se 87-108 | 106-110 bet 
en ae ae | 55-65 
21. | 201-108 ” 101-108 | 94-108 m 
24 81-88 81-88 79-180 84-180 88-?t 
25 93-119 | 108-119 
* Relapse. t Icteric weal, no jaundice. 


A general outline of the scheme of inoculation is given 
in fig. 1. Table I gives a summary of the clinical findings 


- in those subjects who showed evidence of liver damage 


within six months of inoculation. It will be seen that 
there is a certain uniformity in the date of onset of the 


rise in serum bilirubin in those cases which had symptoms : 


without jaundice and in those with no symptoms. The 
serum bilirubin level at the time when symptoms or 
jaundice develop evidently varies from one subject to 
another. Symptdms may develop before there is any 
rise above the normal figure and jaundice may become 
apparent with æ serum bilirubin level of 1-5-3-0 mg. 
per 100 c.cm. >. a 

In figs. 2, 3 and 4 the serum bilirubin curves for sug- 
gestive cases in groups la, 1b, 4a and 4b are given. 
They show a definite and sustained rise of serum bilirubin 
in the third month after inoculation. Itis quite probable 
that the peak level has not been measured in a number 


CASE I. 


INTRANASAL 
INSTILLATION 


_ SUBCUTANEOUS 
INJECTION 


Vi V2 V3 V4V5 | V6 V7 Ve v3 VIC 
+??? =- | +4? -- 


© + í 
l reer CULTURE 
-2nd.PASSAGE | 

Ne V22 V23 Vil vi2 vi3 Vi4 VI5 

141st.DAY 

VI6 VI7 vis vi9 V20 


l 
9th. PASSAGE 
V24 V25 V26 V27 V28 
+ + —. = = 


l 15th, PASSAGE . “Fig. 1—Scheme of Inoculation. 
v29 v30 


of these cases, for most of the tests were made at 7-day 
intervals. Some curves are included which show rises 
which are little, if anything, above what is usually 
considered a normal figure. However they show a 
general agreement in time relations with the rise in 
serum bilirubin seen in those cases which became 
clinically jaundiced ; moreover these slight rises persist 
for several weeks and the curves eventually return to a 
low level. It is interesting in these small groups to 
note the consistency with which 2 of the 5 subjects in 
each of the groups la, 1b and 4b were affected, whereas 
groups 2 and 3 were completely negative. We realise 
of course that negative results in such small groups are 
of little significance, z 
The results obtained with these small groups suggest 
that an icterogenic agent was present in the serum of 
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. sustained level of 1 mg. per 100 c.cm. 


[way 13, 194: | 


case 1 28 days after the onset of symptoms and at kas 
7 days after the onset of clinical jaundice, but not i; 
days later. The agent was apparently capable -of p- 
ducing jaundice when inoculated by either the su- 
cutaneous or intranasal route. It is interesting that or 
of the subjects (V 6) inoculated intranasally with tk 
icterogenic serum developed symptoms on the 36th dar 
and became mildly jaundiced on the 39th day. H: 
recovered rapidly and 10 days later felt quite well 
Against our advice he then indulged in 2 weeks of fairly 
strenuous exercise, the second week being spent ats 
physical training course. We were able to examine him 
at the end of each week. He had only 1-5 mg. pe 
100 c,cm. of bilirubin in his serum when he becan: 
jaundiced. The serum bilirubin level rose slowly after 
his apparent recovery and after being free of symptom: 
for nearly a month he suddenly developed a sever 
attack of the disease on the 82nd day, the serum bilirubin 
rising to 17 mg. per 100 c.cm. 

The incubation period in the other volunteer who was 
inoculated intranasally (V 7) was of the same order as 
those found after subcutaneous inoculation.  Littk 


‘significance however can be attached to differences in 


incubation period when such small numbers are under 
consideration. 7 ; 
Although none of the 5 subjects who received material 
from the 9th tissue-culture passage became jaundiced, one 
of them (V 24) had symptoms with a serum bilirabn 
level of 2-4 mg. per 100 c.cm. on the 8lst day. and at 
this time the weal produced by the intradermal injection 
of histamine a: : 
was definite- 5 
ly _ icteric. 
This man 
had a re- 
lapse about 
80 days later 
with symp- 
toms and a 
serum bili- 
rubin of 2:2 
mg. -per 100 
c.cm, but no 9 
jaundice. 
Unfortu- 
nately no 
measure- 
ments of the serum bilirubin were made till just before the 
onset of his original symptoms, but a long follow-up after 
his illness showed that the serum bilirubin returned toa 
V 25 also had mild 
symptoms after a similar incubation period. V 21 received 
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SERUM BILIRUBIN 


80 100 120 160 


DAYS 
Fig. 2—Serum bilirubin curves of volunteers in group la. 


140 


20 40 60 


. material from the second tissue-cult ure passage, a dilution 


of only 1/125 of the original serum ; his case affords no 


‘proof that a living agent had multiplied in culture, On 
the other hand the material inoculated into V 24 and 
V 25 was a dilution of the original serum of approxi- 


mately 1/10,000,000 and had been exposed to a tem- 
perature of 37° C. for 5 weeks. 


When suggestive results were obtained in V 24 and 
V 25 material from the 15th passage was tested. This 
was inoculated into 2 volunteers (V 29 and V 30) after 


having been stored in the dried state for six and ten 
months ; neither showed any signs of liver damage,’ - 

The ‘results. obtained suggest that the icterogenic 
agent present in the serum of case 1 was capable of 
multiplying in tissue culture, although more extensive 
experiments must be carried out before any definite 
conclusion can be drawn. i 


TRANSMISSION EXPERIMENTS WITH ICTEROGENIC SERUM 


For some years it had been our practice to obtain 
supplies of normal human serum for use in the production 
of YFV from a panel of donors, chiefly medical students, 
whose state of health could be easily followed. . The 
sera were always kept for a month before use in order 
to see whether any of the donors were incubating an 
infectious disease. None of them ever developed jawn- 
dice and there had been no case of jaundice caused by 
the vaccine since Nov. 1937. Early in 1942, owing 
to conditions existing at that time. serum had- to 
be obtained from blood-bank depots instead. It was 
pooled, Seitz-filtered- and heated for one hour at 56°C, 
in a water-bath. The vaccine was prepared in such. a 
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Fig. 3—As fig. 2, in group lta. 


way that the dose for one man contained 0:05-0°1 c. cm, 
of serum. 

During a period ‘of three months 14 different batches 
of serum from this source were used without any un- 
toward occurrence, but injection of vaccine made from 
the 15th’ batch of serum caused jaundice in a large 
number of subjects after an incubation period varying 
from 56-172 days. This particular batch (no. 207KY) 
had ‘been made from a pool of 65 litres obtained from 
three bleeding-units, and consisted of 154 bottles of 
400 c.cm. each. Bottle 153 and bottle 154 had been 
used in making the vaccine, and it was found that most 
of the remaining bottles of the batch were still in store. 
No record was available of whether the few missing 
bottles had ‘been used or, if so, with what result. Bottle 
143 was obtained for study ; this was the first occasion 
on which it.had been possible to obtain a.sample. of 
suspected serum for testing the hypothesis that jaundice 
developing F the injection was caused by the serum 
contained in it 


About eight months after the original drying the contents 
of bottle 143 were reconstituted with sterile distilled water 
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Fig. 4—As figs. 2 and 3 in groups 4a and 4b. 
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to the original volume, distributed in small ampoules, dried 


in vacuo and stored at 0° C. Suspended cell cultures of - 
minced chick-embryo tissue in plain tyrode were made by 


adding 1-0 c.cm. of reconstituted serum to 4'0 c.cm. of tissue 
suspension. Passages and drying of the supernatant fluids 


were carried out in the way already described for the seram_ 
Serum was also inoculated on to the chorio- 


of case 1. 
allantoic membrane and into the-allantoic and yolk sacs of 
fertile eggs which were then incubated at 37° C.; seven 
p es were made at intervals of 3-6 days with suspensions 
of chorio-allantoic membrane, allantoic fluid; yolk sac and 
embryo tissue. No abnormalities, either gross or micro- 
_ seopic, were observed in any tissue at any time. At each 
- passage the remainder of the suspensions which had been 
used for inoculation was pooled, frozen and dried in vacuo 
in ampoules and stored at 0° C. . 


_ inoculation. 
“ment but on the 55th day complained of headache and 


Human volunteers were subsequently moculated. with 
the suspected icterogenic serum 207KY, dried: tissue 
culture supernatant of the 10th and llth passages and . 
dried embryo material of the 4th, 6th and 7th passages — 
as follows : -` 

` SERUM 


. V he subcutaneous injection 0-50.cm. | 
V3 1, 2-0 c.cm. ay 
yY 42-46, intranasal instillation 2:0 c.cm. 


TISSUE CULTURES 


1 1th Bite (10-7 approximate dilution) 


47—48, subcutancous injection 0:5 c.cm. 
49-50, intranasal instillation 0:5 c.cm. = 


v 
l Pool s 10th and 11th subcultures 


51-52, subcutaneous . egoon: 3:0 ecm. and intranasal 
instillation 2 2-0 c.cm. 


EGG PASSAGE MATERIAL , l 


Pooled Atho7th passage (20% suspension) 


53-54, subcutaneous injection 1:5 c.cm. 
V 55-56, intranasal instillation 1-5 c.cm. 
V 57-58, subcutaneous injection 2°5 c. cm. and intranasal 
instillation 1-5 ¢.cm. 
Table m gives a summary of the findings in subjects 
receiving the serum who showed evidence of liver damage 
within 6 months of inoculation. Serum bilirubin curves 
of positive cases are shown in figs. 5 and 6..~ Volunteers 
31-36 and 46 were in the 20-30 age-group: while y 37—45 
were in the 40-60 group. ` 
The first group of volunteers (V 31-36) were inapuldted 
with 0:5 c.cm. of serum reconstituted after having been 
kept in the dried state for ten months. .‘Thére was one 
case of severe jaundice (V 35), one case with prolonged | 
symptoms and rise of serum bilirubin to 2:0 mg. per 
100 c. cm. but no jaundice (V 33), and one with -con- 


‘TABLE TI—FINDINGS IN SUBJECTS RECEIVING SERUM 207KyY 
WHO SHOWED SIGNS OF CIEN BAMAGE WITHIN 6 MONTHS 
OF INOCULATION 


i se j ; ` 
PENN excess. ney serum Symptoms} Jaundicé 
teer : 
Days after inoculation i 
-33 | 85-107 e 79. 69-107 a 
34 ; a | 97- k 
35 54-108 | 61-62 54-80 50-92 59-96 
37 86-114 | 86-110 | 86-114 | 89-104 | 93-114 
38 99-120 | 100-118 | 99-126 | 99-126 | 100-130 
39` | 109-2 125 120-? 127-132 | 129-135. 
"E oe P 54-118 


—— 


siderable rise in serum bilirubin with doubtful symptoms 
(V: 34). V 32 was also of interest. Gc 

He was inoculated on the day after V 35, who-had a severe 
attack of jaundice with onset of symptoms 50 days after 
V 32 never showed any signs of liver involve- 


malaise, and on examination the spleen was found to be 
palpable. These symptoms disappeared 4 days later and the 
spleen was then no longer palpable. There was no evidence 
of any specific infection or other condition which might have 
given rise to these findings. _ 


This case suggests that a study of any group of indi- 


- viduals who have received icterogenic serum may reveal 


some cases with evidence of involvement of parts of the 
reticulo-endothelial system other than the liver, 

The second group of volunteers received 2:0 c.cm. of 
the serum by subcutaneous injection. They were much 


-older than the first group and leading a sedentary life, 


yet 3 of the 5 developed clinical jaundice. This result 
was obtained with serum which had been kept in the 
dried state for 14 months. V 42-45 received the same 
material intranasally on the same day that V 37-41 
were injected. All were completely - negative. The 
remaining volunteer (V 46) inoculated intranasally 
showed a slight rise in serum bilirubin without developing 
any symptoms. 

Some of the volunteers showed a leucopenia with a 
fall in the absolute number of neutrophils ; this however 
was not a constant finding-and was not confined to any 
particular stage of the disease in those caseg in which it 
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did occur. The other blood investigations showed no 
significant changes. 

The incidence of jaundice in the volunteers who 
received the serum subcutaneously (4 cases out of 11) 
is very similar to that found in groups inoculated with 
icterogenic YFV containing the same serum. In one 
group of 125 Service personnel all inoculated on the same 
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Fig. 5—Serum bilirubin curves of volunteers given serum Noreconi 
207KY, first group. J I 
i is avail- 


able of subjects inoculated with vaccine who were ill 
without becoming jaundiced, or who had a symptom- 
less rise of serum bilirubin. The groups of volunteers 
who were given tissue-culture and egg-passage material 
gave entirely. negative results. 

Complement-fixation tests were carried out with sera 
from the volunteers, using serum 207KY and livers 
from fatal cases of YFV jaundice, infective hepatitis 
and arsphenamine jaundice as antigens; no conclusive 
results were obtained. Precipitin tests using the 
jaundice serum of case 1, serum 207KY, and sera from 
cases at the onset of symptoms as antigen were all 
negative with convalescent sera from these cases. 

Tissue cultures of serum taken on the first day of 
biliuria in a case of infective hepatitis were also available ; 
0-5 c.cm. of the 9th passage supernatant fluid, an approxi- 
mate dilution of 10-7 of the original serum, was inoculated 
subcutaneously in 2 volunteers and intranasally in 
2 others with completely negative results. 


Discussion 


A summary of the results is given in table 111. 

Case 1 was presumably a case of homologous serum 
jaundice as the result of inoculation, but of course might 
have been one of those sporadic cases of jaundice of 
unknown etiology which arise throughout the year in 
many communities. The results of the inoculation into 
volunteers of his serum taken in the first week of jaundice 
were similar to those following injection of the icterogenic 
pooled human serum, 207K Y. Though small numbers 
of volunteers were used the results tend to confirm the 
finding of Oliphant et al. (1943) that blood from such 
cases is no longer icterogenic 2-24 months after the 
onset of the jaundice. The tissue-culture and embryo 
inoculations are on too small a scale to make any deduc- 
tions, but the results with cultures from case 1 suggest 


TABLE III—RESULTS . 


Material Route | Subjects! Positive | Jaundice 
Case 1—serum j 
7th day of jaundice .. S 3. 2 
2 rr) 9° ee N 2 1 
Gth ,, » S 0 0 
141st 99 rx) S 0 0 
Case 1—tigsue culture 
2nd passage .. S 1 0 
9th 55 S 2 0 
207KY serum .. } S 6 4 
” ” . N 1 0 
207KY tissue culture S 0 0 
S 0 0 


2071KY egg passage a | 
S =subcutaneous. N =intranagal. 


Positive =sustained rise in serum bilrubin above normal value 
for the paticpt. 
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that an agent which will survive and multiply in a 
simple medium of minced chick-embryo and tyrode was 
isolated from his serum and was responsible for his 
jaundice. 

In 1939 Findlay and his colleagues suggested that the 
icterogenic agent in their yellow fever vaccine had been 
passed in tissue cultures of serum tyrode and minced 
chick-embryo tissue but there was no proof that this 
had occurred. Though the experiments with serum 
207K Y show that it was the cause of the jaundice pro- 
duced by the icterogenic YFV, there is still no proof 


‘that the icterogenic agent present in a pool of serum 


from supposedly normal people is capable of multiplying 
in embryo-chick tissue either in vivo or in vitro. 

As. on previous occasions, this icterogenic agent was 
found to be extremely resistant. Although the serum 
is held at +2° C. whenever possible, it is exposed to 
room temperature in the process of being separated off, 
filtered and’ bottled, The lot used in making the 
vaccine was then heated at 56° C. in a water bath for 
an hour and underwent considerable handling in the 
process of manufacture of the vaccine. Bottle 143 used 
for inoculating the volunteers was reconstituted and 
redried after 8 months and again reconstituted 14 months 
after its original collection ; in spite of this treatment it 
still had a high icterogenic activity. 

The experiments with tissue culture and embryo 
passage of the icterogenic serum 207KY are -being 
pursued in | - 
larger groups 10 
of subjects to 
investigate 9 
the signifi- 
cance of the 
negative re- 
sults obtained 
up to the 
present. 
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untiladequate x 3 
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evidence isğ 
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realised until | 
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experimental 4 


t40 


animal or 20 40 60 80 100 120 160 
diagnostic DAYS 
laboratorytest Fig. 6—As fig. 5, second group. ~- 


can be found. 
The histamine test advocated by Cullinan was per- 
formed ọn a number of patients at intervals from the 
time of their inoculation to the appearance of a rise in 
serum bilirubin or symptoms of jaundice. As urticaria 
has developed in some cases of homologous serum 
jaundice it was thought that there might be a change in 
the skin reaction to a fixed dose of histamine, In 3 
patients who developed symptoms no'such change was 
found. In 2 patients the weals produced were not 
icteric when the serum-bilirubin was as high as 1:5 mg. 
per 100 c.cm. In another case. (V 24) the test was 
positive when the serum bilirubin was 2:4 mg. but no 
jaundice was present. | 
There were no cases of jaundice among contacts of 
any of the cases of homologous serum jaundice, although 
on several occasions positive cases were associated in 
confined quarters with a large number of other people 


during their incubation period and first few days of 


jaundice. Four others shared a three-roomed flat with 
V 6 while he had a mild attack followed by a severe 
relapse one month later; on the evening before the 
appearance of the mild attack 13 other people were in . 
the same room with him for several hours. 


Conclusion 


An investigation of yellow-fever vaccine jaundice and 
homologous serum jaundice has been carried out with 
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the aid of volunteers. 
used in each 
conclusions can be drawn: 


1. Serum from a presumed case of homologous serum 
jaundice was icterogenic on the 7th day after the onset 


of jaundice but not 59 and 134 days later. 


2. A batch of yellow-fever vaccine containing pooled 
human serum obtained from a _ blood-bank iit 
nocu- 
lation of the same serum by itself produced hepatitis and 


jaundice in 30—40 % of those inoculated with it 


jaundice in a similar percentage of volunteers.. 
3. The icterogenic agent survived heating at 56° C. 


for one hour, and was still very active after storage for 


14 months in the dried state. 


4. A number of those inoculated with icterogenic sera 
showed evidence of liver damage of insufficient severity 


to produce jaundice. 


5. Results obtained on 2 volunteers arë not incon- 
sistent with the view that the icterogenic agent present 
-in the blood in homologous serum jaundice is capable of 

`- multiplying in tissue culture. 
_ We wish to thank the volunteers without whose coöperation 
. Allen 
Daley of the London County Council for his coöperation and 
permission to use certain LCC hospitals and laboratories, 
` Dr. W. M. Bradley of the Ministry of Health for his help in 
. arranging for some of the investigations, and Dr. E. N.. 
Allott, Dr. M. Barber, Prof. S. J. Cowell, Dr. G. W. Good- 
hart, Dr. R. F. L. Hewlett, Dr. P. Kidd, Dr. F. A. Knott, Dr. 


these results would never have been achieved, Dr. 


J. F. Loutit, Dr. J. L. Pinniger, Dr. A. B. Rosher, Dr. M. 
Seiler and Dr. 
laboratory si a ea 
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MARFANIL AND MARFANIL PRONTALBIN 


G. A. G. MITCHELL, M B ABERD 
LIEUT-COLONEL RAMO 


= W. S. REES, M B BRM 


CAPTAIN RAMC CAPTAIN BAMC 


AMONG other material captured in the Desert battles 
were two German sulphonamide preparations not 
previously tested in British hospitals—‘ Marfanil’ and 
Marfanil (‘ Mesudin’) is 4- 
amino-methyl-benzene sulphonamide, and prontalbia i Re 

e 
marfanil prontalbin tablets are apparently composed of 

50% of each. The Germans made the important claim 
that marfanil was effective in the presence of pus, whereas 
are largely in- 
Through the courtesy of 
Colonel J. S. K. Boyd and Lieut.-Colonel G. A. H. Buttle 
a supply of both preparations was placed at our disposal 
for clinical testing, after the latter had confirmed by in 
vitro tests that marfanil was in fact active in. the presence 
of pus. ‘Professor Fleming * confirmed this in a more 
elaborate series of experiments, and he concluded :: 
‘* Marfanil is a much weaker bacteriostatic agent on a 
no 
inhibited by , p-aminobenzoic acid or pus. Marfanil 
prontalbin is ‘to some extent inhibited and sulphathia- 


‘Marfanil Prontalbin.’ 


one of Bayer’s trade names for sulphanilamide ; 


-sulphanilamide, sulphathiazole, &c., 


activated in its presence. 


test streptococcus than sulphathiazele, but is 


zole is completely inhibited.” 


CLINICAL TRIALS ‘ 
Marfanil prontalbin has been tested in 26 patients. 


In 10 it was used as a local application only, in 9 local 
applications were combined with oral adminstration,’ 
It was therefore 


and in 7 it was given only by mouth. 


1. Fleming, A 
Medical Research Council, 


Although the number of subjects 
group was small, the following tentative 


Helen Payling Wright for carrying out 


C. N. ROBINSON, mB GLase 


Special report on eee with Marfanil prepared for 


given orally in 16 cases, and the dosages varied between 
18 and 42 grammes spread over 2-6 days. It was used 
in the type of case where sulphanilamide is usually given, 
and appeared to be equally effective, as in the following 
case. 

A patient with a “ribbon” lymphangitis and axillary 
adenitis complicating a paronychia (hemolytic streptococcal 
infection) was given 18 g.in 48 hours. The lymphangitis and 
lymphadenitis disappeared within 36 hours, his pulse-rate and 
temperature subsided to normal and he felt better. The 
finger nail was not removed. 


No toxic effects were seen, and complaints of nausea 


.and depression were uncommon, but 3 patients became 


very blue. 

This paper, however, is concerned mainly with the 
local effects of these preparations, and it is not proposed 
to waste space in discussing marfanil prontalbin because 
while it gave good results those obtained with marfanil 
were still better, and it is likely that the beneficial effects 
of the mixture were due to the marfanil rather than the 
prontalbin..- 


Marfanil was used in 22 cases, and in all the drug was 
only locally applied because we wished especially to test 
its efficiency in purulent wounds without having the 
result influenced by anything given by mouth. It was 
applied in powder form directly to the wound, after 
preliminary cleansing with sterile saline. Then some 
non-adherent dressing such as soft paraffin gauze was 
applied, and this procedure was repeated every third or 
fourth day, but.in fractures the applications were made 
when the plasters were chan ye (2—4 weeks). The 
amounts used at a time varied between 5 and 15 g.. 
depending on the sizes of the wounds. The types of 
cases treated were as follows : 


10 fleshy wounds (superficial extent 2-20 sq. as 
3 compound fractures of tibia. 
1 penetrating wound of knee (fractures femur and tibia). ` 
1 septic amputation stump (thigh). 
4 burns (petrol). 
_ 3 ulcers following cellulitis. 


All ‘were battle casualties except the last 73 the time 
since wounding in the former ranged between 21 and 96 
days and in the latter 12 to 60 days. In all except 3- 
cases the general condition of the patients was good, 
but all the wounds were more or less purulent. Most of 
the patients had passed through 3-8 other medical units 
before their admission under our care, and previous 
local treatments included dressing with sulphathiazole, 
eusol, flavines, bipp, &c., and in a few physiotherapy 
in the form of ultraviolet and infrared radiations. Two 
of the series had been treated by, us with marfanil 
prontalbin. 

As regards the burns cases it was found that marfanil 
was less efficient than triple-dye-soap ? in treating first 
and second degree burns, possibly because no true 
coagulum was formed, and the advantage of being able 
to leave treated areas uncovered was therefore lacking. 
The freedom from dressings in cases treated with triple- 
dye-soap undoubtedly favours healing and ‘early mare 7 
tion of function by active remedial exercises—e'g., 
burns of the extremities. In deeper septic puree 
marfanil has advantages because it clears up infection 
more rapidly and so provides surfaces suitable for skin- 
grafting at an earlier date. This effect is now being 
studied in cases not included in this review as the treat- 
ment is incomplete. In 2 of the burns blisters appeared ` 
on the marfanil treated areas—the only examples of - 
irritation seen in the whole series, and they were not 
scrious. 

Of the remaining 18 cases, in 9 there was a well-marked 
diminution in theamountof discharge after theinstitution 
of marfanil treatment and in 3 others an increase in 
the amount. All the wounds assumed a healthier 
appearance, and none showed epithelial destruction or 
exuberant granulations. Healing was almost certainly 
hastened in at least 12 cases, and in 6 (12-48 days old) 
the lesions were healed within 11-18 days of commencing 
treatment. One case was prepared for skin-grafting’ 
in 8 days, having been cleared of a previously resistant 
hemolytic staphylococcal infection within that time. 


2. Robinson, C. N. Lancet, 1943, ii, 351. 


improvement. 


628 THE LANCET] COLONEL MITCHELL AND OTHERS: MARFANIL AND MARFANIL PRONTALBIN [may 13, 1944 


- Regular bacteriological examinations were carried out, 


usually every fourth day (except in cases splinted in 
plaster), but it must be admitted that strict correlation 
witb clinical findings was not always possible. A healing 
wound sometimes provided material which produced 
prolific organismal growths (especially B. proteus), so 
that if one had seen only laboratory reports one might 
have imagined the condition was static or deteriorating. 
Strict precautions were adopted against secondary and 


cross-infection, and all the loops and swabs were collected _ 


and cultured by the same skilled technician, but con- 


- secutive reports occasionally revealed a disconcerting 


change of flora. Such occurrences are known to all who 
have studied wound infections, and indicate the para-. 
mount importance of studying the actual wounds if 
erroneous conclusions about the efficacy or otherwise of 
any particular local treatment are to be avoided. 


BACTERIOLOGY 


The flora of the wounds before treatment was as 


follows :— : 
3 were infected with staphylococci only. 


various combinations of staphylococci, 
streptococci, B. coli, B. proteus, 
B. pyocyaneus and diphtheroids. 


Owing to military circumstances beyond our control 
some of the patients had to be transferred elsewhere 
while their wounds were still unhealed. It is therefore 
impossible to give complete bacteriological results, but 
sufficient information was collected to justify the follow- 
ing observations. As the wounds progressed towards 
complete healing the more highly ‘pathogenic cocci dis- 
appeared in most cases and were replaced by such 


2 y z » streptococci only. 
4 5, 5 „ staphylococci and streptococci. 
3 9 9 29 B. pyocyaneus only. 

2 s» 0» » B. proteus only. 

8 


organisms as B. proteus and diphtheroids. In one case 


hemolytic streptococci and staphylococci disappeared 
from infected ulcers in 4 days; and in another hemolytic 
staphylococci were eliminated within 8 days. Strepto- 


cocci usually proved more susceptible than staphylococci,- 


but in one case streptococci and in another case 
staphylococci appeared in wounds previously free of these 
infections during the course of treatment. In six cases 
no growth was obtained on culture after 1-3 applications 
of marfanil, and the interesting fact emerged that this 
sometimes happened even when organisms such as B. 
proteus and B. pyocyaneus were present. Normally these 
organisms are resistant to most local applications, and 
in large series of wounds we have found they are seldom 
eliminated by any of the commonly used local agents, 
although we have some evidence that diflavine ? (2:7- 
diaminoacridine monohydrochloride) and 5-aminoacri- 
dine are active against B. pyocyaneus. 


ILLUSTRATIVE CASES 


CasE 1.—A medical officer suffering from a large (10 in. x 5 
in.), very heavily infected bomb wound of the left thigh, knee 
and leg, with comminution of the lower femur, complete loss 
of the medial femoral condyle and comminution of the tibial 
condyles, was placed on marfanil treatment 8 weeks after 
wounding. Amputation had been advised and refused twice 
by the patient. Before and during marfanil treatment the 
damaged limb was supported by the combined plaster and 
Thomas splint method ; before treatment began his tempera- 
ture and pulse-rate had been consistently elevated, from 
100° to 102:8° F. and 110 to 130 per min. After the first 
marfanil treatment, when 10 g. powder was inserted into the 
wound, his temperature dropped to normal within 36 hours 
and his pulse to 100. Five days later the wound was re- 
dressed, 15 g. marfanil being employed, and it was noted that 
the discharge was much.less and the wound looked so much 
healthier that a partial secondary suture was performed. 
His temperature remained down for a week until he developed 
a metastatic abscess on the outer side of the left ankle which 
had to be opened. At the same time another 10 g. marfanil 
was inserted into the main wound, and at this time several 
who had seen it previously were much impressed by the local 
The discharge was much less, the granulations 
healthy, and the secondary suture had held. The improved 
local condition was accompanied by definite general improve- 


~ 3. Mitchell, G. A. G. and Buttle, G. A. H. Ibid, p. 287. - 
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ment, but the destruction of bone and joint is so severe that 
amputation is still considered advisable, and will be carried 
out if the patient changes his mind. Cultures at the com- 


mencement of treatment gave streptococci and B. proteus. 
Now they give B. proteus only. s 
Case 2.—An officer was admitted with three septic sores, 


each about 2 in. square, which had persisted and extended 
despite 7 weeks’ treatment elsewhere with a variety of agants. 


After 4 days’ marfanil treatment the ulcers were clean and 
healthy, whoreas previously they were purulent and unhealthy. 
Cultures before treatment shawed that all were infected with 
hemolytic staphylococci and streptococci, but swabs and . 


loops taken 4 and 8 days later gave no growth of any kind. 
Healing took place rapidly and was complete within 15 days 
when the’ patient was discharged to duty. 

CasE 3.—An NCO with a fleshy bomb wound of the calf 
still had .an unhealed area 16 sq. in. in extent 13 weeks after 
wounding, and the granulations looked indolent and unhealthy. 
At this time the infecting organisms were hemolytic and 
non-hemolytic, Staph. aureus and diphtheroids. He had 
been treated previously with various agents, including sulph- 
anilamide and sulphathiazole, and an unsuccessful attempt 
at pinch-grafting had been made elsewhere 17 days after 
wounding. Marfanil powder was first used as a dressing at 
the 13th week and improvement was rapid. The discharge 
progressively diminished and hemolytic Staph. aureus and 


_ diphtheroids.disappeared. The non-hemolytic Staph. aureus 


persisted, but its presence did not interfere with healing, and’ 
17 days after the institution of marfanil treatment, when the 


patient had to be transferred, the raw area was smaller than 


a@ sixpence. 

CASE 4.—A private was admitted 35 days after woundmg 
with an unhealed shell wound (2 in. x # in.) on the front of 
the ankle. He had been treated with sulphanilamide and 
soft paraffin dressings, and the wound looked indolent and 
gave a free growth of diphtheroids. After 8 days’ marfanil 


treatment no growth could be obtained on culture, and the 
‘wound was completely healed in 14 days. 
f DISCUSSION 
Wound infection is the greatest single problem in war 
surgery, and despite the discovery of powerful new 


agents it still. awaits full solution. It is possible, even 
probable, that the present tendency to concentrate on 
antišeptic or bacteriostatic agents applied locally, or 
given by mouth, intramuscularly or intravenously, will 
ultimately be discarded in favour of methods designed to 
increase the local and general natural anti-infective and 
repair mechanisms. Obviously this would be the most 
rational procedure, only we are handicapped by in- 
adequate and sometimes contradictory knowledge of 
these vital processes. 

Since penicillin will not be available in really large 
amounts for some time, many of the wounded in this war 
will have to be treated by other less efficient substances. 
Among these marfanil, or some similar compound, 
deserves a place for the following reasons. Clinical use 
has confirmed in vitro tests showing it is active in the 
presence of.pus, and has also shown that it will some- 
times inhibit the growth in wounds of gram-negative 
organisms which have proved resistant to other local 
applications. It is almost unirritating, apparently no 
more toxic than sulphanilamide, and does not destroy 
epithelium or prevent its growth, while its success in 
controlling infection hastens healing. No other sub- 
stances known to us, except penicillin and certain com- 
pounds containing penicillin not yet described, have been 
so uniformly successful in controlling or eliminating 
wound infection. The figures given bear this out and 
show that in 50% of the patients treated there was very 


definite local improvement, while altogether about 70% 
showed some improvement when marfanil treatment was _ 


instituted. Those who have had experience in treating 
large numbers of infected wounds will realise how favour- 
able are these results. One indicator of the efficacy of 
marfanil was the fact that in a third of the cases no 
growth could be obtained on cultures after 4-12 days’ 
treatment, and these results were obtained in purulent 
wounds not normally influenced by local chemotherapy. 
Not only was healing, hastened but more important still 


the patients were spared the evil effects produced by 


chronic sepsis and toxzemia on vital organs. 
At present marfanil is only available in very limited 
amounts, and it has been impossible so far to. test it in 
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solution for irrigating wounds. The fact that it is 
readily soluble in water enhances its potentialities in this 
respect, but also limits its period of local activity. This 
‘latter disadvantage may be overcome if it is tound 
possible to add, for example, a succinyl group to the 
molecule. 
and the resulting succinyl sulphathiazole has been suc- 
cessfully used for the treatment of septic wounds. 


A CONCLUSIONS 


- Of the many substances we have tested in the treat- 
ment of infected wounds penicillin alone has given better 
results than marfanil. - At present for technical reasons 
- it may prove easier to produce marfanil in much larger 

amounts t penicillin, and thus, even although the 

- former is less effective, further investigation of marfanil 
is indicated. It is possible also that penicillin used in 
conjunction with marfanil may give better results than 
when it is mixed with sulphanilamide or sulphathiazole. 
i We desiro to thank Colonel L. A. J. Graham for permission 

to publish this report; Colonel J. S. K. Boyd and Lieut.- 

Colonels G. A. H. Buttle and R. J. V. Pulvertaft for help and 

advice, and for providing the materials used in this investiga- 
tion ; Major R. D. Mackenzie and Sgt. Wilson for laboratory 
. investigations ; and the theatre and ward staffs of 42 General 
Hospital for their coöperation. 


TWO CASES OF LEPROSY IN LONDON 


HENRY HABER, M D PRAGUE 
MEDICAL OFFICER AT THE LONDON LOCK HOSPITAL - 


Two cases of leprosy have recently been diagnosed at 
our hospital within a short time. i 


| CASE-RECORDS . | 
‘Case 1.—A Cypriot, aged 27, who came to England in 


1936, said that nodules appeared on his forehead in 1939- 


but then there were no other signs or symptoms. In 1940 
he had three months’ treatment for syphilis and in October, 
1941, he was transferred to us from St. John’s Hospital 
for Diseases of the Skin with a positive Wassermann reaction’ 
(WR) and an extensive serpiginous syphilide on chest and 
back. Small nodules were also present in congested areas on 
the face, and these at first were diagnosed as acne rosacea. 
The patient was given four complete courses of neoarsaphen- 
amine and bismuth but though the syphilitic rash disappeared 
after the first course, the WR remained strongly positive. 
The cerebrospinal fluid showed no abnormality. 

When during treatment further nodules appeared on tho 
face and erythema on the chest, leprosy was suspected and 
this diagnosis was confirmed when a nasal smear for Hansen’s 
bacilli was found positive. There are grouped nodules, 
reddish in hue, shiny and firm to the touch, distributed over 
the supraorbital region, the nose, ears, cheeks, lips and chin. 
Otherwise the skin of the face is normal, but in hot weather, 
or when heated by a fire, it is apt to flush. Though there 
is alopecia of the outer eyebrows and eyelashes, the scalp 
is free from any manifestations. On the chest there is a 

vivid erythema, map-like and irregular. The extensor 
surface of both forearms shows brown follicularly arranged 
nodules, some solitary, others coalescing to form larger lesions. 
The inguinal and vertical femoral glands are much enlarged, 
and both ulnar nerves behind the olecranon process are 
thickened. The patient first noticed bleeding from the nose 
in 1940, but has had no attacks since then.; no areas of anzs- 


thesia have been detected on the body. Dr. J. E. M, Wigley 


confirmed the diagnosis of leprosy and demonstrated the case 
‘to the dermatological section of the Royal Society of Medicine 
(Nov. 18, 1943). l l ° 
A nodule excised from the forearm was fixed in formalin 
and stained with hematoxylin and eosin. The epidermis 
was atrophic with its papillary-peg formation partly obliter- 
ated, and there was perifollicular and periglandular acellular 
infiltration in the upper and lower parts of the corium, the 
arrangement being of the sarcoid type; the nodules were 
separated by what seemed to be normal connective tissue. 
The cellular infiltration consisted of epithelioid and con- 
~ nective-tissue cells. There was an abundance of clear cells, 
the so-called lepra cells of Virchow. Sections stained by 
Ziehl-Neelsen revealed many acid-fast bacilli of Hansen. 
CasE 2.—A 33-year-old Cypriot, who came to England in 


1939, -had suffered from syphilis 12 years- before. In 1940 
a slightly itching rash appeared on the hands and feet, and 
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This was done in the case of sulphathiazole, 


- pheral nerves. 
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' in 1941 similar lesions developed on the chest and trunk, and 


later on the face. Six months later areas of anzsthesia were . 
discovered on the hands and ankles, and on the left temple. 
Bleeding of the nose began two years after the first symptoms, 


. and after another year weakness of the hands compelled the 


ae to give up work. A sloughing ulcer developed on the 
left leg. at, . a 

Now, three years after the first symptoms, the whole face 
is reddened and desquamates slightly. The forehead, nose 
and cheeks (the ears are only slightly involved) show large 
numbers of red-brown nodules with a scaly surface; the 
general appearance of the face is very much like that of 
rosacea. There is almost total alopecia of the eyebrows and 
eyelashes. The abdomen is covered with a big patch of 
macular rash, light brown in colour and desquamating | 
slightly. This rash also occurs on the lower part of the chest, 
but here there'are sharply defined discoid and elliptical lesions. 
Except for a small gap between the shoulder-blades the rash 
completely covers the back. The glands of the groin are 
enlarged. There are large numbers of nodules, irregular in 
shape, on the forearms, and the hands themselves are acro- 
cyanotic, with atrophy of the skin; both ulnar nerves show 
thickening ; on the left leg there is a large irregular sloughing 
ulcer surrounded by small ones, the adjacent skin being 
chronically inflamed as in varicose ulceration; the feet are 
cyanotic; the nails show slight dystrophy. Anzsthesia has 
developed in the following places: both temples, forehead, 
dorsum of both hands, extensor surface of the forearms, 
ankles, both legs (in patches) and one of the macules of the 
chest. The WR was negative. A nasal smear stained with 
Ziehl-Neelsen showed Hansen’s bacilli. 

Two pieces of tissue were excised—one nodule of the fore- 
arm and a part of the macular lesion. These were fixed in 
formalin and stained with hematoxylin and eosin. Both 
showed an atrophic epidermis with its pegs flattened from 
compression of the underlying granuloma, consisting of the 
same elements as in case 1; and both sections showed Hansen’s 
bacilli, though these were less numerous in the macular lesion. 

Case 1 presents a typical nodular leprosy, while case 2 
is of mixed type. 

Pardo-Castello and Tiant (1943) state that the hista- 
mine test is of great value in the diagnosis of anzsthetic 
lesions due to leprous neuritis; a normal reaction 
excludes Jeprosy. | f 

-The test consists in intradermal injection of 1 in 1000 


. solution of histamine phosphate, the reaction being an 


immediate purpuric spot at the site of the injection followed 
by an erythematous areola and finally by a central weal- 
(Lewis 1927). This triple reaction of Lewis seems tò be due 


. to direct neurovascular stimulation by histamine and probably 


to its liberation by' way of the axon reflex, this reaction 
depending on the integrity of the sensory fibres of the peri- 
When a peripheral nerve degenerates, the 
triple reaction does not occur arid only the central weal 
develops ; but in diseases of the spinal cord the axon reflex 
remains unaffected for an indefinite time and the histamine 
test is normal. The test is therefore useful in the diagnosis of 
leprosy. : i 
In both our cases histamine tests gave positive re- 
actions. In case 1 (the nodular type) the reaction was 
obtained when no anesthetic symptoms had developed, 


though this is. perhaps not surprising considering the 


already manifest involvement of the ulnar nerves. 
Probably neuritis was in progress before anszsthetic 
symptoms developed, and this case too may be regarded 
as of mixed type. | 
| CONCLUSIONS l 
Both patients had syphilis in their history. The WR 
was negative in case 2. In case 1 it remained strongly 
positive despite several arsenical courses, though it was 
negative in the cerebrospinal fluid and there was no 
clinical evidence of neurosyphilis. The question whether 
the continuance of a positive WR in this patient was due 
to seroresistant syphilis or not is difficult to decide. 
Cumming et al. (1935) state that 50-70% of a certain type 
of nodular leprosy show a false positive WR. no S 
Both patients had Hansen’s bacilli in their nasal 
secretions. They live in humble circumstances in an ~ 
overcrowded district, and the risks of their spreading 
the disease are appalling in their implications. As in 
this country leprosy is not yet a notifiable disease. they 
cannot legally be isolated. - Revision of the law on this 
point appears to be overdue. | a, 
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The fact that both patients came from Cyprus has led 


me to test the nasa] smears of all Cypriots attending our 
- clinics. No other case of leprosy has yet been discovered, 
but I am continuing with this precaution. 


I am indebted to Mr. J. Johnston Abraham for permission 


to record the cases. 
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NOMENCLATURE OF MALNUTRITION 


Lucius NaCHOLLS, M D CAMB 
DIRECTOR OF THE BACTERIOLOGICAL AND PASTEUR INSTITUTES, 
CEYLON 


THERE is usually only one causal organism in each 
infectious disease, and hence such diseases as typhoid, 
tuberculosis and malaria are easily recognised. as entities. 
But for diseases due to dietary deficiencies the matter is 
far more complicated, because (1) poor diets are always 
deficient in more respects than one, and (2) individual 
reactions to deficiencies are very variable. 

. The state of affairs in two groups of malnourished 
persons will exemplify this. 


DEFICIENCY AMONG PRISONERS 


In a prison of more than 1000 inmates 55% had 
. _ phrynoderma, about 30 % complained of night-blindness, 
and there were 17 cases of keratomalacia. Sore mouth 
: occurred in 18% and scrotal dermatitis in 16%, but 
only 44% with scrotal dermatitis also had sore mouth. 
A high percentage of the prisoners complained of symp- 
toms indicating neuritis, and some showed definite 
signs, A physician who examined them made tentative 
diagnoses of neuritis, poliomyelitis, ataxia and beriberi, 
which shows how variable the signs were. 

In the prison some inmates had no definite’ signs of 
deficiency ; others had signs of deficiency of one vitamin 
only, though not the same one in all cases ; while others 
again had signs of more than one deficiency. Yet all 
partook of the same curry and rice diet and the cooking 
and serving of the diet precluded preferential treatment, 
except for the few working in the kitchens. 'The length 

-of time they had been in the gaol showed that the 
incidence of the signs increased after the first month’s 
imprisonment ; but there was no indication of why the 
signs varied. ` Tt is reasonable to conclude that all the 
_ prisoners were in a state of multiple vitamin deficiency. 


DEFICIENCY IN CHILDREN 


Under war conditions in Ceylon wages have gone up, 
the cost of living has increased and rationing has been 
introduced. Many persons have prospered, others have 
not, and among the latter are a number of indigents who 
are definitely poorer, and whose children show mal- 
nutrition. 

Excluding all patients with infections such as pneu- 
monia (whether they were malnourished or not), 30 
consecutive cases of malnutrition were studied in the 
Colombo children’s hospital. The following are the 
salient signs in 10 of these : 

1.—Boy aged 2. Emaciated, cedema of legs, pigmented 
conjunctive, Bitot’s spots, xerophthalmia. 

- 2.—Boy aged 14. Apathetic, emaciated, angular stoma- 
titis. 
 3.—Girl aged 24. Apathetic, emaciated, xerophthalmia, 
. diarrhæœæa, scabies. 
- 4.—Girl aged 2. Yery emaciated, spongy gums (biceding), 
early keratomalacia, 
5.—Boy aged 2. Slight æœdema, diarrhæa. 
6.—Boy agod 1. Œdema, angular stomatitis, glossitis, 
xerophthalmia, dermatitis of crazy-pavement type. 
7.—Girl aged 24. Emaciation, apathy, corneal opacities 
from keratomalacia. 
8.—Boy aged 3. Phrynoderma, slight oedema, blind from 
keratomalacia. 
9.—Girl aged 2 7/12. Emaciated, diarrhea. 
10.—Boy aged 2 4/12. Emaciated, dying with terminal 
diarrhea, 
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continued for this purpose. 
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An analysis of the signs of malnutnee found in these 


' 30 children.is as follows: 


Skin es Eyes 
Phrynoderma . 1 i Xeropht halmia ‘ 7 
Dry skin with “mosaic , Pigmented conjunctive 6 
over tibiæ ‘4 Bitot’s spots 35 s 2 
Crazy pavement 1 _ Corneal opacities 2 
œŒdema 6 `. Keratomalacia .. 2 
Mouth ` General symptoms 
Angular Oma -- 10 Apathy 8 
Eroded tongue . a 3 Initability 4 
Spongy gums .. sé 2 . Diarrhea 5 


Many of the children had anæmia but there were no 
advanced cases among them. Symptoms are difficult 
to determine in children, but several had photophobia, 
sometimes apparently accompanied by lacrimation. 
Neuritis probably occurred in mild form, for examination 
of the spinal cords and nerves of children dying of types 


‘of malnutrition similar to those considered here has 


shown myelin degeneration of nerves and cord which 
may be described as subacute. ; 

It is strange that only one child had phrynoderma, 
because this eruption, which declined. in prevalence 
during the first two years of the war, has again become 
prevalent among the children at free schools. 

The most noteworthy change in the diets of the labour- 
ing classes since Japan entered the war has been a great 
shortage of rice and its replacement by white flour of 
about 72% extraction, and to a smaller extent by whole 
wheat. Thus.the children of the more indigent are 
receiving overmilled cereals, eked out with manioc, and 
very little else. The rices previously in use were par- 
boiled and thése have higher nutritional values than 
overmilled white flour. 


NOMENCLATURE 


Many names have been given to more or less indefinite 
types of malnutrition, especially those seen in children. 
Barlow’s disease was the first, and later examples are 
pseudo-pellagra, infantile pellagra, mandama, kwashi- 
orkor, culebrilla, Gillan’s cedema, pellagroid beriberi. 


It is doubtful, however, whether such names are an aid 


to accurate comprehension, or whether types of mal- 
nutrition can be rigidly categorised. 

A great disadvantage of the absence of a satisfactory 
nomenclature is that vital statistics are silent on many 
deaths of nutritional origin, and these are attributed to 
some terminal condition such as bronchopneumonia, 
dysentery or skin sepsis. 

To be valuable terminology must be elastic; and 
perhaps the use of letters in naming vitamins should be 
Thus in cases where the 
signs indicate a deficiency of vitamins A and C, or 
vitamins D and B,, they would be referred to as AC 
deficiency and DB, deficiency. - 
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Astwood’s recent demonstration of the effect of 
thiourea in relieving many of the symptoms of thyro- 
toxicosis is likely to lead to the wide therapeutic employ- 
ment of this and allied substances. There is still great. 
uncertainty as to, their fate in the human body and their 
mode of action. An investigation of the pharmacology 
of thiourea was therefore undertaken. 

Werner’s (1912) observations on the chemical reac- 
tions of thiourea were repeated and confirmed. They 
suggested (1) a technique for estimating the excretion 
of thiourea in the urine, and (2) the possible mode of 
action of drugs of this nature. 


ESTIMATION OF THIOUREA IN URINE 
Storch (1890) showed that when nitrous acid or other 
oxidising agent is added to an acid solution of thiourea, 
the feeble base HN : O(NH,).S.S.(NH,).0:NH, later named 
formamidine disulphide (Fichter and Wenk 1912), is 


1. Nicholls, L. Indian med. Gaz. 1935, 70, 550. 


-_ 


proportions of the two compounds. 
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produced. Werner pointed out that this base is formed 
only when a. strong acid ioniser is present, that indeed 
when . nitrous acid and thiourea interact in aqueous 
solution in the presence of a weak acid, thiocyanic acid 
is directly produced according to the equation : ; 
CSN,H, -$ HNO, = HSCN + N, + 2H,0. 
The change thus takes place between equal molecular 
s. He showed also 
that though formamidine disulphide is formed when 
nitrous acid and thiourga interact in aqueous solution 
in the presence of a strong acid, this substance is further 
decomposed with formation of thiocyanic acid. In this 
case, two molecular proportions of nitrous acid to one of 
thiourea are required to complete the change. He 


further pointed out that the yield of thiocyanic acid is 


somewhat less than the theoretical (about 85%) because 


in the reaction a portion is oxidised to hydrogen ee . 


On the basis ofthese observations, we have develope 
a: test fot thiourea in urine, which depends upon the 
production of the characteristic red „coloration due to 
ferric thiocyanate when the urine is treated with an 
acid, sodium nitrite, and ferric chloride. Hydrochloric 
acid was found to be the most suitable acid, giving the 
maximum consistent yield of ferric ‘thiocyanate under 
the quantitative conditions specified below. 

Performance of the test.—A fresh specimen of urine is diluted 
four times with water. 10 ml. is pipetted into a 100 ml. 
conical flask. 0-5 ml. of concentrated hydrochloric acid is 
added followed by 1-0 ml. of 20% sodium nitrite. An im- 
mediate transient brownish colour is produced, followed by 
the evolution of nitrogen peroxide and nitrogen. The 
reaction is allowed to continue for 30 minutes, by which time 
the effervescence has largely subsided. 1-0 ml. of 15% ferric 


perchloride is then added and the resulting red colour of ` 
` ferric thiocyanate is measured in a colorimeter using a green: 


filter. In the present investigation, estimations were made 
with a Hilger-Spekker photometer using a filter transmitting 
light between 4900 and 5950 A. A visual colorimeter also 
gives good results. Standard solutions containing 5, 10, 20 
and 30 mg. of thiourea per 100 c.cm. are used for constructing 
& calibration curve. | | 

_ There are several reasons for diluting the urine. With. 
some undiluted urines a yellow tint may develop which 


THE FIGURES GIVEN IN THE TABLE ABE OPTICAL DENSITIES 
AS MEASURED ON THE HILGER PHOTOMETER WITH GREEN 


FILTER 
Concentration Solvent 
. of thiourea , 
mg. per 100c.cm.| Water _ Undiluted urine Diluted urine 
50 1-6 1:45 | 1:65 
25 1:05 0:9 1-1: 
10 0-72 0-7 | 0-7 


interferes with the colorimetric estimation. Another 
and more important reason is that certain normal con- 


stituents of urine (urea in concentrations over 2:5 mg. 


per 100 c.cm. creatinine, and phosphates) interfere 
markedly with the reaction. The importance of dilution 
is illustrated in the table. 

-As already mentioned, the recovery of thiocyanate 


from a standard solution of thiourea in water or in- 


dilute urine is less than the theoretical, presumably 
because of further oxidation of a small amount of 
thiocyanic acid by nitrous acid. Nevertheless, with a 
standardised technique, comparable results can be 
obtained. 3 ; 


’ OBSERVATIONS OF EXCRETION IN MAN 


Several experiments on the excretion of thiourea have 
been carried out, of which. the following is a typical 
example. , 7 i 
- One gramme of thiourea was administered. to a fasting 
patient, in- bed under ordinary hospital conditions. The 
urine was collected at igtervals and the thiourea content 
estimated by the above technique. As will be seen from the 
chart, excretion is rapid, thiourea appearing in the urine 
within one hour. By ten hours 75% of the dose had been 
excreted, and by twenty-four hours 96%. E 

It is clear from these and other observations that 


thiourea is rapidly absorbed from the intestine and 


quickly. excreted unchanged in the urine. Attempts to 
estimate exactly the amount in the blood by the employ- 
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ment of the method described above, after precipitation 
of the proteins by various reagents, have so far failed. 
But by precipitation with alcohol and subsequent 
evaporation of the filtrate, it can be detected in serum — 
when the concentration is over 56 mg. per 100 c.cm. 
Blood and serum taken from patients at various intervals 
after oral administration of as much as 2 g. thiourea © 

have beer never found to contain the drug by this test. 
It can easily be shown that thiourea is very diffusible 
and dialyses rapidly through pyroxylin from a solution 
in serum. It may safely be concluded therefore that 


after absorption it is quickly and widely distributed in 
the tissue fluids, and that, like many other drugs, it is 
excreted rapidly in the urine. 
| MODE OF ACTION OF THIOURBA 
It has been made clear by the researches of Astwood 
and his collaborators that thiourea does not act by 
the body tissues, 


neutralising the action of thyroxine in 
but. that in some 
way or other it in- 1000 

terferes with the 


synthesis of the a . TOTAL 


thyroid hormone. a EXCRETION . 
They reject the idea S. OF THIOUREA 
that iodine defi- q 

ciency is respon- Ñ 600 

sible for this. They È 

noted, it is true, 

that the thyroid Ñ 400 

hyperplasia caused. X 

in rats by adding N 

thiourea to the ^` 200 A IN URINE 


drinking-water is - ig 


slightly inhibited 

by adding potas- 0 
sium ‘iodide at the l 
same time, but they - 

doubted whether the large doses of iodide used in their 
experiments exerted any. specific effect on the thyroid. 
They f for example, that 0:1% potassium 


ound, 
iodide added to drinking-water containing .1% thiourea 
did not affect the thyroid response to the drug. They 
concluded that ‘‘ iodine deficiency is a highly unlikely 
factor in the genesis of this form of goitre.” - 

It is doubtful if such a conclusion is justified. It is 
fairly obvious that the histological changes seen in the 
rat’s thyroid under the influence of thiourea are essenti- 
ally the same as those’ produced by restricting the iodine 
supply. The difficulty in accepting a similar explana- 
tion for the action of thiourea appears to lie in the fact 
that several thousand times the minimal daily requirement 
of iodine (administered as iodide) has no inhibitory 
effect on the thyroid enlargement. The difficulty: is 
perhaps not a real one, for two reasons. f 

(1) The bulk of iodide ingested is excreted quite 
rapidly in the urine. Only a portion of it is fixed by 
the thyroid gland, and the active compound is not 
formed for many hours. It is clear from Harington’s 
work that tyrosine is the parent amino-acid from which 
thyroxine is ultimately derived. So long as iodine is 
present in the body as iodide it cannot interact with 
tyrosine to form diiodotyrosine, which is both the 
precursor of the active principle and a constituent of’ 
the storage protein. The iodide in the gland must be . 
oxidised, presumably by enzyme action, to form iodine, 
which is then available for combination with tyrosine. 

(2) Thiourea has a peculiar chemical affinity for 
iodine. If, for example, the drug in powder form is’ 
added to a solution of iodine in hexane, the violet colour 
is immediately discharged. Interaction in water takes 
place just as readily with the formation of the hydriodide 
of formamidine disulphide according to the equation : 
| 2CSN, H, + 1, — C,S,N,H,. 2HI. sh 
The reaction is reversible in concentrations of thiourea 
above 0:04% (Werner), but, even in: the presence of 
alkali iodide, is stable at all concentrations below 0:02%, 
a much higher concentration than, as we have seen, can 
be obtained in the tissues. The above equation shows 
that 1 mg.. of thiourea will combine with 1-63 mg. of 
iodine. l i i: 

It seems reasonable, therefore, to assume that the 
continuous presence of thiourea in the thyroid gland will 
at once bind any iodine liberated for the building up of 
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diiodotyrosine and thus interfere with the 
the thyroid hormone. \ 

>- SUMMARY 

(1) A method for the estimation of thiourea in urine 
is described. | 
= (2) After oral administration, thiourea is widely 

distributed through the tissue fluids and is rapidly 
excreted unchanged in the urine. : 

(3) It is suggested that the mode of action of thiourea 
may lie in its peculiar power to combine with iodine and 
form formamidine disulphide hydriodide, thus prevent- 
ing the synthesis of diiodotyrosine and so of thyroxine. 

Our thanks are due to Organon Ltd., for a supply of 
thiourea. | 


synthesis of 
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Reviews of Books 


Sane Psychology 
R. J. S. MCDOWALL, MD, D SC EDIN., professor of physio- 
_ logy in the University of London at King’s College. 

_ (Murray. Pp. 275. 9s.) 

Ir is generally conceded that the doctor needs to know 
about human nature, and it follows that the medical 
student cannot much longer be expected to draw in this 
knowledge with the air he breathes. Some teaching of 
psychology there must be, and the difficulty is to decide 
who shall give it and when. If it could be allied: with 
physiology, not only ‘temporally but in spirit and 
substance, this would be a gain, as long as there was no 
attempt at premature fusion or surrender of independent 
territory. Professor McDowall shows, in this ‘‘ bio- 
logical introduction to psychology,” that the subject 
can be presented so that it would be complementary to 
physiology, and that the teaching of both might even be 
carried out by the same man. It is possible to point 
to passages in the book which betray the amateur and 
to believe that psychology is best taught by experts in 
psychology, while recognising that this is a better intro- 

uction for the medical student than many a book of 

impeccable authority. Its chief defect lies in the mode 
of exposition. The reader is persuaded to draw specific 
conclusions from familiar facts of which he is gently 
reminded : he is not told of experiments and instructed 
about methods and evidence. What has been called 
dynamic psychology or psychobiology occupies perhaps 
too much of the stage; the future doctor will need to 
learn also about the many developments of modern 
psychology which are here barely alluded to. But 
a sensible easily read book about some aspects of psy- 
chology is always welcome, and when written by a 
professor of physiology is a sign and a portent. 
' Introduction to Medical Mycology 

(2nded.) GEoRGE M. Lewis, MD; Mary E. HOPPER, Ms. 

(Year Book Publishers; H. K. Lewis. Pp. 342. 41s.) 

Tus work is divided into two main sections—clinical 
‘and laboratory—and the greater part is of dermatological 
interest; but the sections on mycotic -infections of 
. deeper structures should appeal to the general physician. 

The writers have handled much clinical and laboratory 
material, and therefore write with authority. Their 
observations on the trichophytin test help to clear up 
many issues. They lay down some criteria on the 
subject of dermatophytids : that the primary focus must 
contain pathogenic fungi; that the trichophytin test 
must be positive ; that fungi must not be present in the 
secondary rash; and that the rash must disappear 
spontaneously on eradication of the primary focus. 
Strict application of these standards would do away with 
much current loose diagnosis, especially where the 
dysidrotic type of lesions of the hands is concerned. A 
. plea is made for an accurate determination by culture 
of the fungus present in cases of ringworm between the 
toes, especially as the prognosis is so different in the two 
‘main types of cases. Those caused by Trichophyton 


e 


gypseum yield readily to treatment, while those caused 
by T. purpureum are extremely resistant. The much 
publicised camphor and carbolic treatment of foot ring- - 
worm is condemned as highly dangerous. In the 
laboratory section full details are given of all procedures 
and the whole work is crammed with fascinating and 
valuable information. It is besides easy to read and 
beautifully illustrated. : 


Vascular Abnormalities and Tumours of the Spinal 
Cord and its Membranes , oe 
R. WyBuRN-MASON, MD CAMB., MRCP, registrar at the 
National Hospital, Queen Square, London. (Kimpton. 

Pp. 196. 18s.) | 


THE field covered by this monograph is not as wide as 
the title suggests. It deals with those rare vasoular 
abnormalities and vascular tumours which puzzle the 
neurologist and neurosurgeon. The first half contains a 
review of published work, which is related to clinical 
material described in a -series of case-histories in the 
second half. These cases are collected from the archives 
of many, hospitals and fully illustrate the field covered. 
Most of the sections are brief and contain accepted views, 
but those dealing with the vascular abnormalities in. the 
cord associated with congenital heart disease and with 
Lindau’s disease are particularly interesting, especially 
where the problem of the etiology of syringomyelic 
degeneration associated with hemangioblastomag is 
discussed. It is a pity that the author lays so much 
emphasis upon the use of iodised.oil in the diagnosis of 
conditions which are not benefited by surgical treatment, 
since most surgeons are loth to leave iodised oil in the 
theca indefinitely: 


— 


ROYAL ACADEMY OF MEDICINE IN IRELAND 


AT a meeting of the Section of Medicine on Jan. 28 
some observations on Acute Nephritis were reported by 
Dr. ALAN THOMPSON. He reviewed a series of 78 
cases which he had treated in the Richmond Hospital 
during the 15 months from August, 1942, to October, 
1943. In no case was there any. evidence of previous 
renal disease. A®tiologically the cases were divided into 
a streptococcal group of 13 cases (mostly children) in 


: which the disease was relatively mild, and an idiopathic 


group of 65 cases (with a high proportion of middle- 
aged persons) in which it was severe and protracted. 
Acute nephritis in Dublin, he said, has assumed epidemic 
proportions during the past 18 months. Apart from the 
importance’ of exposure and chill, the etiology in the 
second group is obscure, and the age-incidence unusually 
high. The outstanding clinical features of the idio- 

pathic group were: moderate or severe dropsy, often ` 
persistent for weeks ; lassitude, headache and dyspnoga, 
the commonest initial symptoms ; severe hypertension, 
often exceeding 200 mm. Hg, and often associated with 
severe bradycardia ; heavy and persistent albuminuria 
without gross hematuria. Hypertensive attacks and 
retinal lesions were uncommon. Azotemia was usually 
slight, and no true uremic symptoms were observed. 
There were no deaths in this group, but convalescence 
was in most cases delayed for many weeks, and most of 
the patients left hospital with some evidence of active 
disease. He regarded the ultimate outlook for the 
group as very poor, since the acute disease was in most 
instances severe, and many of the patients had already 
reached the age of degenerative cardiovascular disease. 
The undernutrition prevailing in the city might be 
expected to favour the development of hypoproteinzemia 
and chronic dropsy. Treatment included the limitation 
of fluids and salt until diuresis was established, and the 
exclusion of animal protein during the acute hyperten- 
sive phase. Adequate amounts of carbohydrate and 
fat were given from the outset. At the earliest possible 
moment high-grade protein was added to the diet in 
an attempt to avoid undue loss of flesh, to maintain the 
hemoglobin and plasma-protein levels, and to com- 
pensate for the heavy albuminuria. He considered this 
early return to a generous diet in cases still showing 
evidence of active disease to be of the highest importance. 

Traditional methods of treatment, he said, including 

restriction of animal protein, might be expected to 

favour such common sequele as debility, loss of flesh, 

anzemia, and chronic dropsy. . 


\ - 
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THE TREATMENT OF BURNS 

“ How am I going to treat burns?” This is a 
question now in the minds of many of us, and it 
demands a plain answer. But unfortunately the 
experts seem to disagree. Since the middle of 1940 
all. writers on the subject have emphasised the im- 
portance of these injuries in modern warfare, but 
the methods they have recommended have often 
differed fundamentally. We have a choice of coagu- 
lating agents almost without number. Sulphon- 
amides are used externally or internally or both. 
Some hold that a burn should be covered at once and 
left undisturbed for a week or longer; others advise 
that dressings be changed daily or even oftener. 
Elaborate washing techniques, involving the use of 


' baths and envelopes, have been described in detail. 


Some insist on immobilisation ; others say that this 
invites disaster and that movements must begin forth- 
with.. And, although enthusiasts may remain forever 
blind to the imperfections of their own methods, 


there can be no doubt that satisfactory results have 


been achieved with a great many different remedies 
and regimes. The explanation is that men prepared 
to give time and thought to the treatment of these 
cases will generally be more successful than, those 
who blindly follow a routine. 


The surgeon considering what method to- adopt ` 


must first think of the conditions under which he 
will be ‚working. What facilities will there be for 
ensuring asepsis if dressings are frequently. changed 
and the wound frequently exposed ? What personnel 
will be available for carrying out -any elaborate 
technique ? What materials will be at hand, and what 
will be unobtainable ? How much time will he or his 
assistants have to superintend treatment and deter- 
mine progress? Obviously the surgeon in charge 


- of a field surgical unit -and the surgeon in a static . 


base hospital will be facing different problems, and 
the man in a busy general hospital will be differently 
placed from one in charge of a special burns centre. 
In the forward area the aim must be to save life and 
make the patient comfortable, and yet do nothing 
that will seriously interfere with subsequent treat- 
ment by whatever method may be chosen. It is far 
better to carry out simple treatment correctly than 


to attempt something elaborate that does not quite 


come off. 

_ In the early stages death from burns is death from 
shock. In so far as this shock is caused by pain, 
it can be lessened by morphine, given early and as 
often as need be. In so far as it is caused by diminu- 
tion in blood-volume, it can be lessened by transfusion 
of plasma or serum. But, as OGILVIE + ‘points out, 


“ the shock of burns is not a temporary state that can 
be dispelled by the magic of plasma, leaving the 
patient safe for surgery or evacuation. Resuscita- 
tion restores the: circulatory equilibrium but the 
adverse forces continue at work for some time, and 
the patient needs re-resuscitation with more plasma 
at intervals for days, and a constant watch on his 
blood-pressure and hsematocrit readings, lest he slip 
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J. Ogilvic, W. H. Bril. J. Surg. April, 1944, p. 313. 


` its rate is probably influenced by treatment. 


‘into that state from which there is. no recovery. 
Large amounts of plasma are neéded, and in a severe 
case the first 3 pints should be run in in five minutes 
each, if necessary under pressure.” Hight to 12 pints 

in the first forty-eight-‘hours and 30 or more pints in 

the first five days are often required.” 

It is important that the rate and amount of the trans- 
fusion should be decided according to the condition 
of the patient ; to estimate his hæmoglobin when he 
is first seen, and then prescribe a given amount of 
plasma for his subsequent treatment, is an example 
of the art of medicine at its worst. The loss of plasma 
from the circulation is a continuous process, rapid at 
first and sometimes lasting as long as 48 hours, and 
For 
the purpose of directly checking the flow of plasma 
into the burnt areas, the use of pressure dressings 
and plaster casts is increasingly recommended ? ; 
but before applying either of these it is wise to con- 
sider whether the patiént will be under expert. 
surveillance for the next two days, when pain might ~ 
easily develop beneath them.. Evacuation always 
needs care, and in OGILVIn’s opinion cases of severe 
burns stand it worse than any others except ab- 
dominal injuries... When it is risky but unavoidable 
he advises that “the patient should be sent down 


with a plasma drip running.” 3~ 


Though death from shock is the first danger, it is 
not the.last; and the majority of fatalities, from . 
burns are attributable to toxemia and sepsis. From 
the beginning, therefore, it is essential to prevent 
unnecessary infection. In first-aid, if clothing is 
removed, it should be cut away and never pulled. 
across the burnt area; but clothes covering burns 
are often heat-sterilised and may be better left for 
removal in hospital.: The chances of contamination 


' by dirty fingers, or by droplets from the noses and © 


throats of doctors, orderlies and fellow patients, 
must be minimised by covering the lesion at the 
earliest opportunity, and if possible by the masking 
of attendants. As an additional safeguard, 
sulphonamides may be applied locally (with or 
without proflavine) and given by mouth. In 
cases seen late, where infection is already established, 
the surgeon should use methods he already knows 
to be efficacious in the treatment of local infection 
anywhere. A dressing that allows free drainage 
by seeping will be needed whenever frequent 
changes are inexpedient. Immobilisation is likely 
to be as effective for an infected burn as it is for any 
other local infection—and as comforting. In general ' 
the decision whether or not to encourage movement 
in, say, a burn of the hand should be made rationally. 
If pain and reflex muscular spasm are caused by such 


movement, no good can possibly come of persisting 


in the attempt: the tissues are protesting, and will 
respond by further inflammation and exudation 
which will increase the likelihood of later stiffness. 
To continue immobilisation after the inflammatory 


‘process has settled is equally unsound, for it will 


delay functional recovery. Moreover, with deep 
burns the posture of an injured limb will require 
close attention, if permanent deformity is to be 
avoided. Happily, the prospect of such deformity 


2. Barnes, J. M. Brit. med. J. 1943, |, ace Siler, V. E. J. Amer. med, 
Ass. Feb. 19, 1944, p. 4865 B : D. L. EAA Gynec. E 
1944, 78, 125; Ac rani Gers. J. W., Pritchard, J. E. a 
Mills, E. "gS, Ann. Sure 1944: "119, 161 § Lancet, reas 1,619; iol, 

See Lucas, H 


i, 24. .K. Lancet, 1943, ii, 50 3. 
4. Bodenham, D. C. Toia p. 725. 
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developing is much less now that ‘the value of early 


skin-grafting is more widely recognised. It is true 
that no graft will take when applied over sloughs ; 
but it is also true that every day that granulation 
tissue is left exposed and uncovered by epithelium 
increases its thickness and hence the density and sub- 
sequent contracture of the final scar. “ The most 
distressing problem in war burns is the burnt hand,” 
writes OGILviz.’ But he adds that “few burnt 
hands are hopeless if looked after by a surgeon with 
more optimism than sense, one who keeps the posi- 
tion of function, gets the fingers working every day, 
and puts grafts on partly cleaned areas long before the 
experts would approve. 
some movement is a human thing that will improve ; 
a claw covered with a beautiful graft has no future.” 

The following scheme of treatment appears practic- 
able for surgeons working under almost any condi- 
tions :— 


I; Morphine, gr. 4-4, should be given as soon as 
poşsible, with further doses of gr. 4 as necessary to con- 
trol restlessness. Each dose must be recorded. 

2. Plasma or serum drip-transfusion will probably 
Pe needed, the rate being judged by the patient’s blood- 
pressure and general condition. Where hæmoglobin 
estimations are available the aim, during the first 48 


hours, should be to prevent the hemoglobin rising too - 


much (hemoconcentration), rather than.try to reduce 
it to normal levels and keep it there. The patients 
should take as much fluid as possible by mouth, or by 
rectum if necessary. Oxygen may be useful. 

3. In the absence of full surgical facilities, the burn 
should not be cleaned and blisters should be left intact. 
It should be covered with a sterile dressing and firmly 
bandaged.” The dressing should be large enough, and 
must be well secured in case the patient becomes very 
restless. A sulphonamide cream may be spread over 
the burn first, or the dressing itself may be of some special 
greasy variety with a sulphonamide incorporated; but 
a simple dry dressing is suitable provided the materia] 
is of a smooth close mesh which will not adhere closely 
to granulations. 

4. Cleaning of fresh burns should ‘only be undertaken 
when facilities for asepsis are as good as for any 
surgical operation ; and for anything more than a small 
burn an anesthetic is essential. Soap and water is 
satisfactory for cleaning the skin and the burn. So is 
the detergent ‘Cetavion.’ | 

5. If powdered sulphonamides are applied to the 
burn the amount used should be known. The powdered 
drug is rapidly absorbed from a fresh burn and not 
more than 15 grammes should be applied at one time. 
Weighed quantities of sterile powder can be stored, and 
surfaces can be dusted through a small bag made from 
several layers of gauze. If a sulphonamide cream is 
used, little of the drug will be absorbed. 

6. A pressure dressing, if desired,-is made by firm 
bandaging over a thick layer of cotton-wool placed over 
the dressings. Open or closed plaster casts can be 
applied to fresh burns on the limbs provided the limbs 
are elevated and proper supervision can be maintained 
for 2 days. 

7. If the burn is at all large or evidently infected, 
sulphonamides should be given by mouth. If sulphon- 
- amide powder has been applied to the wound, the oral 
dose should be reduced correspondingly.. 

8. The initial dressings over a fresh burn need not be 
disturbed for the first 7-10 days unless pain or discharge 
suggests the need for further examination. 

9. Burns seen late with an established infection must 
be thoroughly cleaned if sulphonamides are to be applied 
locally, for sulphonamides are inactivated by pus and 
tissue breakdown products. e presence of sloughs 
always makes the discharge worse. Some may be cut 
away; otherwise their removal may be expedited by 
leaving them under an occlusive dressing. Some believe 
that frequent moist dressings are effective, but these 
must be done under proper aseptic conditions if multiple 
cross-infection is to be avoided. 


. ARMS AND LEGS 
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10. As soon as reasonably healthy granulation tissue 
appears the aim should be to cover it with a skin graft 
of some kind. 

11. Where there has been a long period of infection 
the blood should be examined. Anæmia may develop 
rapidly in these cases and a transfusion may make all 
the difference to the patient’s progress or response to 
operation. <A good diet, with plenty of protein. is always 
a necessity. . 

It will be noted that no mention is made of tannic 
acid or other coagulants, and to many surgeons this 
may seem strange. But tannic acid has been con- 
clusively shown to be toxic both to man and animals; 
and recent experience in many places proves that its 
replacement by some simple dressing does not lead 
to disaster.. The application of coagulants under 
any but ideal conditions may cause trouble with 
sepsis later. If tannic avid is avoided, coagulation 
therapy intelligently applied under proper con- 
ditions is probably as satisfactory as any other 
method, but these conditions are unlikely to be 
found anywhere near a battle area. o 


ARMS AND LEGS 


- A MARTIAN might be taken aback by the energy 
with which we knock limbs off and the tenderness 
with which we replace them. A substitute limb is 
inevitably inferior to the original, but at Queen 
Mary’s Ministry of Pensions Hospital, at Roehamp- 
ton, art gains upon nature every year. Many of the 
craftsmen in the workshops are short of one leg; 
some lack both, and there are even one or two who 
have ost an arm. They are not disabled, scarcely 
inconvenienced. Patients are less distressed by 
the loss of a leg than of a hand, for legs have reached 
a high pitch of utility and-elegance, and patients, 
especially if they are children or young folk, learn to 
manage them quickly—in fact they often w alk away 
on them on the day they are fitted. 
limb-fitting is carried out by two firms contracted to 
the governors of the hospital and having workshops 
easily accessible to the medical staff in the hospital 
grounds: Messrs. J. E. Hanger and Company who 
make legs and Méssrs. Hugh Steeper Ltd., who make 
arms. Each leg is specially designed for the person 
who is going to wear it. If itis a single leg it matches 
the fellow of the opposite side; the socket which 
supports the stump is exact ; the rim upon which the 
patient sits (for the stump takes no weight) is beaten 
out by hand in aluminium or moulded in leather to 
match his contours. Small metal parts for the knee 
and ankle joints are turned on lathes, but otherwise 
limb-making is largely done by hand—workers in 
leather, metal, and wood, machinists, platérs and 
finishers all taking part. The socket is made to 
match a plaster cast of the stump. . In below-knee 
amputations a wooden model is made of the thigh 
on which the’damp leather of the corset is first 
stretched and later stitched. The metal parts of the 
completed limbs are sprayed with cellulose, or 
chromium-plated. Wooden feet are fitted with a 
stout rubber joint at the level of the metatarsal heads, 
allowing the foot to bend like a live one at each step. 
When a femur has been disarticulated the patient’s 
pelvis rests in a tough light washable cradle made 
of linen painted with ‘ Pexuloid’ or some other such 
preparation. 


, Lancet, March 11, 1944, F 
. Logie, N. J. Ibid, 1943, 
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2 leg-making weight bearing and balance present 

chief problems; in the arm the main considera- 
» is dexterity. A man with only 2-3 in. of his 
nerus left can easily manage all the movements of 
odern artificial arm. He is provided with several 


~xchments besides the hand, which is mainly for 


yearance though it can be used for writing, knitting, 
ding small objects, and playing billiards (in which 
putclasses the live hand as a steady rest). A hook, 
it along its length, acts as a pair of tongs capable 
lifting a pin, and is controlled by the muscles 
the shoulder girdle. Comb, razor, toothbrush and 
ubbing brush can in turn be quickly and simply 
kedđ. in place on the forearm. Another fitting 
kes it possible to use a spade or a cricket bat. A 
all dressing case of equipment: puts writing, 
ding, dressing, shaving and washing within the 
mpass of . those who have lost both hands. 
r. JOHN CRAFT who, on another page, describes 
3 experience of fitting children with prostheses 
lieves that the patient who loses a right hand 
ould never bother to learn to write with his left: 
ie muscles of the upper arm and even of the shoulder 
rdle are capable of undertaking the necessary 
.ovements, and he can write as soon as a pen is fixed- 
» the end of his prosthesis. Children are adept at 
anaging prostheses, and nothing could be more 
nfounded than the belief that they are not suitable 
andidates for a properly made leg during the growing 
ears, At Roehampton legs for children are made 
vith telescopic: shins to allow for growth. Their 
ait through life depends on. a good artificial limb, 
engthened as necessary during the growing years. 
\ child who has been given a substitute, like a fibre 
imb or a pylon, acquires bad habits in walking which 
are difficult to eradicate. ` 

The work at Roehampton, as ‘such work always 
must, has received a fillip from the abundant oppor- 
tunities provided by war. Under that stimulus 
ideas and improvements ‘develop quickly and are 
put into practice with little delay. But increased 
work has meant slowing of output, because personnel 
in the two factories, instead of growing to meet the 
new demand, has suffered the drain of war. Britain 
is acknowledged to lead the world in this particular 
aspect of re-ablement, yet the output of work is 
even now falling behind, and patients are having to 
wait longer for their limbs than they would in peace- 
time. This merits serious consideration ; 3 and an 
even larger issue must also come under review. After 
the war enormous numbers of limbs will be needed 
throughout the world. Roehampton can show how 
to make them, and on the suggestion of Kathleen 
Lady Fatmouru, has already opened its doors to 
doctors and technical workers of the allied nations, 


several of whom are now taking courses of training . 


there. There remains the question of whether this 
country should attempt to supply limbs, or parts of 
limbs, to the many lands which will need them after 
the war. Clearly, if this is to be attempted, the 
individual approach now practised at Roehampton 
would have to give way to some of the methods of 
mass production. This would be unfortunate, but 
far less unfortunate than complete denial of pros- 
theses to a generation of mutilated people. There 
could be little serious objection to standardisation 
and quick methods of manufacture of those parts 


A GERMAN WOUND ANTISEPTIC — 


- gulphanilamide. 


2, Klarer, J. Klin. Wechr. 1941, 20, 1250. 
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of the limb not in actual contact with the stump. 
The proper ‘fitting of the stump itself would have to 
be entrusted to assistants trained for the purpose 
and sent out to the various localities. What develop- _ 
ments are possible along these lines will be of course » 
for the Ministry of Pensions and the workers at 
Roehampton to decide between them. That a a 
opportunity is close upon them seems fairly evident. 


A GERMAN WOUND ANTISEPTIC 


THE close watch that has been kept on enemy 
publications and practice in this. war has yieldéd 
astonishingly little in the medical sphere. This is | 
the more remarkable when we consider the well- 
merited reputation of German science in the past, and 
the notable advances made in Britain and America 
in the last few years. It may be that the Nazi 
regime has been particularly unfavourable for medical — 
discoveries ; or German medical workers may have 
been too closely occupied with more immediate war 
duties to find time for research ; or, less likely, their 
system of official secrecy may have prevented the 
major discoveries leaking out. One of the few excep- 
tions is the development of ‘ Marfanil,’ a sulphon- 
amide-like compound now used extensively in the 
German armies for local application to wounds. 
It was first investigated in America, as one of a long 
series of drugs, and was turned down because its. 
activity against streptococci in mice was low. Its 
properties were described in America by MILLER and 
his colleagues 1 in 1940, and in Germany by KLARER ? 
in 1941 ; since then many references to its use have 
appeared'in the German journals, the more important 
of which have been abstracted in the Bulletin of War 
Medicine. It is issued in Germany as a powder for 
local application, either neat or diluted with 9 parts 
of sulphanilamide, and as tablets with equal parts of 
The compound has been investi- 
gated experimentally by BUTTLE in North Africa, and. 
by the Medical Research Council in this country, and 
the quantity captured in North Africa has been given 
a clinical ‘trial by MITOHELL, REES and ROBINSON, | 
who set out their results in this i issue. 

Marfanil, formerly known as ‘ Mesudin,’ is 4-amino- 
methyl- benzene sulphonamide, H,N-CH,-C,H,-SO,: 
NH,. It differs from sulphanilamide and the other 
common sulphonamides in having the amino group 
(-NH,) separated from the benzene ring (C,H,) by a 
methyl group (-CH,-). As a consequence it cannot 
be estimated by Marshalls method.: Its anti- 
bacterial action is not inhibited by pus or other wound 
discharges, and it is not antagonised by p-amino- 
benzoic acid in vitro, though Lrnx® says it is in vivo. 
Antagonism by p- -aminobenzoic acid in vitro is, of 
course, a characteristicof “true” sulphonamide action, 
and its absence in marfanil suggests that the com- 


pound acts on some different part of the bacterium. 


Marfanil-resistant strains of bacteria are not resistant 
to sulphathiazole, and the converse is true, another . 
jndication of the fundamental difference in the action 
of these compounds. Marfanil is agreed to be much 
less active than: sulphathiazole against streptococci 
and staphylococci, but DomacK*‘ claims that it is 


I; miller, E., Spraguė, 


Amer. chem. Soe. 1940, 62, 


" Abstr. Bull. War Med. 


604. 
rt Link, T. Klin. Wschr. 1943, 22, 364. 
. Domagk, Q. Dtsch. med, Wschr. 1943, 69, 379. 
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much more active than the true sulphonamides 
against anaerobes, á statement disputed by SCHREUS 
and his co-workers. Probably the methods of testing 
and the amounts of pus and p-aminobenzoic acid 
_ present largely determine whether it is more or less 
active in vitro than the true sulphonamides, but it 
seems to be second only to penicillin against Cl. 
.welchit and much less effective against the other 
anaerobes. It is said that against gonococcal infec- 
tions it is almost the equal of ‘ Uleron,’ and that it 
persists in wounds for 48-60 hours after insertion, 
about the same time as sulphathiazole, though with 
its high solubility one would e absorption to 
be rapid. 

The chief advantage of marfanil in the treatment 
of wounds is that its action is unimpaired by the 
presence of pus, and this was confirmed in MITCHELL’ S 
series. Neither the Germans nor ourselves have yet 
compared it with a control series treated. with the 
usual sulphonamides or acridines, but MITCHELL 
and his colleagues were satisfied that it was more 
effective in checking or eliminating established sepsis 
than any applications they have tried, with the 
single exception of penicillin. In most cases, though 
not all, it rapidly eliminated streptococci and staphy- 
lococci from the infected wounds, and sometimes 
after a few applications no growth was obtained even 
when the infecting organisms included proteus and 
pyocyaneus, which are normally resistant to local 
applications. .It was found useful in deep septic 
burns, but less effective than triple-dye-soap in more 
superficial ones. The only evidence of irritation 
was the appearance of blisters in two cases of burns ; 
otherwise there was no sign that it interfered with 
healing and epithelial growth, and it seemed to be 
no more toxic than sulphanilamide. Here then is a 
possible alternative to penicillin and the proflavine- 
sulphathiazole mixtures for application to infected 
.wounds particularly for highly purulent cases of 
chronic sepsis. It is largely inactivated in the blood- 
stream, so is unsuitable for systemic administration. 
And there is one serious objection, which it shares 
with penicillin—it is difficult to produce. 


BATTLE SURGERY ; 

Major-General Ogilvie’s book, Forward Surgery in 
Modern War, a chapter of which was published in THE 
LANCET of April 29, sets out the views he has formed 
on the primary treatment of battle casualties during 
three years as consultant surgeon in East Africa and 
Abyssinia, Middle East and the Western Desert. It 
is mainly intended for thé general surgeon in the Ser- 
vices who is new to the surgery of war wounds, but 
the many civilian surgeons who are also preparing to. 
give treatment, if not primary treatment, to battle 
casualties will also welcome this personal account of 
methods which have proved their value in the field. 


| Sir CoMYNS BERKELEY has been re-elected chairman 
of the Central Midwives Board. 


Dr. J. A. CHARLES has been appointed a deputy one 
medical officer in the Ministry of Health. 


The MEDICAL REGISTER for 1944 contains 71, 882 
names, more by 2454 than a year before and 10,462 more 
than the last year of peace. Of these 3058, being 
eae of the whole, are registered for the duration of 

e war. 


5. Schreus, H. T., Brauns, A. and oo ounen, H. Ibid, 1941, 20 
1233. Abstr. Bull. War Med. 1942, 2, 447. 
6. London: 10s. 6d. 


Butterworth. Pp. 96. 
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WOMEN IN WAR INDUSTRY 


THE weight, height and hæmoglobin of a great number — 


of women munition-workers have been studied by Dr. 
Daniel Davies and his associates.! Their 
reassuring in that remarkably few defects were found. 
Married women are carrying much of the industrial 
burden of the war, and the wonder is that they are able to 


report igi 


do two difficult jobs so well. Nevertheless many feel the — 


combined strain of long journeys, work in the factory, and 
domestic duties. 


The investigators record that a group © 


of 2000 (half living at home and half in hostels) showed an 


overall incidence of 5:7% of anemia (hemoglobin 1l 


. per 100 ml., equivalent to Haldane 74% and below), and — 


that 10:3% of the married women were an: emic, though 
surprisingly few complained of ill health. This incidence 
of anæmia in workers exposed to toxic risks in factories 
where there is a full medical service emphasises, as the 
investigators remark, the need for the routine estimation 
of hemoglobin in people who appear pale. Comparison 
with prewar and earlier surveys may justify satisfaction, 
but anemia in 10% of the married women of this country 
would represent a great volume of ill health. 

A dietetic survey of the food intake of women living i in 
hostels confirmed the popularity of the 
‘where canteen meals were served. Despite what seems to 
have been an almost endless supply of food, the vitamin-C 
intake was grossly deficient, and there were also defici- 
enciés of vitamin A, riboflavin and nicotinic acid. 
Night workers ate less than those on day shifts. On the 
whole, the weight and height of 10,000 women, judging 
by a comparison with prewar American insurance figures, 
were good, though the older ones seem to be taller and 
thinner than their American sisters. Women doing 
heavy work in an engineering factory lost weight, but 
further investigation is needed to decide whether the 
increased expenditure of energy demanded a higher food 
intake than they achieved. Another possibility is that 
women. are not really fitted for men’s work. 

So detailed a survey of the weight, height and hemo. 
globin of women in war—albeit a highly selected group— 
should not be lost in Government archives, and a copy 
should be available in all medical libraries, at home and 
abroad. The fact that health cannot be assessed solely 
in terms of weight, height and hemoglobin, and the pic- 
ture they present may be a little too favourable; but 
this monumental report will certainly prov ide a useful 
datum line for future inquirers. 


MASS ELECTROCARDIOGRAPHY 


It is steadily being borne in on us how little we know 
about health as opposed to disease, and how difficult it 
is to detect disease in the earliest stages. As the public 
becomes increasingly health-conscious we are going to 
be asked more and more to exclude disease rather than 
to attach a name to established symptoms. In the early 
detection of heart disease the electrocardiogram should 
be of considerable assistance, but that “the normal 
limits are by no means clear-cut is amply demonstrated 
by an American investigation.? Electrocardiograms 
were obtained from 500 unselected subjects between the 
ages of 18 and 38, consisting of medical students, nurses 


“snack,” even — 


and hospital employees, the sexes being equally repre- 


sented. All were classified as he althy after a ‘full 
examination that included radiological examination of 
the chest and a Kahn test on the blood. The three 
conventional leads and one chest lead (CF,) were recorded 
in each case, and, with certain minor exceptions, the 
criteria of normality were those compiled by the New 
1. Davies, D. T., Gunson, E. B., Matheson, A. and Pyke, M. 

Some Observations on the Health of Munition Workers. 


Ministry of Supply, Kondon 
2. Viscidi, P. C. and Geiger, A. J. Amer. Heart J. 1943, 26, 163. 
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is the Chicago physiċian who in 1917 told a doctor 


fork Heart Association.2 The wholly unexpected - 


esult. of this investigation was that only 244 of the 500 
ecords (48-8%) were. “normal.” A further careful 
Xamination of the subjects with abnormal records was 
Aherefore made, as a result of which 14 were found to, 
jave some abnormality of the cardiovascular system. 
Fhe final result was that of the electrocardiograms 
»btained from 486 apparently normal subjects, only 
509%, were normal, 40% were abnormal and 10% border- 
line. The commonest abnormalities were slurring of 
QRS in two or three of.the limb leads (28 records), 
abnormal direction or amplitude of T in the limb leads 
(‘21 records), abnormally long Q-T interval (85 records), 
low voltage of QRS in chest lead IV F (78 records), 
abnormal direction or amplitude of T, (I9 records). 
It may well be argued that no clinician is going to con- 
demn a cardiovascular system on the basis of any of 
these abnormalities, unless there is supporting clinical 
evidence; but times are changing,’ and even now high 


standards are being set to ensure that the men chosen for: 


some flying and military posts are the fittest possible. 
In the postwar period the position is going to be very 
similar in an attempt to carry preventive medicine into 
practice. Two lines of action suggest themselves. _The 


criteria of normality must be reinvestigated ; and until _ 


this has been done routine electrocardiography must be 
used with caution and a solitary slight electrocardio- 
graphic deviation from the ‘‘ normal ” must not bias the 
clinician’s final opinion. E 


HERRICK AND CORONARY THROMBOSIS 


A REMARK in our review of James B. Herrick’s excel- 
lent little History of Cardiology—that its main defect 
was the absence of adequate reference to the work of 
James B. Herrick—helped to persuade him to relate 
his early experiences with coronary thrombosis. The 
story is a good illustration of how slowly new ideas 
permeate the profession and of the lessons that can be 
learnt at the bedside. It was in 1910 that Herrick 
made his first clinical diagnosis of coronary thrombosis, 
a diagnosis that was confirmed by necropsy. John B. 
Murphy was called in to give an opinion, and there is a 
vivid picture of him and Herrick passing the night in 
the patient’s house. They shared the same bedroom and 
spent the greater part of the night in conversations 
such as this. ‘‘ Herrick, are you awake? Say, are you 
sure about there being no pneumothorax?” A little 
later, from Herrick’s bed would come, also in a stage 
whisper, ‘“ Dr. Murphy, do you think this might be an 
acute pancreatitis, or possibly a strangulated diaphrag- 
matic hernia?’ After the necropsy the pathologist 


rang up Herrick: ‘‘ The clot was in the coronary artery | 


all right. But how in God’s name did you guess it ? ” 
Herrick modestly adds that “‘ perhaps guess was the 
right word,” but it is obvious from this intimate personal 
record that the diagnosis was based on sound clinical 
acumen and experience and -a careful study of the 
published work. The electrocardiograph, of course, 
was not available in those days; it was not until 1917 
that Herrick made his first electrocardiographic diag- 
. nosis of coronary thrombosis, after his collaborator, 
F. M. Smith, had worked out the appearances experi- 
mentally. Herrick read his first important paper on 
Coronary thrombosis to the Association of American 
Physicians in 1912, but little interest was taken in the 
subject until 1918, when he read another to the associa- 
tion. There is, for instance, the description of Charles 


Mayo listening to Herrick stressing the resemblance of — 


coronary thrombosis to acute abdominal surgical con- 
ditions: “I can still see the quizzical look on Charlie 
Mayo’s face as, from a front seat, he listened to, but was 
evidently not converted to, my sermon.” Then there 
3. Saria Committee of the New York Heart Association, Nomen- 


ure and Criteria for A ior of Diseases of the Heart, 
4th ed. 1939. 4. Herrick, J. B. Amer. Heart J. 1944, 27, 1. 


patient in whom Herrick had diagnosed coronary throm- 
bosis (subsequently confirmed by necropsy) that ‘“‘neithér 
Dr. Herrick nor anyone else was justified in making 
such a diagnosis except on the autopsy table. The 
attempt: was ridiculous because it was impossible.” 
Ten yéars later, says Herrick, ‘‘ this same physician 
called me by telephone and in a feeble voice and in ` 
evident alarm told me he had just had an attack of 
coronary thrombosis, and what would I ‘advise.’’. In 
these days when coronary thrombosis is diagnosed 
-every day in practice and every student knows its signs 
and symptoms we should not forget the physician who, 
without instrumental aid, established it as a clinical 
entity rather than a post-mortem finding. 


SERVICE OF YOUTH 


Or the seven ages of man, which haven’t changed 
much since Jaques enumerated them in 1599, the 
mewling infant has been taken on by.the pediatrist, 
the second childishness by the Nuffield Trust, and the 
others have not got on so badly by themselves; but it: 
has been left to Sir Arnold McNair and his nine fellow 
educators to frame a plan 1 for filling the gap which 
confronts the boy and girl leaving school with morning 
face still shining but not yet fit for lovering or soldiering. 
The war-time conception of man-power has brovght 
them suddenly into the official eye. During five months’ — 
of 1943 the LCC, with the help of a band of voluntary 
workers, registered 22,570 “‘ young persons on attaining 
the age of 16 years,” as B of E circular 1635 describes 
them (to have added not yet “ gainfully employed ” 
would not be quite true). It was found that while 
1860 of this group were ‘still receiving full-time educa- 
tion or attending continuation classes, and 7029 had 
joined youth or pre-Service organisations, there were 
12,098 unattached to any such organisation, and the 
“ Service of Youth” committees after interviewing 
6374 of them advised 4949 to join. The young people 
themselves accepted this shepherding without resent- 
ment even when cinema, fun fair or dancc hall had been 
their only idea of spending leisure time. Many of them 
responded readily to the suggestion they should join a. 
social group; refusal was exceptional, few showed 
no sense of duty or obligation to the community. 
But a number both of boys and girls said they had 
little or no time left after finishing their work and 
often with a long way to travel home, and the girls 
looked tired. 

History has been hard on organised youth service. 
The Fisher Act which enjoined local education authorities 
to supervise the leisyre as well as the class training of 
the early school-leaver was the first casualty of the 
1918 peace. The. supervision was sporadic except for 
the admirable work of the special commissions for dis- 
tressed areas, and the Physical Training and Recreation 
Act of 1937 was the ‘first casualty of the 1939 war, so 
far as its “ national fitness campaign ° was concerned. 


: But the Youth Advisory Council (as it is now called) 


got to work in October, 1939, and devised partnerships 

between education authorities and voluntary youth 

organisations all over the country. The'staffing of this 
work is part of the long-range programme which the 

McNair report foresees will take years to work out, 

despite the’ example set by unaided voluntary effort in 

many places. Voluntary workers, the report says, are 

still vital to the scheme because | , 

(a) they bring to young people a varied experience of 
contemporary life which full-time workers clearly cannot 
bring in the same measure; 

(b) voluntary work carries with it the hall mark of altruistic 
interest and sets an example of unrewarded service 
which young people are quick to appreciate; 

1. Board of Education: Teachers and Youth Leaders. HMS 

- 1934. Pp. 176 


O. 
176. 2s. Part II (pp. 93-107) is entitled “ The 
Service of Youth and Young People’s Colleges.” 
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(c) the work of volunteers is a safeguard against over- 
professionalisation of the service. 

There is no recognised qualification for a youth leader. 

A 3-year course of study and practice is suggested, at 

the end of which the leader should emerge with five 

qualities: {1y personal accomplishment in some craft 


or field of knowledge ; (2) insight into social and indus- 


` trial conditions ; (3) some understanding of psychology ; 
(4) enjoyment of young activities; (5) experience of 
work among young people. Jaques should come back 
and look ‘round in a year or two. We hope he will be 
impressed. 


DETECTION OF SULPHONAMIDES IN URINE 


SINCE methods for estimating sulphonamides in. 


blood and urine were first described in 1937 by Fuller, 
by Marshall and his colleagues, and by others, much 
ingenuity has been applied to modifying and improving 
them. Some of the alterations, intended to remove 
possible causes of error, introduce more complications 
than they are worth; but many helpful contributions 
have been made. The special difficulties in the estima- 
tion of sulphathiazole have been discussed by Sunder- 
man and Pepper.! One simple rapid method,’ suitable 
for use when laboratory facilities are lacking, employs 
tablets of reagents, prepared in the correct amounts, 
and a wedge of coloured lucite to match the colour. 
Estimation in bile presents special difficulties, but the 
bile-pigments can be precipitated by zinc sulphate and 
potassium carbonate.2 Several different methods of 
micro estimation have been described t; for these, blood 
can be obtained by stabbing the finger, and there is no 
need to puncture a vein. Simple bedside methods, 
using a strip of paper impregnated with Ehrlich’s reagent 
(p-dimethylaminobenzaldehyde in acid solution), have 
been devised for blood by Fuller® and for serum by 
La Rosa. A simple test for detecting sulphonamides 
in urine, described by Bogen? and by Hubata,® depends 
on the fact that in the presence of acid a colour reaction 
occurs between crude cellulose (newspaper, matchsticks, 
pine: shavings) and the arylamine group, C,H,.NH,.® 


The test is carried out by moistening a small area on a- 


‘blank piece of newspaper with a drop or two of urine, 
and placing a small drop of hydrochloric acid (diluted 1 
in 4) on the centre of this atea. The immediate appear- 
ance of a yellow to orange colour indicates the presence 
of a sulphonamide compound. Paper made from refined 
pulp, such as white bond, will not give the reaction. A 
faint yellow colour is given by urine containing 0-25 mg. 
per 100 c.cm., this being the smallest amount detectable ; 
orange-yellow corresponds to about 25 mg. and an 
orange colour to 50 mg. and upwards per 100c.cm. The 
test appears to be fairly specific and a positive result 
is not obtained from the urine of patients taking 
acetyl salicylate, phenobarbitol, codeine or similar 
compounds. All the commoner sulphonamides can be 
detected by this means. Previously the simplest way 
of detecting sulphonamides in urine was by Werner’s 
method, in which the urine is diluted and acidified, 
and a small amount of Ehrlich’s reagent is added. ' The 
new method avoids the dilution and the need-for a 
reagent which is not always available. Presumably its 
chief use would be under conditions of military service, 
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where patients reach hospital often without any reliabl 
history of their previous medication. The same situ- 
tion might occasionally arise in civilian hospital iz 
this country. Examination of the urine in this way wil 
show whether a sulphonamide has been given, and wi 


indicate roughly whether much or little is still present 
in the body. After a standard course of sulphonamide 
a faint yellow colour is obtained from the urine for sir 
days but there is no colour change by ten days. For the 
control of treatment the test is of course no substitute 
for proper estimation of the concentration of sgulphon. 
amide in the blood by the usual laboratory methods. 


THE CHURCHILL HOUSE 


Lack of-skilled labour makes it unlikely that mor 
than 300,000 permanent houses will be built in this 
country in the first two years after the war ends in 
Europe. This is less than the number built each year 
before the war, and will do little to overtake present 
arrears in housing. So that young couples shall wherever 
possible have a home of their own the Government has 
decided to provide several hundred thousand stopgap 
houses, to be publicly owned and licensed only fora 
Their constituent parts will be made in 
factories now engaged on war production, and they 


-can be erected in a few days. 


_ A prototype, designed under the auspices of the 
Ministry of Works by Mr. C. J. Mole and Mr. Arthur 
Kenyon, FRIBA, has been erected in London near the 


Tate Gallery, for inspection by authorised visitors. It 
is of steel construction, insulated by aluminium foil 
which should diminish heat in summer or cold in winter. 
The exterior, with its well-spaced windows, is not 


unpleasing. From the only door a passageway leads to 
the living-room and kitchen, which are in the middle of 
the house at front and back. The living-room (14 ft. 
3 in. x 10 ft. 14 in.) has a small built-in bookcase, 
some ingenious cupboards, and an excellent stove, burn- 
ing coal, coke or anthracite, which heats the domestic 
water and can be used as an open fire. The kitchen 
(10 ft. 2} in. x 7 ft. 3$ im.) is remarkably compact: 


on one side is a gas (or electric) stove, a deep porcelained | 
sink with hot and cold taps and with two draining. — 


boards, a gas-heated copper, and a small electric re- 
frigerator, with storage space for pots and pans on 
the other is a series of. built-in cupboards for cleaning 


utensils and crockery, and an ironing-board which folds | 
neatly out of view. Beyond the living-room and kitehen 
are the two bedrooms (each 12 ft. 53 in. x 10 ft. 1} in.) | 
again achieving miracles of built-in wardrobe space. 
The height of all the rooms is only 7 ft., but the good 
lighting and ventilation obviates the main objections. 
The fittings in the bathroom (where “ smalls ” can be 
washed) and the separate w.c. are of good quality, and ` 
nearby is the linen cupboard heated by an electric coil. 
Behind the w.c. is a cupboard or shed, with external 
access only, which will take two or three bicycles with. 


out difficulty, but unfortunately seems too small to take 
a perambulator of normal size. Indeed, with only two 
bedrooms the house itself is too small to take a family of 
what should be normal size ;- quite apart from the noise 
that a normal family would make by beating on the 
‘metal walls. To those, however, who remember the 
converted Army huts which had to serve hundreds af 
thousands of people as houses at the end of the last war 
—many of which are still, unfortunately, serving the 
same purpose—the new Churchill house will appear 
miraculous. Given these houses, any town which has 
at its command a reasonable amount. of space will 
have no difficulty in satisfying the aspirations of the 
thousands of young people who, at the end of this war, 
will want a home of their own, where they can live 
with some degree of privacy and comfort. Despite fore- 
bodings it is clear that a prefabricated house can be 
made in every sense a home. i 
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Special Articles 


PROSTHESES FOR CHILDREN 


A. W. J. CRAFT, MBCS 


AT QUEEN MARY'S (MINISTRY OF PENSIONS) 
HOSPITAL, ROEHAMPTON 


My main object in writing this article is to bring to 
the notice of all school medical .officers, medical officers 
of health and tuberculosis officers, children’s hospitals, 
orthopedic hospitals and all authorities who have any 
responsibility for the, surgical care of child amputees, 
the scheme approved by the Government to provide 
each child with a correct type of artificial limb. 

Ministry of Pensions limb surgeons find great advan- 
tage, from the psychological, physical and economic 
aspects, in fitting a child with an artificial limb at the 
earliest possible age. It is a mistake to delay such 
fitting until he has stopped growing. 


LIMB SURGEON 


SCHEME FOR PROVIDING LIMBS 


The scheme is sponsored by the Board of Education 
and the Ministry of Health, at whose request’ the 
Governors of Queen Mary’s Hospital have placed their 
facilities for the supply of artificial limbs (made by the 
governors’ contractors) at the disposal of local education 
and child-welfare authorities. The Ministry of Pensions 
have also. agreed to allow local authorities to use the 
services of the Ministry’s limb surgeons, hospitals and 
E Aarts hee i =o 
.- When a Child already under the care of a local authority 
needs amputation, the authority asks the Ministry of 
Pensions to transfer him to one of the Ministry’s 
hospitals, where the operation would be done or where 
the stump can be prepared and arrangements made for 
the making and fitting of the artificial limb. For a 
child not being treated under a local authority—for 
example, a child admitted to hospital after accident— 

ements have been made for hospitals to notify 
the Board of Education, which will forward the infor- 
mation to. the appropriate local education authority 
pte pastas authority, depending on the age of 

e (6) e 


The full cost, including the cost of treatment, artificial 


limbs and incidental travelling, is recovered by the 
governors of Queen Mary’s Hospital from the appro- 
priate. authority which in turn makes such charge to 
the child’s parents as may be determined. The repair 
and maintenance of an artificial limb supplied under the 
scheme can be carried out by the governors’ contractors 
at the request of the parents, who are normally expected 
to bear the cost of repair and maintenance. : 


THE CHILD WHO NEEDS A LIMB 


There seems to be little information available about 
the treatment of child amputees. The following notes 
are based on intensive study and practical work over 
some years at Roehampton. 

It has been distressing to see the high percentage of 
child amputees who are given a poor form of temporary 
appliance and allowed to make continual use of if for 
a long period, without any necessary repairs or suitable 
adjustments being made as the child grows. Still more 
distressing is the fact that so many people who are in a 
position to recommend a suitable and correct pros- 
thesis declare that the fitting of normal artificial limbs 
Should be left until the child has completed growth. 

This situation must be influenced by the cost of limbs. 
A correctly designed prosthesis for any amputee, child 
or adult, is certainly expensive. In every case the limb 
should be prescribed by a surgeon who has a knowledge 
of artificial limbs and their use; every limb must be 
distinctly specified and made for each patient: limbs 
cannot be mass-produced. A child is always growing, 
and he and the limb must be periodically examined. 
The length of the limb must be altered to conform with 
the growth of the normal leg, and will require some 
adjustment in the upper and lower part to énsure that 
the knee-centre of the artificial limb is kept level with 
that of the normal.leg. The circumference: and shape 
of the stump changes, entailing suitable alterations, 
Sometimes replacement, of the socket ; the foot on the 


‘during holidays. 


` lost limbs. 


natural leg grows, so that the artificial foot must be 
enlarged—one cannot buy odd shoes, apart from wearing 
them. As the child grows, the natural knee-joint 
grows, ahd a larger knee-joint on the artificial limb 
may be needed from time to time. A child with an 
artificial limb joins in all the games and work which. 
normal children enjoy ;' the prosthesis may have much 
heavier duties and rougher usage than an adult would 
impose on it, and this again adds to the cost of main- 
tenance. ie a a 

Some children have been fortunate enough to obtain 
a correct prosthesis ; this will nécessarily require periodic 
repairs, which may take 6 weeks or longer, during which 
time the child must get to school or he will be left behind | 
in school work. It is unfair to him to make repairs 
A dupHcate limb is economical though 
it may appear more expensive in the first place ;- a- 
single Jimb in constant .use tends to become badly | 
damaged and worn, sometimes beyond repair. 

Parents can seldom afford all this expense, which seems - 
the chief reason why children are not given a limb to 
start them correctly in life. With the new scheme, 
these costs can be adjusted and the child amputee 
adequately treated. r, Sp 

Children having lost a-leg from disease, accident, 
congenital absence or limb deformity are often seen 
getting about on a pair of crutches. Others have a form 
of pylon for an above-knee amputation or a peg-leg — 
in below-knee cases. Little adjustment can be made to 
any of these appliances. Consequently, apart from 
the bad gait acquired, which is difficult to eradicate, 
serious skeletal deformities develop. 

Child amputees are mistakenly classed as cripples, 
often being-sent to special cripple schools ; whereas they 
are only temporarily disabled until fitted with the correct 
limb. Wherever they may be they are segregated from 
their more fortunate companions and this segregation 
cripples them mentally. Arm amputees are less for- 
tunate than leg cases, since very few children are thought 
capable of using an artificial arm. | 

Of all the reasons put forward against fitting a 
prosthesis to a child, the weakest and most erroneous 
is to say he cannot control or use it correctly. A child 
is naturally a very apt and able pupil, and without any 
exception it has been shown he quickly learns to use the 
prosthesis as well as, if not better than, an adult. 
Children fitted soon after amputation will walk almost 
naturally and use an arm with excellent control. Cases 
left a long time after operation and then fitted with 
temporary appliances acquire and retain a bad gait 
and an abnormal use of the limb. As a parallel example 
a person learning any sport incorrectly needs a great 
deal of re-education. 

Any child can be fitted with an artificial ‘leg from the 


- age of 3, but it is better to leave the fitting of an arm 


until he is 5, At Roehampton for many years there 
have been arrangements for supplying limbs to children 
at the request of various bodies such as the LCC and rail- 
way companies, &c.; results with these patients have 
confirmed the opinions set out here. | 
During air-raids mahy children have unfortunately 
They have been provided with prostheses 
at Government expense through the Ministry of Health, 
making use of the Ministry of Pensions organisation 
at Roehampton: Every child is a complete success. 
Normal schooling is resumed, the mentality of the patient 
is undisturbed and all sports are enjoyed. These results 
refute the statement that children cannot use a pros- 
thesis; and the question of costs can now be overcome. 


CHOICE OF AMPUTATION SITE 


A child may lose a limb from a variety of. causes, the 
most common being accident. Bone diseases necessitate 
a large number of amputations, and congenital deformities 
must now be considered more than in the past, when > 
children were left untreated, or in some cases fitted 
with poor temporary appliances. During recent years 
more children than ever before have been fitted with 
correct artificial limbs, and careful records have been 
kept in the hope of establishing some principles regarding 
amputations and amputation sites. In cases of accident 
it may be necessary to amputate immediately to save 
life, but in such cases fuller consideration might be given 
to the length and type of stump and also the position 


~ 
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of the final scars. 
to the success of limb-fitting. Operating surgeons often 
lose sight of patients after they leave hospital, and do 
not encounter the problems which arise. 

The bones of the extremities serve several purposes 
.apart from providing the central axis. The leg bones 
support the weight of the body in standing and walking, 
and provide the levers essential for locomotion. The 
arm -bones, besides 
providing the lever 
for. movement, give 
attachment to the 
muscles controlling 
the complicated 


arm and hand. 

In the normal leg 
growth is mainly at 
the proximal ends of 
the tibia and fibula 
+ andat the distal end 
of the femur ; where- 
asin the arm, growth 
is greater at the 
proximal end of the 
humerus and distal ends. of the radius and ulna. An 
amputation of the lower leg does not entirely stop the 
growth of the cut tibia and fibula. The lower growing 
ends are removed and there is necessarily some calci- 
fication over the cut ends of the bones. An amputated 
humerus also grows to some extent, but a femur does 
not seem to grow after amputation, nor do the ampu- 
tated radius and ulna. In all cases calcification runs 
upwards along the muscle insertions forming a spur 
of bone which often gives rise to pain in the stump. 
This has been proved from radiograms and stump 
measurements taken at varying intervals on the same 
patient. 

In view of these facts I suggest that as muh of the 
femur as possible should be left, when operating on 
children, to provide at least 8 in. measured from the 
great trochanter, 10 in. if it can be obtained. The 
stump need not be longer. This ideal length may 
be impossible to achieve on account of some patho- 
logical state of the femur demanding removal of more 
bone. If this is the case, it is best if possible to spare 
the head of the femur which assists in correct limb- 
fitting later. A through-knee or a Stokes-Gritti operation 
has been suggested for child amputees. This is quite 
correct, but only as a temporary measure for reampu- 
tation at a later date. It allows the femur to grow 
naturally in length, keeping pace with that of the other 
side ; and an ideal stump can be obtained when the femur 
has grown sufficiently for 10 in. to be left on reampu- 


Fig. |—Pencil attached to stump with bandage. 


(b) 
Fig. 2—(a) Case | walking with deformed limb and crutch. 


(b) The same 
man, aged 56, walking with artificial leg. (Fig. 2 (b) is reproduced by 


courtesy of the Daily Herald.) 
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tation. This second operation is not always carried 
out, however, and the temporary prosthesis gets con- 
stantly renewed throughout life. A correct amputation 
with the proper artificial limb would give a better gait 
and enable the patient to be more norm: al in all activities. 

In amputations below the knee, the ideal length for an 
adult is 54 in.. measured from the inner articular surface 
of the head of the tibia to the cut end'of the bone. This 


length can be obtained in many children and the extra | 


inch which often grows will be no disadvantage. If 
3—4 in. of tibia can be left in a child the extra inch 
or so of growth will give a normal length later, providing 
a stable and useful propellant stump. Little weight is 
now taken below the knee-joint, the stump only acting 
as a lever to guide the prosthesis backward and forward. 
The fibula should be cut an inch shorter than the tibia 


in young children, and the head of the fibula should not 


be removed except for pathological reasons. 


The ideal site of amputation of the humerus is the 


distal end of the middle third, and records of such ampu- - 


tations in children show that the bone increases by 
1-2 in. in length. If more of the humerus is 
removed the resultant stump must be such that at least 
1 in. of humerus is left below the anterior axillary fold. 
This short stump grows very little, but it is just sufficient 


to be 


to enable an artificial arm with a socket to be fitted 


and for the stump to control the 
use of the prosthesis. 

In the upper arm one should avoid 
transcondylar and _ through-elbow 
‘amputations—there is not the same 
reason for these operations as for a 
through-knee. 

Amputations below the elbow do 
not increase in length and a final 
result should be obtained from the 
primary operation. Both very long 
and very short stumps are to be 
avoided, not so much on account 
of circulatory disturbances but to 
enable a satisfactory arm to be fitted. 
If the limb is amputated through the 
distal end of the middle third ef the 
forearm no further attention is 


leverage is obtained. The radius 
should be 1 in. shorter than the ulna, of hands and feet. 
and the terminal scar, from e ual 

flaps, must be across the ends of the bones. If onl 
short stump is possible sufficient area must be allowe in 
front of the antecubital fossa, from the bend of the 
elbow to the end of the stump, for the socket of the 
limb to be fitted and used when the forearm is flexed. 
In a child this should be at least 2 in. As the upper 
arm develops the area will be somewbat reduced by the 
growth of the biceps. 

Excluding disarticulation of the hip-joint in some 
female patients, and disarticulation at the knee-joint asa 
temporary procedure in children only, all disarticulations - 
through joints should be entirely avoided. Long 
amputations break down owing to vascular disturbances 
and prevent a child from attending school. 


SCAR AND STUMP 

Ina previous article} I have made suggestions about 
the position of amputation scars and about further 
surgery on amputated stumps. It iš vitally important 
to avoid scar-tissue at any position of pressure, friction 
and weight-bearing, especially in children because they 
are so active that they quickly cause lesions of incorrectly 
placed scar-tissue. 

It was formerly the custom to allow a child. to lie in 
bed with the stump supported in a comfortable position 
until the sutures were removed; a few days later he 
was given crutches. The idle time in bed allowed the 
musculature of the stump to lose tone and produced 
flexion of the joint above the amputation. Leg ampu- 
tations in children, as with adults, should be kept in full 
extension for 2 days after the operation; on about 
the third day slow movements of the stump should be 
encouraged, to exercise the hip-joint in thigh cases, 
and the knee- and hip-joints in below-knee amputations. 
The range of movement of the The range of movement of the stump is increased « is increased daily, 


1. 4, Craft, A. W. J. Brit. med. J. 1942, il, 389. A. W. J. Brit. med. J. 1942, il, 389. 


Fig. 3—Case 2 Sheain | 
. congenital deformities _ 


| 


| 
| 


THE LANCET] 


iso the time during’ which the exercises are carried 
ut. Beginning with only a few degrees of movement, 
or a period of 5 minutes or so, exercises are gradually 
1ncreased until full movements of all joints in the 
mputated limb are obtained in about 10 days, or when 
he sutures are taken out. The dressings are not 
emoved and the operation wound is undisturbed, and 
.ealing is quicker than in the idle stump. After the 
utures are taken out the stump should be bandaged 
vith crépe bandages in the manner described elsewhere. 
[n small children it is only necessary to use a bandage 
L in. wide for thigh cases, 3 in. wide for below knee and 
»Ossibly a 2 or 24in. bandage forthe arm. Older children 
will, of course, require wider bandages. ` 

A child does not rest so quietly in bed as an adult 
and the bandage quickly becomes loosened ; it must be 
sightly reapplied many times during the day and 
certainly before the patient sleeps at night. Traumatic 
cedema from the operation is speedily reduced by this 
method of treatment, which enables the child to be 
fitted quickly with a prosthesis. 


EXERCISE 


Stump exercises, to re-educate the muscles, should 
be carried out with children as with adults. 


A band of material is held loosely round the lower end. of 
the stump whilst a cord from the band passes over a pulley or 
hook on a horizontal bar fixed about 6 in. away from the face 
of a wall. A weight is attached to the end of the cord, varying 
from 3 Ib. to about 10 lb. according to age and physique of 
the patient. The child stands facing the wall holding some 
support and, by slowly moving the stump“ backwards and 
forwards, lifts and lowers the weight thereby exercising the 
extensors and flexors. The adductors and abductors are 
similarly exercised by the child standing sideways to the wall 
and again raising and lowering the weight. | 

Smal) weights. are ‘used in the early exercises which are 
carried out for a few minutes only. Both the weight and time 
are increased daily as indicated by the response to the treat- 
ment. Pain in the stump and fatigue generally must be 
avoided, being caused either by the weight being too heavy 

or the exercise too long. The cord from the band round the 
thigh and passing over the pulley should be horizontal to 
retain the band in place on the stump. All movements 
should be made by the stump from the hip-joint with the 
patient standing. erect the whole time ; no other musculature 
should be brought into the exercise. Below-knee amputees 
3 are given the same exercise 

for the thigh muscles, while 
the knee-joint is further 
treated by supervised flexor 
and extensor movements. 


Vy 
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Fig. 6—(a) and (b) case 6, with congenitally deformed legs wearing appliances 
used since early childhood. (c) and (d) Wearing articulated appliances. 
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Fig. 5—Scoliosis, and distortion of . 


Fig. 4—Scoliosis (case 2). 
pelvis (case 3). 


An effective manner of carrying out these exercises without 


any apparatus is to pass the cord carrying the weight from — 


a band around the thigh over the lower rail of the back of an 
ordinary chair. A piece of roller bandage or a handkerchief 
will make a good band round the stump and a small flat iron 
or piece of stone forms the weight. 


Amputees appear to walk more evenly and naturally 
if they are taught to support themselves first on the 
normal leg and then on the artificial leg without any 
other aid whatever. This balance on either leg is quickly 
gained by children, and full confidence is placed in the 
artificial limb. 

When a child is allowed out of bed awaiting the supply 


of the prosthesis, crutches are provided. Many children . 


do not have their crutches ‘lengthened, replaced or 
adjusted in any way to allow for their growth. Using 
crutches which are too short causes them to stoop or 
arch the back. When only one artificial limb is supplied 
and worn, repairs will be necessary after a time, and 
while these are being done the child is left without a 
limb. The same crutches are used again, being rela- 
tively still shorter. 
which will serve several years, are available at very little 
extra cost and should be given to all child amputees. 
Children with congenitally deformed legs receive some 
attention, but those with congenital defects of the arm 
are usually neglected. They are able to use the deformed 
-limb in a remarkable manner because they are so easily 
adaptable, but how much better it is to give them a good 
prosthesis which they can learn to use as they grow. 
A surgical operation may be necessary before a correct 
prosthesis can be fitted, but it is much better to get this 
over in childhood. | 
A child who has had an arm amputation should be 
given graduated exercises for the stump from the day 
after operation. Shoulder-joint movements must be 
enco ed at once, so as to retain the whole range of- 
action. In below-elbow stumps the elbow-joint will 
inevitably be exercised if the shoulder-joint is given 
the main consideration. 


While the fitting of the. artificial arm is in progress, 


a temporary plaster. socket, a crêpe bandage or even 
‘ Elastoplast ’ can be applied to a forearm stump with 
wires or clips incorporated in the end for the attachment 
of a spoon, fork or pencil. This enables the patient to 
use his arm from the earliest days, and he does not rely 
on the stump and other hand and arm. This capacity 
to use temporary devices is specially manifest in double- 
arm amputees. A patient writes ably from the start 
with any improvisation fitted to the right forearm. 
Fig. 1 shows a temporary method of using a pencil 
held by a bandage. A temporary limb can be made from 
ordinary fracture bandages with a clip to hold a pen or 
pencil. The older practice of teaching such a patient 
to write or use his left hand in place of the right is being 
abandoned. All patients write well with a lower-arm 
prosthesis and many do so with anupper-arm limb. The 
normal left hand is an indispensable guide in clerical 
and manual work and one does not readily realise the 


Adjustable Wantage-type crutches, 
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varied aad complicated uses to which it is put by the 
ordinary right-handed person. A clerk holds the pen in 
the righthand ; but he turns pages and uses the ruler 
and other instruments demanding full tactile sensitivity 
with the left hand. Similarly a mechanic holds small 
fitments in place with the left hand and.any tool can be 
adapted to a right artificial arm-to do the mechanical 
work required. To write with a left hand requires 
complete re-education of the brain which results in the 
disturbance of other brain centres. Many cases have 
been noted where a patient stammers.in his Speech whilst 
this left handed attempt is being made. ` 


A recently returned prisoner of war from Germany lost hie 
left arm in May, 1940, when it was‘ amputated above the 
elbow. He was left-handed and not ambidexterous. . In 
early life his left hand was strapped to his side in an-endeavour 
to make him uke the right hand. He is a man of average 
intelligence and from his story- it seems he could not use 
the -right hand for writing or any intricate work. After a 
while he was allowed to use the left hand and continued to 
~ do so until it was amputated. After the operation in 1940 
he wanted to write home. The attempts, which I have seen, 
“were crude; but during 3} years in prison camp he per- 
severed and his writing improved. He says it was very 
difficult, and that he could not speak without great strain 
while writing ; ; and even when not writing he stammered. 
He also complained of feeling as if he was falling over while 


trying to write with the other hand. When he returned to. 


England he was fitted with an artificial arm in January, 1944, 
and he is now writing as well with the left hand as with the 

re-educated”’ right hand. His writing has the same 
char&cteristics and slope as before amputation, dnd his 
stammer has almost cleared up. ‘He now has no sense of 
falling, being as he says on the,“ normal side of his work.” 


_This sense of working the wrong way has been expressed 
by several amputees who have been asked to write 
with the other hand. ` l > ee 


CASE-HISTORIES 


Case ].—A patient was born normal in April, 1887; he 
had infantile paralysis when 6 months old which left the right 
leg completely paralysed and flail, He was taught as a child to 
walk on crutches. Later in life he dispensed with the left 
crutch because he could not carry anything with both hands 
using crutches, The right leg impeded his walking and tripped 
him up, so it was held in the lower part of the right crutch. 
He walked and went to work in this manner until 1942 when 
his right arm became affected by crutch palsy. Resuming the 
use of a pair of crutches did not ameliorate the condition and 
gangrene of the right hand followed. Attempts to save the 
arm failed, and finally it was amputated above the elbow. 


He then fixed the right crutch over his shoulder, but jit was, 


difficult to walk. He was fitted with a strong artificial arm at 
Roehampton, ‘having a detachable stick to replace the right 
erutch, At the same time amputation of the useless right leg 
was recommended. The patient agreed but some surgeons 
_ said it was not practicable. Eventually the leg was ampu- 
tated leaving about 4 in. of the femur, and an artificial 
limb was fitted.. He now walks without crutches or even a 
stick for the first time in his'life at the age of 56. If this had 
been carried out as a child he would still have had both his 
arms, 
deformed leg and one crutch, and fig. 2 (6) shows him walking 
normally with his artificial limb. 


CasE 2.—A girl was born with an embryonic foot at the end 
of the right lower leg, having no ankle- joint ; and also with an 
embryonic hand (represented by some proj jections of soft tissue 
too small to show in the figure) at the lower end of the left 


humerus. Her right hand was also badly deformed (fig. 3). The 


leg was amputated above the knee at an ideal site and she was 
given a fibre full-length temporary limb to enable her to 
walk. There was no joint at the knee, so that any movement 
there was impossible, and as she grew few adjustments were 
made except replacement of the fibre limb at times. She 
could only sit down with the leg fully extended. She 
developed scoliosis (fig. 4). The deformed ’arm was never 
treated or fitted with an appliance. The girl is now nearly 
16, and a proper prosthesis for the leg and for the arm have 
just been made. 

CasE 3.—A girl fell out of a window at the age of 3; the 
injury necessitated an amputation, and later reamputation 
of the left femur, which was left with a very short stump. 
She was given only one crutch until the age of 7, when she 
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- secondary. deposits and no deformities after 


Fig. 2 (a) shows the man as he walked with the © 
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was given. an artificial limb. It had for merly been said that 
a child could not be fitted with a limb on such a short stump. 
She has now used the limb for a year and grown 24 in, No 
adjustments beyond lengthening have been needed for the 
ag. 8 Scoliosis and distortion of the pelvis are shown. in 
5. 

The following cases show the contrasting results to be 

expected when correct treatment has been given :— 


CasE 4.—A boy had a fall when only 15 months old, frac- 
turing the tibia and fibula of the right leg. Surgery failed to 
produce union of the bones, and 2 years later there was a space 
of over 2 in. between the ends of them. The lower part of the 
leg was amputated and the boy fitted with an artificial leg 3 
years ago. He has been seen periodically and all adjustzments 
necessary for growth have been made, with the result that 
there is no deformity and he joins in all activities of his- 
friends, including football. He has refused even to take the 
limb off at night being afraid he would lose it. 


-Casr 5.—A girl had a sarcomatous growth of the right 
femur, and the hip-joint was disarticulated completely. She 
was fitted with an artificial limb and the necessar y examina- 
tions and adjustments have been made. There are no 
2 years. She 
recently attended a dance and took part in all dances during 
the whole evening. 


Case 6.—A boy with congenitally deformed legs has been 
fitted since early childhood with the appliances shown in 
fig. 6 (a) and (b) having no movement at the knee on either 
leg. He walked stiff-legged and sat with extended legs. 
No surgery was required to enable a pair of articulated 
appliances to be fitted, with which he can now walk and 
sit in comfort (fig. 6 (c) and (d) ). L 

SUMMARY 

Children of school age and infants = suffer ampu- 
tation may now be admitted to Ministry of Pensions 
hospitals for expert surgical treatment and be provided- 
with the best possible artificial limbs through the organi- 
sation of the governors of Queen Mary’s (Roehampton) 
Hospital in conjunction with government departments 
and local education and child-welfare authorities. 

The site of amputation should be carefully chosen 
in children, expected growth. being taken into account. 
The stump should be such that a normal prosthesis can 
be fitted instead of a temporary appliance which cannot 
be adjusted. 

A child should be fitted as soon after. operation as 
saa As with adults, correct nursing, exercise of 

he amputated stump and bandaging are im tive. 

Examples of delayed treatment and fitting are 
contrasted with some correctly treated cases. 


‘I would like to thank the Director General, Medical and 
Executive Officers of the Ministry of Pensions for permission 
to publish information contained in this article. 
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INFECTIOUS DISEASE IN ENGLAND AND WALES 
| ' WEEK ENDED APRIL 129 


N. otificati ons.—The following cases of infectious disease 
were notified during the week: smallpox, 0 ; scarlet fever, 
1764 ; whooping-cough, 2897 ; diphtheria, 628 ; para- 
typhoid, 43 „typhoid, 9; measles (excluding rubella), 
2055 ;  prieumonia (primary or influenzal), 711; puer- 
peral pyrexia, 164; cerebrospinal fever, 71; polio- 


r 


myelitis, 9%; polio- encephalitis, 2; encephalitis. lethar- - 


gica, 3; dysentery, 218; ophthalmia neonatorum, 80. 
No case of cholera, plague or typhus fever was notified 
during the week. 

The number of civilian and service sick in the Infectious S Moapitale 
of the London County Council on April 26 was 1 
previous week the following cases were admitted: scarlet fever, iz : 
diphtheria, 48; measles, 66 ; ; whooping-cough, 68, ` 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 2 (0) from scarlet fever, 2 (0) from measles, 
16 (5) from whooping-cough, 5 (0) from diphtheria, 
49 (12) from diarrhoea and enteritis under two. years, 
and 7 (0) from influenza. The figures in parentheses 
are those for London itself. 

The number of stillbirths notified during the week was 
250 (corresponding to a rate of 31 per thousand total 
births), including 23 in London. 


` 
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= In England Now i 


A Running Commentary by Peripatetic Correspondents 


THE BBC commentator’s announcement that two 
young Americans, Woodward and Doering, have 
synthesised quinine (goodness; if they have!) set me 
thinking in my bath about this business of making 
** natural ” drugs in the laboratory (my higher certificate 
was endorsed ‘not organic chemistry,’’ but I did 
splendidly in Little-go). 
wrong.end? If you want to learn how to build a house 
you don’t wait till the builder has finished it and then 
take it to pieces—you could probably deduce the process 
in: this way but it would be simpler to watch him build 
it. So instead of starting with the finished product of 
the cinchona tree, or the penicillium mould or whatever 
it may be, the chemists ought surely to follow the plant’s 


own steps in synthesis. Presumably the seed of the- 


cinchona tree has`no quinine in it; how about the first 
shoot? At what stage of the tree’s growth can you 
first detect in it some compound that others haven’t 
got ?: The same with penicillium. It is 14 days before 
the mould has made its full whack of penicillin; but 
what has it made by 7 days, or by 3, when there is. a 
growth on the surface of the medium like the one we 
dread: on jam? Somewhere between: those- -days the 


mould converts the dull diet prescribed for it by Czapek.. 


and Dox into the near-cure-all we want. All we have 


to do is watch how it’s done. 
the details because the bath-water had got cold. | 


2 ta hock & * * 

The young lady deputising as temporary assistant 
medical registrar asked me to. see a patient sent in two 
days previously with cedema of the feet which had 
subsided on recumbency. She had already ordered an 
X ray of the thorax, an electrocardiogram, a full blood- 
count, estimation of blood-urea and. various renal- 
efficiency tests. And now she.desired my opinion on 


the necessity of considering the plasma-proteins and 


circulation-time. She had failed to observe that the 
patient was an over-worked waiter with varicose veins. 
Then there was the very young house-physician who 
was worried over a grizzling child of 3 years whose 
mother had reported that he was weak on his legs. 
During the week-end she had performed a lumbar- 
puncture, had requested an X ray of the skull and spine, 
and a Wassermann reaction, and she was now endeavour- 
ing to persuade an irate, rather sceptical and intensely 
critical pathologist to investigate the vitamins in respect 
to possible deficiency. But she had not looked at 
the Jegs, let alone considered the child’s capacity to 
walk. Next a considerably older lady doctor called 
me out in private on account of her agitated inability 
to explain a pyrexia of 48 hours’ duration without 
physical sigús. The portable X ray people had been 
put on the job to photograph the chest and the sinuses. 
The pathologist was doubtless rubbing his hands ; 
for in addition to a nasal swab and specimens of urine 
and feeces for bacteriological examination he had been 
given an order for a full blood-count, a blood-culture 
and all the agglutination tests he could think of. I 
hinted that the whole of the Royal College of Physicians 
could do no more than guess at this stage; that fully 
99% of such problems turned out to be febricule, feverish 


colds, or, to use a popular but generally incorrect phrase-. 


ology, influenza; that she could conscientiously ad- 
minister a diapheretic and wait for another four or five 
days for the temperature to subside or an explanatory 
rash or physical signs to present themselves. She 
telephoned me three days later to say the patient’s 
temperature was normal. 

All this happened in a week. It is a coincidence that 
the actors were all of the gentler sex. I hasten to record 
this to forestall any accusation of misogyny, a charge 
which to an avowed feminist would be unjust and dis- 
tressing. Moreover the next experience showed that 
a mere male can in uncritical clinical application easily 
eclipse his fair colleagues. A pallid, wasted, elderly 
gentleman had suffered with intestinal symptoms for 
nearly 6 months. He brought a large bundle of docu- 
ments which included 12 reports on elaborate examina- 
tions of his feeces and 8 on his blood, comprising every 


Aren’t they starting at the. 


- simplification with a return to first principles. 


It should be easy for a- 
man with Little-go behind him, but I couldn’t work out . 


Bs human beings. 


possible investigation. There -was much in these 
of the Arneth count, as it shifted: more or less to the left 
on occasion. At times, the hemoglobin, which was on 
the average 65%, rose by 1 or 2%, an improvement 
regarded as worthy of congratulation. The sedimenta-. 
tion-rate was carefully scrutinised, and, although ‘in- 
variably .considerably accelerated, exhibited minor 
variations interpreted as of great consequence. The 
work on the urine was monumental, comprising every 
sort of investigation of which I had ever heard and not 
a few of which I had not. - Pings eee Na. 8 

The opinion was that we were confronted with an 
atypical infection by an anaerobic streptococcus for which 
‘* intestinal antiseptics’’ had proved disappointingly 
inadequate. I gathered that no examination of the 
abdomen had been made for at least three months. 
A large tumour was palpable there, and a surgical col- 
league who explored the abdomen next morning exposed- 
a cyst of the sigmoid containing a huge quantity of 
stinking material. i 

The moral is that we do not teach medicine properly, 
and that although the tendency in all the somewhat 
flatulent schemes for the medical student’s future 
seems to be in the direction of further elaboration, it 
would be far better if those in high authority would be 
bold. enough and powerful enough to bring ants a 

ove . 
all, the danger must be avoided of entrusting elementary 


| uration to the bright young people of the “ registrar 
- class.” 
knowledgeable about the latest advances and 


The old buffers may not appear to be AA 
e 


application of this, that or the other new gadget, although 


` they often know a good deal more than they are credited 


.with knowing. But length of experience and maturity 
are needed for a sense of proportion ; and those of us 
whose ‘usefulness is approaching its end regard with 
some alarm the type of average doctor that the future 
is likely to produce. After 30 years of consulting 
practice, 20 in the outpatient department and 10 in the 
wards, I would give much for a few weeks with a good 
old GP who knew his physical signs and understood 


* * * 


- Positive health,” eh? I wonder what the coiner 
of the blessed phrase had in mind ? Health itself is hard 
enough to define and the maintenance of good health 
appears to be a precarious feat of balancing, only to a 
very limited extent under the control of either patient 
or doctor. Clearly a man may make himself ill by 
riotous living, but the most blameless and temperate 
way of life is no guarantee of reasonable, much less of 
positive, health: These prophylactologists of the future 
are going to have a job which I for one do not envy them. 
‘‘Tell me, Doctor, how can I avoid getting colds, diabetes, 
Bright’s disease, osteo-arthritis and disseminated sclero- 

‘sis ? ’’—these are a fair sample of the simpler posers by 
answering which they will earn their daily bread. 
a a * 

Of the rocks on which our mess is founded Captain 
Bulger, RAMC, is the firmest. He’s as fit as a fiddle (he 
can drink 15 pints without turning a hair), and always 
smartly ‘turned out. His brasses would shame a helio- 
grapher, and his badges of rank, officer’s, cloth, are 
white as snow with Chinese ink (it was said he refused 
a majority because a crown is smaller than three pips). 
And withal he’s a great upholder of preventive medicine 
—‘‘ Health, sir, is just a matter of discipline. Put 
everyone in the Army and I’ll See that they arn’t sick.” 
It came as a shock to him the other day to find that — 
discipline does not mean the stiff upper lip to everyone. 
It was at our local, where, as a magnificent gesture, he 
was drinking with an American captain. In rushes the 
visitor’s driver, yelling, ‘‘ Gee, cap’n, can me and Hank 


take two dames out for a ride in the jeep?’’ “ Sure 
boys, go ahead,” he says. Then, turning proudly to 
Bulger, ‘‘ Now that’s what I call discipline. Those lads 


needn’t have asked. They could just have taken it.” 
* * k - 

Today I was told that ‘‘ Owing to difficulties of print- 
ing at the present time there are no more special forms 
for measles and whooping-cough notifications, and we 
are to use the general notification forms instead.” So 
the ill wind of war has blown away one certificate ; dare 
we hope that others will follow ? 


d 
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Parliament 


ON THE FLOOR OF THE HOUSE 
- MEDICUS MP 


THE House has not heard the last of Service pay and 
allowances. Allowances: for children of those in the 
Services have been increased to 12s. 6d. a week, but 
allowances for the same children on the death of their 
parent in the forces go down to lls. a week. Pointed 
attention was called to this difference at question-time 
by six Conservative and two Labour members who 
asked for reconsideration. Mr. Attlee’s reply, as deputy 
Prime Minister, was ‘‘ No, Sir,” and the House is not 
satisfied. Sir Archibald Southby said that ‘‘ in view of 
impending operations ~’. he would not raise the matter 
on the adjournment but reserved the right to raise it 
at a later date. There will have to be another debate 
on the subject. } 

. The mood of the House is dominated by the “ im- 


pending operations,” and the presence of Brigadier. 


Maclean on leave from Yugo-Slavia, where he is serving 
at Marshal Tito’s headquarters, attracted more notice 
than some of the debates. Indeed there is more 
stirring behind the formal sessions than at those sessions 
themselves. At the Medical Parliamentary Group, 
Prof. A. V. Hill, lately returned from a visit to India, 
gave an account of the’conditions in that sub-continent 
and mentioned the projected improvement of medical 
and allied services there. Lord Wavell, the philosopher- 


soldier viceroy of. India, takes an .especial interest in . 


health and places the subject high on the list of 
priorities. We shall no doubt be faced at the end of 
this war with vast problems of nutrition, hygiene and 
epidemiology in Europe and in the East, but we shall 
be helped, as we were not after the last war, by a great 
amount of knowledge collected during the war. 

By the time these words are printed the House will 
probably have passed the Education Bill. Mr. Butler 
is expected to deal more fully than he has already done 
with the problem of the integration of the school medical 
service with the proposed national health service. But 
during the last week two more white-papers on educa- 
tion have been produced—the McNair report on Teachers 
and Youth Leaders, and Principles of Government in 
Maintained Secondary Schools (Cmd. 6523, 2d.). The 
first has 176 pages, the second only 10, but it is difficult 
to see how any ordinary hardworking MP can consume 
and digest so much white paper in the time at his dis- 
posal. The danger of overwhelming parliamentary 
procedure by wave upon wave of white-papers is real 
and calls for some scientific planning of the time of 
debates as well as modifications of the work of Parlia- 
ment itself. The only way out, if we are to maintain 


democratic contro] over legislation, is to refer a great ` 


deal of work to standing committees. Reports by. 
outside authorities, like the McNair report, and white- 
papers produced from the ministries themselves require 
keen parliamentary scrutiny. 

The white-paper method of business is further exem- 


- plified this week by the debate on a national system of 


water-supplies, which has been followed at once by the 
presentation of the Rural Water Supplies and Sewerage 
Bill. The House gave this a cold réception. The 
proposals reeked of the parish pump and were not 
inspired by any hope of a comprehensive national plan. 
The Governmént’s propésal to transfer inspections of 
` the cleanliness of milk from local authorities to the 
Ministry of Health was also criticised as autocratic. 
The via media will not be found until we return to the 
normal method. of parliamentary government shared 
between a party: government and a party opposition. 
But that is unlikely to happen before Germany is defeated. 
Meanwhile the Beveridge white-paper or papers are 
ex pected, and the Goodenough report should be out soon. 


REHABILITATION Firéms.—Mr. BeEvIN stated that in. con- 
sultation with his department, Damé Georgiana Buller 
had recently initiated the making of a film demonstrating 


the training of disabled persons, and copies were now avail- . 


able at the Central’ Film Library. The Ministry of Infor- 
mation had also in preparation a film for general distribution 
on the rehabilitation of the limbless. 
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FROM THE PRESS GALLERY 
‘ Our Sister Water ”’ | 
In the House of Commons on May 3, the Minister of 
Health moved a resolution welcoming the intention of 
the Government declared in the recent whife-paper 


~~ 


to introduce measures for the conservation and better utilisa - 


tion of the country’s water resources, the improvement of the 
administration of the water-supply, the further extension of 
public water supplies and sewerage in rural localities, and the 
better management of rivers. 

The Government’s.objectives, said Mr. WILLINK, must be 
to secure that all reasonable needs for water should be 
nret. Considerable changes would be necessary, but 
large parts of the present organisation were working 
well and there was no reason to make a complete change 
in its nature. He laid down three principles for accept- 
ance: first, a greater degree of central control aver 
development ; second, ultimate responsibility for the 
efficiency. and vigour of our watér-supply administration, 


“with the Minister of.Health and Secretary of State for 


Scotland directly responsible to Parliament, and with 
local authorities responsible to their electorate; and 


third, sectjonal interests must be set aside if the national ° 


interest required it. Statutory undertakings must 
accept further regulation of their business where neces- 


` sary, but should have full opportunity of putting their 


case to the minister. There was ample water in the 
country for all needs, even allowing for greatly increased 
demand. What.was needed was equitable and wise 
The Government would press on -with 
the Inland Water Survey at the earliest possible date. 


A bill would be introduced this session to provide for 


substantial exchequer assistance for the extension of 
rural water-supplies and sewerage. About 30% of the 
rural population of England and Wales had no 
supplies of water to their houses, or within reach. 
represented about 5% of the general population, or 
roughly 2 million people. The Government’s con- 
tribution for England and Wales would be £15 million. 
The programme could not be put into operation at this 


- moment, but the Government regarded it as an essential 


part of the general reconstruction programme, and plans 
would be made before the end of the war. It would be 
wrong at the moment to talk of a crisis in water-supply. 
But the country had suffered from three consecutive dry 
winters, and the winter just past was quite embarras- 
singly dry. The Ministry of Health possessed adequate 
powers to deal with the situation. The supplies in the 
towns were not in difficulty at present, and the Metro- 
politan Water Board has not asked for any emergency 
steps to be taken. In conclusion, Mr. Willink reminded 
his listeners of the words of St. Francis of Assisi in praise 
of ‘‘ our. sister water, who is very. serviceable unto us, 
and humble and precious and clean.” 

Mr. ALEXANDER WALKDEN was disappointed in the 
white-paper and in the minister’s speech. It had been 
hoped, he said, that a strong water policy would accom- 
pany the health service, but those who had compiled 
the white-paper on water-supplies seemed to be too 
fearful of difficulties and too tender to existing interests. 
The Lincoln and Croydon epidemics resulting from 
poisoned water-supplies must not be allowed to recur. 
Mr. G. MANDER supported the white-paper as far as it 
went, but did not think it went far enough. He could 
not believe that £15 million would be sufficient to supply 
all the rural: areas. with the water they needed. He 
thought it would be going too far to have a minister of 
water as proposed by the British Waterworks Associa- 
tion, but he saw no reason why we should not have a 
specific water department at the Ministry of Health. 
Mr. S. J. PETERS wanted a national board with powers 
over water, electricity and all matters of utility. 

Mr. R. HupDson, who summed up, said that water was 
‘not, like electricity, something that could be treated 
by itself. You could not divcrce water from such 
things as housing, health and: drainage which were all 
the intimate concern of the Ministry of Health. Accord- 
ingly the Government wished to provide the Minister 
of Health with full powers for central direction and 
control and above all power to see that the various 
authorities carried out the responsibility which, the 
Government hoped, Parliament would agree to their 
shouldering. a 
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- QUESTION TIME 


Distribution of Penicillin 


The Lord President of the Council, replying to a question, 
said the Penicillin Clinical Trials Committee appomted by 
the Medical Research Council is responsible for the distribu- 
tion only of the part of the penicillin supply which is allo- 
cated for research in this country; the remaining and larger 
part is going to the forces overseas. The total quantity 
distributed by the committee up to the end of March 1944 
was about 500 million units, of which about 420 million units 
were divided between the hospitals in Oxford, London and 
Edinburgh chosen as the main centres for clinical trial. The 
committee has also provided smaller supplies for specific 
clinical purposes to fourteen other centres in this country, 
and sixteen further projects for particular forms of study 
were approved at a recent meeting. The aim of these clinical 
‘trials is-to treat cases under controlled conditions in order 
to determine the value of penicillin in different diseases and 
the best methods of its use. - No proposal, for any promising 
investigation has been rejected owing to shortage of supply. 
“In some of the institutions work has not been in progress for 
long enough to justify publication of results, but several 
reports have been issued and others are in prospect. 


Workmen’s Compensation for- Health Workers 


Dr. H. B. Morcan asked the Minister of Health (1) whether, ` ` 


in planning for the new National Health Service, he had 
considered the advisability of taking steps for workmen’s 
compensation for health workers exposed to infectious 
diseases and ailments in the course of, and resulting from, 
their occupation; whether he was aware,that up to the 
present this risk had not been recognised statutorily for 
health workers on the lines of the scheduled diseases asso- 
ciated with: industrial processes or exposures; and (2) 
whether, at any time since the scheduling of certain diseases 
after inquiry under the workmen’s compensation legislation, 
his department had submitted a request to the special Home 
Office Workmen’s Compensation Committee dealing with the 
scheduling of industrial diseases for the scheduling of pul- 
monary tuberculosis as an occupational health risk in sana- 
_ toria and other institutions, having regard to the risks run 
in dealing with such an infective disease as tuberculosis ; 
and if not, why not.—Miss F. Horssrucu, Parliamentary 
Secretary to the Ministry of Health, replied : The scheduling 
of diseases under the Workmen’s Compensation Act is a 
matter for the Home Secretary, but I understand that the 
principle always followed is that diseases to be scheduled 
- must be so specific to the particular employment that their 
causation by that employment can be established in individual 
cases. This could not be applied to the ordinary infectious 
disease or tuberculosis. I do not think that the National 
Health Service proposals affect the principle involved. 


Advice for Expectant Mothers 


Mrs. J. ADAMSON asked the Minister. of Food whether, 
under the scheme for the distribution. of food and clothing 
coupons to expectant mothers, he would authorise his food 
officers to notify the health department of the local authority 
with particulars of applicants and thus facilitate contacts 
with health visitors for advice.—Colonel J. LLEWELLIN 
replied : 
sidered and I have been advised that a considerable propor- 
tion of women would object if information which they gave 
to the food office were divulged to anyone.—Mrs. ADAMSON : 
Does the Minister not realise that if this procedure were 
carried out it would remove the grievances and opposition 
of the local authorities and would be in the interests of 
expectant mothers ?—Colonel LLEWELLIN: Before these 
women come to the food offices for their special priority 
issues they require to have a medical certificate and that 
seems to be the appropriate time to give them advice as to 
what to do for medical purposes. — 


Diphtheria Immunisation in Scotland 


Mr. J. JOHNSTON, replying to a question, said that the 
numbers of immunisations against. diphtheria recorded in 
Scotland during 1941-43 are as follows : | 


Under 5 5 to 15 Total = 
1941 153,913 464,792 618,705 
1942 57,690 71,892 129,582 
1943 29,826 16,060 


45,886 


- MAB smallpox ships. 


The suggestion has already been carefully con- . 


The following table shows the incidence among immunised 
and non-immunised people in the second half of :1943 : 


Non-immunised Immunised 
i Cases Deaths Cases' Deaths 
Children upto 15... 1599 . 8 .. 756 .. & 
Persons over 15 922 ee, 15 .. 69 .. 0 


. INCREASE IN Scottish UNIVERSITY Frrs.—Mr. JOBN-` 
STON said he had seen press reports of the decision of the 
four Scottish university courts to increase university fees 
in all faculties except that of medicine. | 

NuMBER OF MENTAL PaTIENTS.—-Mr. WILLINK gave the 
total number of certified patients in mental hospitals in 
England and Wales on Dec. 31, 1943 as 115,313... Their 
percentage to the total estimated population at the middle 
of 1939 was 0:28. The number of certified patients re- 
admitted into mental hospitals in England and Wales in. 
1943 was 3904, representing 3:4% of the total certified ` 
patients. a 

Domestic WORKERS. — Mr. McCorQquoDALE said that 
the priority of domestic employment in hospitals was placed 
on the highest level and was regarded by the Ministry of 
Labour-as equal in importance to aircraft work. 


Obituary ; 


WILLIAM TURNER 
“MS LOND, FRCS Ea 
Fro{ the time William Turner came to Westminster 
Hospital, now nearly fifty years ago, he made it his 
chosen sphere of work; when he retired in 1934 the 


hospital in turn chose him as one of its vice-presidents, 


and it was there that he died on April 30 in his 74th 
year. Son of Frederic Turner of Hildenborough, Kent, 
he went to King’s College: School and thence to KCH 
where he was one of Lister’s pupils and gold medallist 
of his year. After graduating MB in 1895 he stayed at 
King’s as demonstrator in anatomy and surgical registrar 
until his appointment in 1897 as assistant surgeon to 
the Westminster. Meanwhile he had served on the 
The South African War inter- 
rupted his career briefly and he served as surgeon to 
the Imperial Yeomanry Base Hospital at Deelfontein 
and later was in charge of the branch hospital at 
McKenzie’s Farm. He returned to London where 
besides his hospital work at the Westminster and the 
claims of a growing practice he found time to act as 
consulting surgeon at King Edward’s Hospital, Ealing, 
the Dreadnought Hospital, Greenwich, and the Royal | 
Hospital for Diseases of the Chest. During the war of 
1914—18 he gave generously of his time and experience 
to the 4th London General Hospital, the King George 
Hospital, the American Red Cross Hospital No. 22 and 
Mrs. Mitchison’s Hospital in Chelsea. Surgery was his 
all-absorbing interest but this busy life left him little 
time for writing, apart from notes: on orthopedic 
technique, and a practical guide to Treatment after 
Operation (1912) with Rock Carling. Patients valued 
his thoroughness and consideration for their welfare, 
students his sound and clear teaching, and colleagues 
his ready counsel and help. One of them adds “ West- 
minster will miss ‘ Billy ’ Turner and his shrewd advice 
and balanced judgment in the many committees on - 
which he was a faithful attendant.” He leaves his . 
widow, née Lily Hamilton of Tavistock, with one son, 
Dr. C. F. Hamilton-Turner, now serving overseas with 
the RAF. | 7 


THE death is announced during March while on active 
service of Lieut.-Colonel LIONEL AUGUSTINE JOSEPH 
GRAHAM, LMSSA, RAMC. He was born in 1887 and 
educated at Cambridge and Guy’s Hospital. Immediately 
on qualifying in 1915 he took a temporary commission 
in the RAMC, and was with the Egyptian Expeditionary 
Force till the end of the war. In 1919 he joined the 
regular establishment of the RAMC and was promoted 
major in 1927. He had served in Singapore and in 
India, where his prowess in tennis and golf will be 
remembered. At the beginning of this war he was one 
of the first medical officers to be sent to France and 
since 1940 he had been in the Middle East. He leaves 
his widow with two sons and a daughter. | 
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Letters to the Editor 


: ‘COST OF A NATIONAL HEALTH SERVICE 


Sır, —Dr. Robb-Smith’s article in your issue of 
April 22 is impressive as an argument for estimating 
the eventual cost of the white-paper scheme at a figure 

- considerably higher than is indicated in appendix E. 
The Ministry of Health can I think fairly be criticised on 
the ground that they have made no attempt to warn us 
of the final cost to the country. What they have done, 
however, is to estimate for the incomplete scheme which 
will have to suffice us for the first two or three years. In 
that period there will be insufficient doctors, consultants, 
hospitals and clinics; there will probably be no health 
centres, or very few; and no new building for the new 
service is likely for two years after a European Armistice. 
‘What precise deductions are made in the white-paper 
under these heads I would not venture to guess, but it 
does seem possible that the Ministry of Health’s figures 
are not far out. The crime which Dr. Robb-Smith 
should allege against the authorities is not, that they are 
parsimonious, but that they do not promise to conjure up 
all the desired resources in a devastated world at the 
outset. | 

Moreover the shortage of these resources is no 
valid argument for postponement. 
more necessary that they should be used to the best 
advantage for the whole population. 


London, W.11. RONALD DAVISON. 


SULPHONAMIDE DERMATITIS 
Sır, —Having seen well over 400 cases of skin eruptions 


due to sulphonamides during the last 12 months in 


Algeria and in the CMF, 300 of them being of the light- 
sensitisation type,, I feel that the letters of Evans 
(Jan. 29) and Colebrook (Feb. 5) callfor comment. Evans 
remarks that nicotinic acid seems the obvious remedy. 
I only wish that this were true—nicotinic acid had no 
effect whatsoever in 20 cases in which I used it (though 
never intravenously), but huge doses of vitamin-B 
complex seem to be of some help. Certainly, the cases 
of sulphonamide light-sensitisation with the dermatitis 
on the exposed areas and the scrotum, the cheilitis 
and glossitis, resemble but do not give the same clinical 
picture as pellagra. The comparison between the two 
syndromes is noted and discussed in a paper which I hope 
will be published in the near future. Just as many cases 
have been seen in winter as in summer, and it should be 
noted that the sun has been conspicuous by its absence 
in the Central Mediterranean theatre of war. Cole- 
brook’s experience of more than 2000 cases of burns 
treated by the local application of sulphonamides is 
impressive, but during the last four weeks I have seen 
4 cases of light-eruption due to burns treated in this 
way. It is true that, as was stated in a short paper 
(Peterkin, G. A. G. and Jones, E. C., Impetigo conta- 
: giosa in the Services, with special reference to its treat- 
ment with sulphathiazole: ‘Brit. med. J. March 13, 
1943, p. 318), these reactions are much less liable to 
occur if the drug is applied in a thick paste (such as 
Lassars) or a water-miscible cream, but they do occur, 
and there is little doubt that patients who may heal 
well and show no reaction to sulphonamide treatment 
may, by that treatment, be sensitised to the sulphon- 
amide series when they are used on another occasion. 


G. A. G. PETERKIN. 


HAZARDS IN THE TREATMENT OF VARICOSE 
VEINS | 


S1r,—I can fully endorse the remarks of Surgeon Com- 
mander Oldham in his letter of April 15 (p. 516). He 
draws attention to certain prerequisites for success, such 
as careful preparation of the part, general anesthesia, 
strict aseptic and hemostatic technique, the use of can- 
nula rather than needle, the swabbing away of any fluid 
spilt, accurate suturing of the skin edges of the inguinal 
incision, and finally the application of a firm gauze pad 
and ‘ Elastoplast ’ dressing. My experience bears this 
out. I doubly ligate the proximal end of the saphena 
vein with silk, support the limb from foot to groin with 
an ‘‘Elastocrepe’ bandage, and get the patient up as soon 
as he recovers from the anesthetic ; the sutures remain 


STANDARD TUMOURS AND CHEMOTHERAPY 


It makes it all the. 


_ from a paper by 


[way 13, 1944 


in for a week orten days. For ordinary injections I have 
tried various sclerosing solutions such as quinine-ure- 
thane, sodium salicylate, lithium salicylate, and 6% or 
10% sodium morrhuate. Since April, 1938, I have used 
monoethanolamine oleate (‘ Ethamolin °), almost exclu- 
sively, both for the injections and the combined ligature 
and injection operation. This chemical was first recom- 
mended by H. I. Beigeleisen of New York (Ann. Surg. 
1937, 105, 610). Its sclerosing powers are good 3 only 
now and then is thrombosis not produced. It appears 
to be relatively non-toxic ; there have been no instances 
of anaphylaxis, embolism, deep thrombosis or punctare 
necrosis. It is not my intention to give the impression 
that all cases respond to this treatment or that there are 


no recurrences, but merely to reaffirm that ina long series 
of cases treated by this method there have been no 
immediate untoward complications—as Mr. Oldham 
says, with reasonable care, the hazards are minimal. 
St. Andrew’s Hospital, Bow. . J. R. M. WHIGHAM. 


THE MANTOUX TEST 


Sm,—I have just seen the annotation on tuberculosis 
in the young child (Lancet, April 1, p. 442), and although 


it is rather late I must protest at the misreporting of © 


what I said at the meeting. My main theme was the 
extreme value of the Mantoux test in young children 
and I favoured its routine use in all infants under the 
age of two years. In fairness I pointed out that it had 
certain limitations which I described in detail. But 
the ‘‘ 16 out of 63 children ” with tuberculosis who gave 
negative tests were not my cases: they were quoted 
M. I. Levine (Amer. J. Dis. Child. 
1939, 58, 799), and they all reacted positively at subse- 
quent tests—a point ignored in your annotation. 
(They were, anyway, a special series of infants, 70% of 
whom were under four months of age.) 


I have myself — 


never seen a proven case of tuberculosis in childhood— © 


except in moribund children—which did not give a 
positive Mantoux. The substance of my paper, put 
in one sentence, was ‘‘ Clinical examination and X-rays 
are of very limited value in the diagnosis of early tuber 
culosis in children ; the diagnosis stands or falls by the 
result of the Mantoux test.” It would be unfair to the 
British Peediatric Association, on whose behalf I was 
addressing the Tuberculosis Association. to let it be 
thought that pediatricians in general had such a poor 


opinion of the Mantoux test as the reader of your > 


annotation might infer. 
Warwick. WILFRID F. GAISFORD. 


STANDARD TUMOURS AND CHEMOTHERAPY 
Str,— Your leading article of April 29 (p. 569) reviews 


the 41st annual report of the Imperial Cancer Research | 


Fund and emphasises the discovery of ©“ a new method © 
for standardising test tumours. It consists essentially 
in causing a primary growth in a member of an inbred pur _ 


line strain of mice and then transplanting it into others © 


of the same strain. The grafted cells are not foreign to 
the host ; they may be assumed to be antigenically and 
genetically identical with the host's cells; 
always take, and if doses are equal grow at the same 
rate in all the mice. When the even rate of increase of 
these transplants is contrasted with the variable rate 
of spontaneous tumours, the advantages of standandisa- 
tion -become clear.” 

In this Institute in 1937 tumours were induced ina 
pure line of mice—namely, with methylcholanthrene in 
the CBA strain, by E. Boyland and F. L. Warren (“ The 
Induction of Tumours by Methylcholanthrene in Two 
Strains of Mice.” J. Path. Bact. 1937. 45. 171). Sub- 
sequently Dr. Boyland produced another such tumour 
(Sarcoma MCDB induced by injection sub cutem of 
methylcholanthrene in a male mouse of the pure Dilute 
Brown strain) exptessly for use in ‘therapeutic tests, 
and used it for this purpose until his investigations were 
interrupted by the claims of work connected with the 
war in 1940 (“ Experiments on the Chemotherapy of 
Cancer.” Parts 11, Iv and v. Biochem. J. 1939, 33, 618, 
1940, 34, 1196, 1941, 35, 1283).: In the first of these 
papers (p. 619) Dr. Boyland stated very clearly the 
advantages now claimed in your leader for the method 


“alleged to be new, and compared the characters of 


the new tumour with those of the Crocker sarcoma. 
Dr. Boyland says, of the sarcoma MCDB, 5 The 


the grafts 


1 t 
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mour has always been grafted into mice of the same 
rain, in which it grows readily and regularly: it is 
>w in the eighth grafted generation. A tumour of 
is type, which has never grown outside the same pure 
ne .of mice, resembles spontaneous or induced tumours 
. that genetic differences between the tumour tissue 
ad the host’s tissues are probably unimportant. In the 
use of the Crocker sarcoma inhibition of growth on 
-eatment may be due either to (1) increase in resistance 
F the host to a foreign tissue or (2) damage to the 
amour tissue per se. 
he factor (1) should not operate. This latter tumour 
as some advantages over spontaneous tumours—viz., 
4) it is more easily available in large numbers, (b) 
umours in different mice grow at the same uniform 
ate so that some mice may be used as controls, (c) the 
hemical constituents and biochemical 
robably more constant.” 

Chester Beatty Research Institute, 

Royal Canter Hospital (Free). 

*,* We are glad of this reminder of Dr. Boyland’s 
raluable work. We should make it clear that in his 
eport Professor Gye did not state that the method was 
1ew. ‘* The difficulties of testing cancer cures,” he wrote, 
‘are now met by using transplanted tumours in a pure 
ine strain of mice.’”’—ED. L. 


GECIL ROWNTREE MEMORIAL 


S1r,—We are proposing_to establish a medical and 
surgical reference library at the Queen Victoria Hospital 
to perpetuate the memory of the late Mr. Cecil 
Rowntree, FRCS, who was surgeon to. this hospital 
for upwards of twenty-five years. 
his many friends and patients in and around East 
Grinstead remember him with respect for his skill and 
with gratitude for his many kindnesses, and it is felt that 


E. L. KENNAWAY.' 


there could be no better permanent memorial to his 


name than such a library. Gifts of books or the means 
for purchasing them will be gratefully received and 
acknowledged by the secretary-superintendent of the 
hospital. | 


Queen Victoria Hospital,- 
. East Grinstead. Hon. Secretary, Medical Committee. 


‘THIS MILK BUSINESS” : 


_ Smr,—A review of my book in your issue of March 18 
says that the author ‘“ omits undulant fever, and 
mentions tuberculosis without giving . .. the amount of 
human infection of bovine origin.” This statement 
evidences misapprehension on the part of your reviewer. 
For instance in the chapter on Infection and Contamina- 
tion it is said: ‘‘ But even if the cow’s udder and flanks 
are regularly washed and the milker has assimilated all 
the eduction there is still the risk of drops of water or 
particles of dust falling into the pail. ... 
established that the bacteria of undulant fever survive 
in dry dust for many months.” Then on page 68 you 
would find : ‘‘ Some 6000 persons are killed on the roads 
every year in Gt. Britain. ‘There is much public anxiety, 
and some agitation in consequence. And yet there is 
little anxiety and less agitation about the deaths from 
bovine tuberculosis. About 2000 deaths a year in Great 
Britain are due to this disease: 
carried by unsafe milk.” Also on page 97, after dis- 
cussing the possibility of eradicating tuberculosis, it 
is asked how 1,300,000,000 gallons of milk could be 
provided from non-tuberculous herds’; it is stated. that 
“infection is being grappled with a large measure of 
success ” and that ‘‘ faithful adherence to the principle 
and practices evolved .. . will save uncountable thous- 
ands from crippled life and untimely death.” __ 
As your note on the book has given rise to serious 
_ misgivings I should be grateful for the publication of 
_ this correction. 3 
Thame. ARTHUR G. ENOCK. 


.. ™«* Mr. Enock’s aim is to rectify the lack of know- 
' ledge on the part of the milk-consumer. 
- as consulting engineer has qualified him to write with 
authority on the technical aspects of milk control and 
distribution. But on the public health side the book 
is disappointing. Evidence of dangers to health is 


' available in detailed reports of great importance on : Arthur Stallworthy. 


' which Mr. Enock does not touch.—Eb. L. 


NOTES AND NEWS. 


In the case of the MCDB tumour | 


reactions are - 


His colleagues and. 


A. ©. SOMMERVILLE, a 


It is wel- 


-And this disease is - 


His experience | 
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THE STUDENT'S HEALTH | -å 


Fpur student bodies have collaborated in a pamphlet on’ 


Health and the Student 1—the National Union of Students, 


the British Medical Students Association, the British Dental _ 


. Students ‘Association, and the Scottish National Union of 
” Students. It sets out an ideal scheme for the care of students 
under which they would be medically examined on entry to 


university medical officer, who would also give lectures— 
presumably on the care of health, though it does not say so. 
X-ray examination of the chest should be made on admission. 
` and at six-monthly intervals ; and it is suggested that there 
should be a biennial Mantoux test, though repetition would 
presumably be unnecessary for those giving a positive result. 
Regular dental ‘inspection is advocated. In considering the 


mental health of students much emphasis is laid on the dangers 


of a narrow scholastic outlook. The demand for cheap. 
lodgings or hostels and good food deserves the early attention 
of university authorities.. _ l R : Ae 

As an immediate measure the pamphlet suggests that good 
use should be made of existing playing fields ; and that, where 


these are scarce they should be shared by university students 


and other groups of young people, such as youth clubs and ' 


local sports clubs, irrespective of ownership. It is felt that 
even if shortage of doctors at present renders regular medical 
inspection of all students impossible, arrangements should be 
made for the regular examination of medical and dental 
students who are exposed to more- infection than their 
contemporaries taking other subjects. A section on health 
education foresees a health drive, with films, posters and ex- 


hibitions, and a series of lectures on health given by various. 


authorities as part of the university course. 
The cost of protecting the student’s health, it is thought, 


would be covered by a comprehensive insurance scheme such ' 


as that put forward in the Beveridge report ; but the standard 
of care outlined here exceeds that imagined by planners for the 
populace at large and would presumably be more costly. 


the university, and subsequently at intervals, by a full-time - 


fd 


Two existing student insurance schemes, set out in an appen- - 


dix, have relatively high premiums and cover treatment in 
case of illness rather than prevention of ill health by regular 
supervision. | 


_A'second appendix records the facilities for medical super- . 


vision at present offered to students in some English and Welsh 
universities and colleges. A full-time university medical 
officer has been appointed at Birmingham, but elsewhere 
arrangements are scanty or absent. This useful summary of 
current facts gives weight to the whole pamphlet, 


University of Oxford 


In a convocation held on April 27, the degrees of 
BM, BCh were conferred on M. F. C. Walker, and in absence, 
on S. E. M. Bates. . 3 


Royal College of Surgeons of England 


On Monday, May 15, and Wednesday, May 17, at 4 pm, 
at the College, Lincoln’s Inn Fields, London, W.C.2, Prof. 
John Beattie will speak on clinical aspects of methionine 
metabolism. At the same hour on Friday, May. 19, Surgeon 
Rear-Admiral G. Gordon-Taylor will give a Hunterian lecture 
entitled Second Thoughts on the Abdominal Surgery of 

` Total War—a review of 1000 cases. 


Royal College of Obstetricians and Gynecologists 


At a meeting held on April 29, with Mr. Eardley Holland, 
the president, in the chair, the honorary fellowship was con- 
ferred on Sir Joseph Barcroft, FRS, and Dr. E. Hastings Tweedy, 

and the following were admitted to the fellowship : 

J. B. Blaikley, D. W. Currie, J. V. O’Sullivan, J. H. Peel and (in 
absentia) H. I. McClure and A. W. Spain. 

The following were admitted to the membership : . 

Jean R. C. Burton-Brown, Agnes E. D. Cathcart, Audrey I. 
Frecth, David Friedlander, M. M. Garrey, Eileen D. M, Wilson and 
(in absentia) A. P. Bentall and J. J. Kearney. 

At the annual general meeting of the college held after- 
wards the following were elected to council in place of those 
retiring : o pee = 3 

Representatives of the fellows: John Hewitt, John Eric Stacey 


‘and James Montagu Wyatt. 
Representatives of the members: James Bruce Dewar and John 


1. Copies may be obtained from the secretaries of these bodies. 4d. 


~~ 
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Ministry of Health . 


Dr. J. A. Charles has been appointed second deputy to the 
chief medical officer of the ministry and will take up his duties 
on May 16. 


_ Dr. Charles, who is a member of a family well known in medical 
circles in the north of England, is 50 years of age. He received his 
medical education at the medical school of Newcastle and after 
-graduating with first-class honours at Durham in 1916 he saw service 
in the RAMC. He then returned to take the DPH at Cambridge 
and the membership of the Royal College of Physicians from the 
London Hospital. He acted as assistant tuberculosis officer at the 


City Infectious Diseases Hospital, Newcastle-on-Tyne, before he | 


entered the public health service as assistant MOH for Wilts. He 
returned to Newcastle as deputy MOH in 1928 and succeeded Prof. 
Harold Kerr as MOH in 1932. Heis in charge of the department of 
public health at King’s College and has been examiner in his 
specialty for the Universities of Edinburgh, Leods and Sheffield. 
His published work includes accounts of bacillary dysentery in Great 
Britain (1931); investigations into the health and nutrition of 
children (1933) and into the diets of working-class families in 
Newcastle (1935). He was elected FRCP in 1935. Of recent years 
he has devoted much time to the work of hospital and health services 
coérdination both in Newcastle and in the North of England. He 
is at present a member of the social and preventive medicine 
Comittee and the pediatric committeo of the Royal College of 
ysicians. 


Royal College of Physicians of Edinburgh 


At a meeting held on Tuesday, May 2, with Dr. A. Fergus 
Hewat, the president, in the chair, Dr. R. E. Verney (Edin- 
burgh) took his seat as a fellow. Dr. T. McLaren Galloway 
(Carlisle), Dr. W.-D. Henderson (Woking, Surrey) and Dr. 
H. P. Tait (Edinburgh) were elected to the fellowship. 


Medical Society ‘of London 


At 5 pm on Wednesdays, May 17 and 24, Prof. Henry 
Cohen will deliver the Lettsomian lectures to the society at 
11, Chandos Street, W.1. His subject is to be the mechanism 
of visceral pain. 


Institute of Public Administration 


The Haldane medal has been awarded to Dr. A. E. Martin, 
assistant MOH for Leicestershire and MOH for the Wigston 
and Oadby urban districts, for an essay on child neglect— 
a problem of social administration. 


Faculty of Radiology 


On Saturday, May 20, at 11 am, at the Royal College of 
Surgeons, Lincoln’s Inn Fields, London, W.C.2, Dr. A. H.T. 
Robb-Smith will deliver the Skinner lecture. He will speak 
on the natural history of disorders of the reticular tissue. 


British Institute of Radiology 


On Friday, May 19, at 2.30 pm, there will be a meeting of 
medical members, and at 4.30 rm Mr. H. S. Souttar will 
deliver the Mackenzie Davidson lecture. He will speak on 
team work in the treatment of cancer. 

On Saturday, May 20, at 3.15 rm, Prof. Sydney Russ, 
D Sc, will give the Silvanus Thompson lecture on ‘* The Man, 
Silvanus Thompson.” 


Royal Society of Medicine 


The following have been elected to the honorary fellowship : 

Prof. E. D. Adrian, OM, FRS, Sir Farquhar Buzzard, Sir Walter 
Langdon-Brown (Great Britain); General Paul Hawley, Colonel 
J. C. Kimbrough, Colonel Elliott Cutler, Prof. E. B. Krumbhaar 
and Dr. D. P. O’Brien (USA); Sir Ali Ibrahim Pacha, FRS (Egypt), 
Médecin Général Inspecteur Adolphe Sicé (France), and Colonel 
Joban Holst (Norway). 

At a meeting of the section of obstetrics and gynecology 
on Friday, May 19, at 5 pm, Dr. E. F. Scowen will speak 
on the metabolism and therapeutic use of progesterone. 


SYNTHETIC QuintyeE.—The Polaroid Corporation, of 
Cambridge, Mass., announce that a method of synthesising 
quinine has been devised by two organic chemists : Robert 


B. Woodward of Harvard and William E. Doering of Columbia . 


University, New York. It is by no means certain that the 


synthetic drug can be manufactured on a large scale during 
the war, i f 


STANDARD CarGUT.— Referring to the last sentence of our 
annotation of April 29, Messrs. Allen and Hanburys Ltd. 
point out that “‘non-boilable °” catgut is not of necessity 
chemically sterilised. Both boilable tubes and non-boilable 
tubes may contain a heat-sterilised product ; only the method 
of presentation and tubing fluid is different. On the other 


hand, a chemically sterilised catgut is always issued in non- : 


boilable tubes. It would be regrettable if the inference was 
drawn from our statement that a heat-sterilised catgut is.in 
any way inferior to a chemically sterilised product. 
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Preventive Medicine at War 

Speaking as the guest of the Society of Medical Officers of 
Health at a luncheon held on May 5, Mr. H. WILLISE con- 
gratulated his hosts on the new low records for maternal and 
infant mortality which had been set up during the war, and 
at a time when the birth-rate had been steadily risinz. 


Maternal mortality had fallen from 2-47 per 1000 births in 
_ 1942 to 2-29 in 1943 and it was likely that the final figure for 
infant mortality last year would for the first time be under 
50 per 1000 births. The number of stillbirths in the first 
quarter of this year had also fallen to 29 per 1000 births, 


compared with 33 for the same quarter last year and 39 in 


1940. The fall in the deaths from diphtheria marked the | 


_ growing success of the campaign for immunisation. On the 
other hand as in the last war tuberculosis and yenereal diseases 
presented major problems, and the increased incidence of 
venereal ‘disease would demand special efforts from the 


public health service. 


Ir is good news that the York Clinic for Psychological 
Medicine at Guy’s Hospital, after serving some of the general 
needs of the hospital since the blitz of 1940-41, has now been 
opened for its original purpose. Of the 43 beds 30 have 
been allocated by the EMS for psychiatric casualties among 
serving officers, the remainder are available for civilians 3. 
This is the first complete psychiatric unit to be built in this 
country as an integral part of.a teaching hospital. The 
acting medical director is Dr. Felix Brown, who has associa- 
tions with the Maudsley and Johns Hopkins, and the sister- 


-in-charge is Miss E. Purcell. 


Prof. C.-E. A.. WinsLow has succeeded Dr. H. S. Mustard 
as editor of the American Journal of Public Health. Pro- 
fessor Winslow holds the chair of public health ab Yale, 


was president of the American Public Health Association 
in 1926, and was Sedgwick memorial medallist in 1942. He 
is as well known among heating and ventilating engmeers, 


bacteriologists, and housing experts as to public health 


workers. A brilliant and prolific writer, his early work on 
sewage disposal (Washington, 1906) is regarded here as a 
classic. 


On Friday, May 26, at 5.30 PM, Dr. J. PURDON MARTIN 
will speak to the clinical society of the Royal Eye Hospital, 
Southwark, on ocular palsies. l 


Births, Marriages and Deaths 


BIRTHS 


BoreL.—On May 2, in London, the wife of Dr. Robert Borel—a 
daughter. x. 

BROMLEY.—On May 4, at Bury St. Edmunds, the wife of Dr. J. 
W. Bromley—a son. : 


BuURKE.—On May 1, in London, the wife of Dr. Edmund Burke— 


a son. 
BuRSTAL.—On May 1, at Lutterworth, the wife of Dr. E. Worsley 
Burstal—a daughter. 


Cocan.—On April 27, at Southborough, the wife of Dr. John 
Cogan—a son. i i > 

NoLan.—On April 30, at St. Austell, the wife of Dr. J. P. Nolan 
—a son. - 

OGILVIE. —On April 30, at Wadebridge, the wife of Surgeon- 
Lieutenant Patrick Ogilvic, RNVR—a daughter. 

MARRIAGES 
. BALDWIN—FYFE.—On April 29, Basil Baldwin to Anne Fullarton 


Fyfe, MB, BL. ; 
BoLTON—RODWELL.—On April 25, in London, Jolin Henderson 


Bolton, MRCP, captain RAMC, of Melbourne, Australia, to 
i Elizabeth B. Rodwell, 3rd officer, WRNS. oS l 
CHITTY—HowaRTH.—On April 29, in London, Keith Chitty, MB, 


to Sheila Mary Howarth, MB. l ` f 
CUMMING—DEWEY.—On April 29, at Caldy, Alister Knox Cum- 
ming, MRCS, to Jacqueline Dewey. 
GIUSEPPI—BROWNING.—On May 4, at Felixstowe, 
Giuseppi, FRCS, to Constance Mary Browning. 
TURNER—MCcNEILL.—On May 6, Anthony Chalmers ‘Turncr, MRCS, 
fligbt-licutenant RaFvR, to Kathlyn McNeill. _ 
WEATHERALL—OcsToNn.—On April 26, at Oxford, Miles Weatherall, 
BM, to Josephine A. C. Ogston. ` 


Paul Leon 


DEATHS 
ALLPORT.—On March 16, at Woking, Henry Kingston Allport, 
MD, MCH RUI, lieut.-ecolone! RAMC retd., aged 86. 
FENWICK.—On May 5,in London, Edwin Hurry Fenwick, CBE, FRCS, 
consulting surgeon to the London Hospital. 
PARKINSON.—On May 2, Arthur Stanley Parkinson, MD’ LEEDs, 
of West Kirby, Cheshire, formerly of Liverpool. 


The fact thal goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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| REFLECTIONS UPON 
REFORM IN MEDICAL EDUCATION* 
= Sir THomas LEWIS, OBE, MD LOND, FROP, FRS 


Jepariment of Clinical Research, University College Hospital 

eo Medical School . 

II. PRINCIPAL EDUCATIONAL REFORMS 
TWO CLASSES OF TEACHING 

The . requirements of theoretical and vocational 
reaching will call for certain readjustment. f 

Vocational.—A chief change required in vocational 
teaching is that it should be more organised and not so 
dependent as at present upon chance. Thus the general 
ground to be covered by different members of the 
teaching staff should be defined; not however within 
rigid boundaries, for this over-encourages specialism. 
There should be deliberate selection and ordering of 
cases, to ensure that all important types are seen and 
that a given type is not displayed with unnecessary 
frequence. This collection and sorting of cases, to be 
effective for teaching purposes, requires special organisa- 
tion. Emphasis should be laid upon common conditions 
and common methods of examination, omitting many 
rare ‘‘ diseases,’ but including many minor conditions 
that are frequent. There should be more interchange 
of ideas between different teachers so that students may 
be presented less often with confticting views. 

Practical teachers should not be narrow specialists ; 
though each may specialise in some direction, all should 
be in touch with the main outlines of general work. An 
understanding of this kind would bring breadth to the 
teacher’s view and would curb the over-development 
of specialism in teaching. | 

The need to lighten the load of work placed upon 

students has been named already. Present-day teaching 
requires simplification in all its branches. What is 
‘essential to general practice should be retained and 
emphasised, but there should be ruthless pruning away 
of what is insecure, intricate and redundant, and of 
‘what belohgs peculiarly to the province of specialism ; 
this appties to spscialism in medicine, to the crafts of 
major surgery arid gynecology, and to the details of 
clinical and morbid pathology, with equal force. While 
_ students should be familiar with the common maladies 
of eye, throat and ear, and skin, the diagnosis of those 
conditions that are particularly relevant to general states - 
of ill health should be taught with emphasis. 

In therapeutics very great emphasis should be laid 
upon remedies that are universally approved; to the 
relative neglect of others; required knowledge of 
pharmaceutical preparations should be much lightened ; 
a system of uniform dosage should be adopted. The 
prescription of proprietary preparations in teaching 
hospitals should almost cease ; the present use of these 
remedies forms an increasingly grave menace to the 
teaching of rational therapeutics. 

Theoretical. A professorial system’ of teaching has 
already been established, the present unit system ; 
but this system was not started, and therefore has not 
always developed, upon sound lines. When instituted 
too much emphasis was laid upon routine teaching and 
too little upon study and research. The unit was 
allotted a minimal number of 60 beds and the unit 
professor came to feel responsibility for the patients 
thus placed in his charge. The professor became over- 
burdened by the routine of vocational teaching, care 
of the sick, attendance at committees, and numerous 
additional chores. There has usually been no proper 
separation of the spheres of work of professorial and 
consulting staff in the teaching hospitals. 

Professorial work should be arranged along new lines. 
The professors :— ` ; 

(i) Should have relatively light routine duties, and should 
enjoy adequate time for personal study and reflection. 

(ii) Should keep themselves conversant broadly with pro- 
gressive contemporary movements in clinical and the ancillary 
sciences. . 

(iii) Should be students of disease and its manifestations 
rather than of patients, dealing mainly with selected patients 
and then from the standpoint of research and teaching. 


* Part I appeared in THE LANOET last week and Part III will appear 
in our next issue. 
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_ (iv) Should have their personal interest in chosen research 
problems and patients. | Bt Oe | | 
- (v) Should teach upon suitable material gathered from 
these’ their ‘refleetions -and studies; their teaching would | 
thus be cultural rather than technical, and would supple-. 
ment, rather than compete with, that of the clinical teacher. 

(vi) Should organise or supervise research by assistants. 

(vii) Should coérdinate the general body of cliniéal teaching. 


THE EXTENT AND TARGET OF THEORETICAL TEACHING 


The introduction of more theoretieal . teaching is 
required for two chief purposes—namely, to stimulate 
progressive work, and to promote more thoughtful . 
‘practice. To bring about the necessary reforms, these 
two purposes, separate but interrelated, must both be 
held in mind. If the research-worker and teacher, 
and the practitioner, are both to be trained within the 


OW 4 


walls of one institution—and this seems inevitable— 
ee adequate. provision must be made to satisfy 
oth. : 


__ We may ask as a preliminary how the mass of students. 
will be influenced in hospital work by the theoretical 
teaching proposed. It is generally agreed that a small 
percentage will be influenced and benefited profoundly 
and that from this group will come those who proceed 
to an academic career.t That the outlook of the latter 
must sooner or later diverge from that of medical 
students in general is clear. This divergence need rarely 
be long delayed, though it need not at first be con- - 
spicuous. In many instances, students with academic | 
tendencies will have spent, and . very profitably, extra 
time in physiology or biochemistry. The consequent 
divergence of thought will have already begun before 
they reach hospital. e i 

_ From the time that men of this more thoughtful type 
are recognised they should be provided -by the pro- 
fessoriate with special facilities for maintaining contact 
with scientific work. Throughout the whole of their 
final work and subsequently they should never be 
removed from the influence of academic atmosphere. 
The training of these men quite clearly demands per- 
“manent scientific contacts and finally a full scientific 
discipline and collaboration. - ‘ 

We may proceed to consider the extent to which 
theory should be pressed into the training. .of the average 
medical student. Very many, perhaps. most, will 
benefit materially from theoretical teaching additional 
to what they have today—and here it is to be remem- 
bered that some is already provided by thoughtful 
physicians and surgeons and much by pathology; but 
there will be a not inconsiderable percentage who will 
fail to benefit. The introduction of more theoretical 
training into the final course is justified by the profound . 
effect it will have on a percentage of men, and the 
benefits derived from leavening the whole. But it 
must be done circumspectly or its effect may come into 
‘conflict with sound practice, and may adversely affect 
men whose main virtue, if they are to become doctors, 
will be that they are practical-minded men. 

/While understanding will interest and stimulate many, 
it is false to imagine that diagnosis can be carried out 
now, or will be carried out in the near future, chiefly by 
analysis of disturbed functions, or that therapeutics 
can be based chiefly on arguments from fundamental 
principles. The basis upon which as doctors we give a 
remedy is, and must remain, that experience has proved 
the value of the remedy. Whenever this rule is departed 
from, we are experimenting; and experimentation is | 
unsafe in the hands of any men but those highly trained 
and possessed of an unusually high sense of responsi- 
bility. Thus attempts to turn 40,000 practitioners, or 
a large proportion of them, into as many doctors who 
habitually diagnose or treat upon the basis of inde- 
pendent thought, would be folly. Public safety requires, 
and public opinion rightly insists upon, a close adherence 
by the generality of doctors to what at the time are 
regarded as the established. rules of an art. | 

A principle of reform therefore seems to be to give all 
students experience in both theoretical and vocational 
education, running these two side by side, so that while all 
may enjoy the twofold opportunity different minds may 
make different and appropriate choices. í 


-8 m ee 
+t Itis not intended to be inferred that all will so proceed. 
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Theoretical education will have perhaps its chief 
effect in forming a strong body of leaders of the pro- 
fession who are trained to discriminate in what they 
teach and advise. ti) / . 

The principle here emphasised has the advantage that 
- it can be readily grafted on to the present system, that 
it will be fluid and that it will be easy to adjust sub-- 
sequently as future experience may dictate. 


‘ 


THE PERIOD OF THEORETICAL TEACHING 


The most receptive period for such teaching is in the 
earlier months of the final course. Some concentration 
of such teaching in this period therefore seems desirable. 
` This is the important period of transition, in which 

students under the present régime are most apt to be 
strained. | | . 

As a principle the transition from physiology to 
medicine should be made to take place smoothly eand 
easily and not abruptly and roughly as at present; all 
students should be carried from one to'the other by a 
continuity of ideas. A sudden change to completely 
-hew facts and methods is disturbing and suggests, and 
‘often provokes, an abandonment of what has gone before. 
This transition can be helped by change both in the final 
and in the intermediate courses. In the training of 
medical students physiological teaching should pivot 
around human physiology—it should by no means exclude 
animal physiology—and it should thus pivot especi- 
_ ally in the later parts of the physiological course. In 
this phase students should learn how to investigate the 
normal functions of the human body. Thus they would 
be freshly and fully prepared to understand corre- 
sponding observations upon disturbed function. This 
work of understanding disturbed function is the work of 
applied physiology, which becomes the natural intro- 
duction to clinical studies. . 

A long initial period of concentrated teaching of this 
kind is. impracticable, since it demands the use of a 
select group of patients, most carefully chosen to 
illustrate applied physiology ; the conditions of disease 
suited to such demonstrations are not numerous, unless 
we include a number that are comparatively rare and 
not at our beck and call. Doubtless the suitable types 
wil] increase with time, but at present the limitation of 
their number is such that the arrangement of anything 
approaching systematic classes would impose an im- 
possible strain upon the teacher. It is to be remem- 
bered that any patient upon whom any reactions are 
to be demonstrated must be thoroughly known to the 
teacher, and every reaction to be demonstrated must 
have been thoroughly tested beforehand. It will 
probably be necessary, while making such demonstra- 
_ tions as frequent as possible in the early months, to 

introduce simultaneously and to an increasing extent 
more purely vocational teaching. 

It. seems important that theoretical teaching in medi- 
cine—which as should be noted is of a much wider scope 
than applied physiology—should not be confined to the 
first months but should be diffused throughout the 
whole of the final course. Thus at every stage of a 
student’s career this type of teaching should be available 
to him in the form of special lectures and demonstrations 
(along the lines. earlier indicated under ‘‘ Theoretical ’’) 
and, being in all the later stages admixed with vocational 
work, should form a leaven. The initial lectures and 
demonstrations in applied physiology should be com- 
pulsory, but the later teaching might be largely optional, 
so that those who are academicdlly inclined would seize 
' the opportunity, while those with a more immediately 
practical outlook might employ themselves more actively 
in other ways. 7 

The principle emerging appears to be that theoretical 
teaching (as above) should be compulsory to all students 
early in their final work, and that any student so desiring 
should be able to continue using this educational oppor- 
tunity throughout the whole of his final work. 


EXAMINATION ADJUSTMENTS 


It will be agreed that what is asked in the final ex- 
amination will control what is learned and therefore 
what is taught. Unless the system of examination 
conforms, reforms in education will be largely sterile. 
Thus it becomes of great importance, following the 
principles laid down in the first part of these reflections. 
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(‘The needs summarised ’’), that in the final exannination - 
there should be a substantial reduction in the amount of | 
factual knowledge expected ; that the questions should 
chiefly concern common conditions, .rarer conditions | 
that are well understood, and generally accepted reme- 
dies; and that questions which can reasonably be re- 
garded as the particular province of specialists should be 
forbidden. It is equally important that this examina- 
tion should search the student’s knowledge of *‘ theo- 
retical ’’ medicine. 
` It is necessary that the professoriate in a given whi- 
versity should exercise a controlling influence over the 
whole of this examination, as for example by at least. 
agreeing to all written questions set and to the general 
trend of oral examinations. In some universities the 


_ professor himself may be an internal examiner, but this 


system cannot be employed in universities where large 
numbers of students are examined without placing an 
intolerable burden on the professor. It would be of 
advantage to include in the review of a candidate’s work 
the merits of his work as a student, allotting credit 
accordingly whic should count toward the result. A 
particular. province of the professoriate in the examina- 
tion shduld be to set, or supervise the setting of, papers 
testing knowledge of applied physiology and the theory 
of disease. 

If a single compulsory final examination continues as 
at present, then to be fair to different classes of students, 
and at the same time to encourage those who study the 
theory of medicine, it will.be desirable to employ devices | 
allowing a certain adjustment of credits. A short paper 
(at least) should be set to all candidates in a qualifying 
examination to test their studies of applied physiology 
and theory of disease. This part of the examination 
should be conducted as far as possible by those responsible 
for the theoretical teaching. ligh marks obtained in 
this part of the examination should score heavily in the 
examination as a whole ; but only very low marks should 
fail a candidate otherwise qualifying. 

The continuance of a single compulsory final examina- 
tion is-advocated and not the institution of two, the 


- first of which is conducted on academic lines, and the 


second of which is a qualifying or state examination in 
vocational medicine. i 
The only purpose a system of two such examinations 


could serve would be insistence upon a very much 
fuller course of theoretical training than exists at present; 
for in this country examinations testing vocational 
competence are satisfactory. The compulsory addition 


of a degree examination run on theoretical lines would 


„add to what is already a very onerous system of examina- 


tion ; and it would overload the final courses for students 
as a whole with matters other than vocational. It 
seems preferable that examinations conducted on 
academic lines should largely be optional. 

There is room for an academic university degree in 
clinical science ; a degree centring upon disease as this 
is studied in human beings. Such a degree, which 
would be the hallmark of those contemplating an 
academic career, is indeed overdue. It is undesirable 
that men proceeding to anacademiccarecer should be forced, 


as they now usually are, to take more than one stiff 
examination in vocational work (medicine, surgery, &e.); 
this applies to teachers, and with emphasis to research- 
workers. They are forced to do so by the present 
custom of otherwise refusing them the care of patients 
in teaching hospitals. It is undesirable, because it is 
unnecessary, and because it saps their mental energy 
and promotes what is for them an unhealthy (memoris- 
ing) habit of mind during a period vital to their scientific 
careers ; these remarks apply with particular force to 


those engaged in research. 


RESIDENT APPOINTMENT 


There is general agreement that when a man has 
finished the training which now qualifies him to practise, 
whether in an institution or not, he begins to learn his 
work from a fresh angle. It is responsibility for the care 
of patients which exerts this important new influence. 

To acquire the proper sense of responsibility towards 
patients in his charge is imperative to any doctor, 
whether he practises or whether he undertakes clinical 
research. There is no institution which more soundly 
and safely initiates this sense than a resident appoint- 
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ment under helpful and skilful supervision. An adequate 
fo all. of such residence should therefore be compulsory 
o 
‘SUMMARY | 


1. Vocational teaching requires greater organisation, 
including deliberate selection and ordering of cases. 
Theoretical teaching requires rearrangement of profes- 
sorial duties on.a new basis. 

2. All students should together experience theoretical 
and practical teaching, so that while all may enjoy the 
twofold opportunity different minds may make different 
and appropriate choices of work. 

The transition from physiology to medicine should 
be made easy by arranging continuity of study ; applied 


‘physiology should be compulsory in the early months of 


the final course; and these studies would be aided by 
concentrating related exercises in human physiology 
in the later months of the intermediate course. 

4. Theoretical teaching on a wider basis should follow 
But this should be largely 
optional, though forming a Jeaven throughout the whole 

] course. . 

. 5. To those desiring further scientific discipline 
special encouragement, by the- P Ovision of appropriate 
contacts and facilities, should be afforded, throughout 
the whole final course and subsequently. 

6: Adjustment will be necessary in the present system 


- Of examination. 


accepted rules. 


‘evacuation. 


7. A -period ‘of hospital residence under suitable 
supervision should be compulsory in ‘transition from 
ee institute to the undivided Teepe of 
practice 


WAR SURGERY OF THE EXTREMITIES 
IN THE LIGHT OF RECENT EXPERIENCE 


J. TRUETA, MD BARCELONA, D80 (HON,) OXFD 


SURGEON, ACCIDENT SERVICE, RADOLIFFE INFIRMARY, AND 
WINGFIELD-MORRIS ORTHOPEDIC HOSPITAL, OXFORD ~ 


IT would be incorrect to say that the tréatment of 
war wounds and fractures has not improved during the 
long years of struggle which lie behind us. But few 
surgeons are satisfied -that in the treatment of war 


casualties we have reached finality or even. attained a 


standard of success which can be accepted with com- 
placency. 
- A striking feature of war injuries is the preponderance 
of wounds of the extremities ; one surgeon with extensive 
experience of the North African campaign’ gives a 
figure of 86%. These cases moreover are a heavy 
burden on the bed capacity of all hospitals—though 
perhaps not quite to the extent suggested by a German . 
authority * who stated that wounds of the limbs 
accounted for 90% of all casualties under treatment 
five months after the end of the Polish campaign. We 
cannot devote too much attention therefore to the 
treatment of such wounds. | 

After more than four years’ experience we have 


arrived at definite. conclusions on certain basic prin- 
ciples, among which is the urgency of resuscitation, | 


both as a life-saving measure and to permit surgical 
treatment at the earliest possible moment. Avoidance 
of primary suture in the front life, except for wounds 
of joints, must be considered another of the generally 
If further argument were needed 
against primary suture in war wounds we might mention 
the 11 cases of gas gangrene, all in sutured wounds, 
reported by a single surgeon in the Pacific campaign.’ | 
There is less unanimity, however, on other important, 
points—for example the actual treatment of the wound” 
and its subsequent immobilisation. I venture to 
put: forward a few opinions based on my experience 
t 5 ane treatment of war casualties since the year 
1 

Let us follow an imaginary casualty from the time 
of his arrival at the surgical unit until he is ready for 


INITIAL TREATMENT 

The first essential is. an examination of the patient 
as a whole, rather than his wounds, in order to assess 
his condition, and if necessary to commence resuscita- 
tion measures immediately. We know that shock 


responds best to early treatment, and that if untreaved 


‘it tends to become irreversible. 


When the wounds have been examined in. more detail 
and the patient’s condition is sufficiently improved, — 
the operation is performed. — 

First the skin,and the wounds are cleaned with soap 
and water, or with a -detergent such as ‘Cetavlon > 
(‘CTAB’). Cleansing should aim at the mechanical 
removal of small foreign bodies from the skin and 
wound. Some surgeons still regard the cleaning of the 
wound as a relic of the old antiseptic era; I cannot 
‘accept this view. The failure of the antiseptic tech- 
nique was due mainly to the impossibility of destroying 
bacteria in the wound, either because antiseptics that 
were non-toxic to the tissues were ineffective against 
bacteria, or because they failed to reach the site of the 
bacterial contamination. The purpose for which soap 


and water should be used is strictly one of mechanical | 


oleaning—that is, elimination of any foreign matter 
whatever its nature, whether dust, mud, blood, or clots. 
In a recent wound the bacteria have not yet invaded the 
tissues and can, to a considerable extent, IDe removed 
in this manner. 

It is perfectly true that in some vonde fons. ex- 
ample, penetrating wounds—cleaning the depths of the 
wound may be difficult or even impossible. 
cases after the surface has been cleaned the wound must 
be enlarged in a longitudinal direction, and the process 
of cleaning continued to its ful] depth. The best soap 
for this purpose is the one that best removes dirt, and 
not the one that best “ kills ” bacteria. The -use of 
a soft nailbrush is essential in removing dirt from the 
skin and tissues. 


EXCISION AND TRIMMING OF WOUNDS 


In the past, discussion of the treatment of wounds has ~ 


unfortunately been hampered by confusion in nomen- 
clature ; surgeons may use the same word to name the 
techniques they advocate, yet closer comparison may 
show that they are performing quite different opera- 
tions. It is of considerable importance that there 
should be some standardisation and clarification of 


- nomenclature. 


The terms most extensively used at the moment are 
“ wound excision ” and ‘‘ wound trimming.” We are 
indebted to Friedrich for the first modern description of 


wound excision,* but we should not forget that his work 


was performed in the middle of the antiseptic era and was 
muchinfluenced by theideasthencurrent. Friedrich aimed: 
at the removal of bacteria from the wound by excising 
the contaminated tissues in a single mass, mueh as if’ it 
were a malignant ulcer, In performing this excision the 
surgeon carefully avoided any ‘‘ contamination ” of the 
new surgical wound he was making; it was even recom- 


mended that he should change his gloves and instruments - 
-once the accidental wound had been excised. With this 


conception ef excision the operation became complicated, 
and feasible only in the hands of a highly experienced 
surgeon ; worse still, only a small proportion of wounds 
were suitable for this Irani: ; and above all it was 
limited to casualties in good general condition. 

A numberof present-day descriptions of ‘‘ wound 


. excision ” are unfortunately still based on this Friedrich 


misconception, and while most surgeons admit the limita- 
tions of the method others still consider it the ideal at 
which we should aim. The following is a recent descrip- 
tion by a competent surgeon: ‘‘ A complete excision of 
the contaminated tissue without permitting the knife to 
come into contact with the contaminated surface of the 
wound ...%. would rid the patient of all contaminated 
tissue.” 8 The writer agrees that this type of “‘ cancer 
excision ’’ procedure is scarcely ever possible. I would 
add that it is not only impracticable, but also unnecessary 
and harmful. 


mutilating operation that opinion here would reject it. 

The following is taken from a description of the Russian 
procedure: ‘‘ there should be available a double set of 
instruments and gloves so that a fresh set may be ready 
for use during the clean part of the operation When the 
infected tissues have been removed.’ Here, too, the under- 
lying idea is the “ cancer excision ” of the contaminated 
tissues, which is impossible for any wound orner than 
the simplest and smallest. 


In these 


The same may be said of the bold excision — 
: recommended by Russian surgeons which is such a 


~ ` 
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The natural reaction against the severity and impracti- 
cability of this procedure has unfortunately swung some 
surgeons to the other extreme, and there is a distinct 
danger that in avoiding unnecessary and mutilating 
excision of healthy tissues they may go too far and court 
disaster by leaving devitalised tissues which invite 
infection. . . 7 

In an attempt to abandon the term ‘“ excision ” and 
the ideas associated with it, the new term ‘‘ trimming ”’ 
has of late been widely employed to describe the opera- 
tive treatment of wounds. But it would be a tragedy if 
it were thought that this word was the direct antithesis 
of “ excision ” and that those who use it were advocating 
merely the removal of foreign bodies and loose tags— 
i.e., a dangerously inadequate operation. 

In fact the term ‘‘ trimming ’’ should be, and is, 
employed to indicate a more thorough and logical 

operation. One writer has defined this operation, when 
performed within 24 hours of wounding, as ‘‘ the removal 
of foreign matter and dead tissues, and the relief of tension 
by incisions planned to facilitate drainage.” 4 This, I 
think, is one of the best definitions of wound excision, or 
trimming, as it should bé performed—its object being to 
eliminate those local conditions of the wound which 
contribute to the development of infection. And I 
would emphatically add that this is the only way of 
treating war wounds with any hope of consistent success. 
Instead of undertaking the excision of ‘‘ contaminated ”’ 
but otherwise healthy tissues we must concentrate on 
removing disorganised‘ and devitalised tissues whose 
blood-supply has been impaired. This has been my firm 
belief since I began treating accidental wounds, and I 
think it has been the basis of the success of the treatment 
which is associated with my name. With some practice 
a proper excision or trimming ((using these words in the 
sense I have indicated) of a fresh compound fracture of 
the shaft of the femur may be performed in no more than 
a quarter of an hour, as the following case taken from 
many others may serve to illustrate. 
A man of 64 was brought to the Radcliffe Infirmary suffering 
from a compound fracture of the lower third of the femur 
caused two hours previously by a fall from his horse. He had 
@ wound in the outer side of the lower third of the thigh 
(1 x 2$ in.) but he was only slightly shocked, and after less 
than an hour of resuscitation he was fit for operation. Under 
ether anesthesia, with the Oxford vaporiser, the skin and 
wound were cleaned with cetavlon. The wound was enlarged 
to about three times its original length by extending it from 
‘both ends longitudinally, the deep fascia being deliberately 
split. A narrow strip of skin was excised with a pair of scis- 
sors and every portion of disorganised tissue removed, using 
scissors and retractors, layer by layer until all parts of the 
wound had been explored. A piece of bone was found to be 
free of muscular or periosteal attachment and was removed. 
The whole wound was then cleaned again with cetavlon 
solution to remove blood clots, and 10 grammes of sulphanil- 
amide powder was spread into it. A couple of _loose skin 
stitches were placed at each end to decrease the size of the 
surgical incision. Dry gauze of fine mesh (“ calico ” type) was 
introduced without pressure into the cavity that remained, 
and this concluded the operation, 12 minutes from the time 
of the incision. . 

The patient was then put into a plaster-of-paris spica. 
total time from the beginning of the cleaning to the setting 
of the plaster was 35 minutes. Recovery was uneventful. 

I have described this ordinary case to show that this 
quick operation is sufficient to secure a satisfactory 
result. No attempt is made to ‘‘ decontaminate ’’ by a 
mutilating excision of the ‘‘ cancer type.” Instead, 
healthy tissue is preserved. and left in at optimum 
condition biologically for overcoming infection. Of 
course the wound remains ‘ contaminated ” in’ the sense 
that bacteriologically it is not completely sterile; but 
given healthy tissues, the relief of tension, and a wound 
kept dry by proper drainage, uninterrupted healing will 
take place. In this connexion amputation can be re- 
garded merely as a large-scale excision of disorganised 
and devitalised tissues. 


1 DRAINAGE 


It is now commonplace for war wounds to be left open 
and drained after operation. The use of soft-paraffin 
gauze by Orr in his treatment of osteomyelitis has led 
to the use of this material for the drainage of fresh war 
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‘wound could the gauze adhere to the granulations. 


wounds. It might at first sight appear that the choice of 
drainage material is unimportant and best left to the 
personal preference of the surgeon. I cannot agree. 
When used in fresh wounds paraffin gauze has seriou 
disadvantages which may jeopardise the success of the 
whole treatment. 

Dry absorbent gauze never acts as a plug, as paraffin 
gauze sometimes does. More fundamental is the import- 
ance of keeping the wound dry during the first 48 hours 
when the decisive fight against infection is taking place 
in the wounded tissues. Dry gauze achieves this by 
conducting the wound exudate to the plaster, and this 
capillary wick action is prevented by soft paraffin. 

A criticism raised against the use of dry gauze is that 
its ultimate removal causes serious damage to the 
granulation tissue of the wound. This criticism inci- 
dentally recognises that dry gauze keeps the wound drained 
of discharge and so prevents infection, for only ina td 
practice this risk of damage is completely avoided. by. 
using gauze of a very close mesh, into which the granula- 


tions cannot grow; when the gauze is removed the 
granulation tissue is found to have a quality unsurpassed 
by that attained by any other method I know. This 
fine, smooth, deep red granulation tissue forms a perfect 
bed for any skin-grafting that may be necessary. 
IMMOBILISATION 

Opinion is unanimous that complete immobilisation is 
necessary for wounds and fractures, and for this purpose 
-most surgeons favour plaster-of-paris. Such limitations 
as-exist in the use of plaster come more from technical 
inperfections than from any basic defects of the method. 

This applies to the criticisms which have been leveHed 


against the shoulder spica. It has been said that ** @ man 


with his arm in abduction cannot be placed im an 
ambulance,” 6 or that ‘‘if the hip spica is condemned 
by many, the shoulder spica as a splint for use during 
transport is condemned by practically all surgeons.” ? 


Certainly the majority of shoulder spicas from _ the 
Mediterranean battlefields which | have seen justify these 


criticisms, but this is because of their faulty design. The 
arm of a man in a well-made shoulder spica should require 
no more space laterally than the thigh of a man in a com- 
fortable sitting position. If more space is required it 


simply means that the arm has been abducted too far 
towards the coronal plane, a position which is both 
uncomfortable to the patient and, because the pectoralis 
major is kept tense, quite incompatible with good reduc- 
tion of the fracture of the humerus. The alternative of a 
short arm plaster, plus fixation of the arm to the chest, 
is a counsel of despair; it,abandons the most valuable 


features of the well-made thoracobrachial plaster, the 

perfect immobilisation and the prevention of postural 

cedema of the hand and fingers. : 
Similar remarks apply to the hip spica, though here we 


have the Tobruk plaster as an alternative. A good hip 
spica is undoubtedly harder to make than a Tobruk 
plaster, and in consequence there will be a strong inclina- 
tion to use the latter. I would strongly urge, however, 
that all wounds and fractures of the upper half of the 


thigh be immobilised in a well-fitting spica and that the 
use of the Tobruk plaster be restricted to injuries of the 
knee and lower third of the femur. 

In any case a surgeon who is to treat war casualties 


must learn how to make a good spica. It should be 
remembered that the bony prominences must be well 


padded and that, when this essential precaution is taken, 
sores are more likely to result from defective immobilisa- 
tion than from excessive pressure. 

Unless there is some specific indication, a plaster should 
not be changed during the evacuation of a wounded 
soldier. It is not uncommon in reviewing clinical notes 
to find that four or five plasters have been removed and 

. reapplied during the first fortnight, for no apparent 
reason. In such cases it is sometimes observed that 
symptoms of wound infection began after 8-10 days of 
satisfactory postoperative progress; this late wound 
infection was very likely produced by changing the 
plaster. If the patient shows no sign of wound infection 
while still in his first plaster it is worse than useless to 
change it. Only when the patient arrives at the base 


hospital for a really lengthy stay should the wound be 
examined. 
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Constriction of the plaster cast needs a few words. 
This danger is well recognised, but too many surgeons 
recommend splitting of the plaster and too few stress the 
value of prophylaxis by elevation gf the limb. I consider 
this precaution of the utmost importance in preventing 
cedema and consequent constriction. After adequate 
operation an unsutured wound in plaster will never produce 
cedemaif the limb is raised ; the elevation assists drainage 
from .the wound and the resulting relief of pressure 
diminishes transudation. With closed fractures and 
sutured wounds collection of blood in the tissues may 
cause swelling which cannot be prevented by elevation 
alone, and the plaster should be split ; but even then it 
must be raised. A hand immobilised in plaster should be 
suspended by a plaster loop with the forearm vertical ; 
the hand must be above the level of the shoulder. 

I am so convinced of the importance of this that I would 
urge that at every stage of evacuation there should be 
facilities for adequate elevation of limbs. This applies to 
ambulances, hospital ships, and transport aeroplanes as 
much as to hospital surgical units. To allow a foot or 
hand in plaster to rest at the bed level during the first 
few days after injury may wreck the whole treatment. 
Of course if the surgeon is not trained in war surgery, 
or the limb cannot be raised; there is no alternative to 
splitting the plaster. But it is lack of appreciation of the 

part played by elevation that prompts so many surgeons 
to pad or split their plasters. eg 
er : CHEMOTHERAPY | oe 

One final word. A sulphonamide powder should be 
applied locally in every case at the time of operation ; 
better still penicillin if this can be used without disturbing 
the wound. But the help of a chemotherapeutic agent 
will never absolve us from the primary and overriding 
necessity of performing correct surgery. 

If the surgical treatment is good, the result will 
be good. If the surgical treatment is bad, neither 

sulphonamide nor penicillin will atone for the error. 
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It is well known that naval ratings are being examined 
by mass radiography in order to comb out cases of 
pulmonary. tuberculosis. This paper deals with an 
aspect of this examination which has received less 
attention than it deserves—namely, the assessment of 
cases after they have been ‘“‘ picked up ” and investi- 
gated. The assessment depends on several factors, for 
though radiography is the basis of the method of tuber- 
culous case-finding, it always has to be correlated with 
| the history, physical state and pathological investigations. 
| The patients we examined were sent to us from a naval 

depôt after a large film had confirmed an abnormality 

seen in the miniature film. They form part of a larger 

series analysed by Brooks (1943), and from his published 
figures we conclude that our 500 cases were selected by 
| radiography from approximately 44,000 men. Because 
' we were working with Service patients, we were able to 
make more detailed investigations than if we had been 
dealing with a corresponding group of civilians. 


CLINICAL FINDINGS 


_A routine series of investigations is made. On admis- 
sion to hospital the patient is kept in bed for 5 days during 
which time clinica] examination is carried out, a 4-hourly 
chart is kept, sputa and gastric contents are examined for 


- 


Smith, J. (1942) Aust. N.Z. J. Surg. 11, 153. 7 


tubercle bacilli, intradermal tuberculin testing is done, 
the erythrocyte sedimentation-rate (ESR) is estimated, 
, the weight recorded, and if necessary another railiogram 
of the chest is taken. The case is then reviewed and 
placed, in one of the groups described below or referred 
for continued observation in hospital, or as.an outpatient 
at the naval depét. Such facilities for continued stay in 
hospital are unlikely to be available for civilians, nor 
ee many civilians be able to afford the time spent in 
this way. l w 

None of these patients had reported ‘sick. Such 
symptoms as they had were minimal, and had been 
regarded aè insignificant. Cough was usually attributed 
to excessive smoking. In those cases which were proved 
to have active disease close inquiry elicited a history of 
slight loss of weight, and of increasing shortness of breath 
on exertion, as the commonest symptoms. Physical 
signs in. the chest have proved of little value in demon- 
strating early lesions in the lungs. From our experience 
we cannot confirm the value that has been placed recently. 
.on such Signs as lagging or asymmetrical movement of the 
chest wall, and increased tension in the sternomastoid 
(Trail 1942, Trenchard 1943). We have often seen ex- 

` tensive radiological changes in the lungs, sometimes with 
positive sputum, in cases without clinical signs, and 
moreover without symptoms. That there can be exten- 
sive and increasing disease of the lungs without either 
symptoms or signs is perhaps the most important lesson 
to be learnt from mass radiography. There may be a 
stage in the development of a tuberculous focus which is 
not shown by X-ray examination, but the existence of 
such a stage does not militate against the value of X rays” 
in the many cases of pulmonary tuberculosis which are 
not revealed in any other way. It is pertinent to ask 
whether the authors who describe signs of early disease 
in the lungs detect those signs before or after inspecting 
the X-ray film, and whether they would themselves be 
content to be guided entirely by the presence or absence 
of physical signs. — 

During the investigation of this series of 500 cases we 
have often been unable to detect any abnormal physical 
signs in cases in which we knew there were gross radio- 
logical changes. Many medical officers who have 
assisted with this work have had the same experience., 
Clinicians must accept the fact that disease of the lungs | 
cannot be excluded by physical examination. None of 
‘these patients had sought advice or treatment, and there- 
fore none of them would have been investigated or treated 
save for routiné radiography. Those with active disease 
would havé continued undiagnosed, potential sources of 
infection to others, and with increasing risk to them-. 
selves, until symptoms developed. By that time many- 
of them would be hopeless ‘‘ advanced cases.” . This is 
the essence of the case for mass radiography. , 


LABORATORY FINDINGS 


The laboratory examinations consisted of the estima- 
tion of the ESR and the examination of at least three 
specimens of sputum and of gastric contents. We agree 

` with Trail and others that the ESR is of no value for the 
diagnosis of tuberculosis. In only 27 of the, 138 cases 
diagnosed as tuberculous was the ESR higher than 10 
mm. in one hour. 

Tuberculin testing has been carried out on nearly all 
of our patients but has been found of little assistance save 
in isolated cases. A change‘in the reaction may offer 
valuable evidence in confirming activity of a lesion. 
We have-observed negative reactors become positive 
during a.few weeks. | i ' 

As shown below, in half the cases notified as tuberculous 
no tubercle bacilli were found in smears or by culture. 

‘The orthodox bacteriologist would view with horror the 
diagnosis of a single case, let alone 70-odd cases of tuber- | 
culosis where he had not proved beyond doubt the pres- 
ence of the bacillus, but experience has shown that we are 
justified in diagnosing tuberculosis on clinical and 
radiological evidence only (as in our group 4 cases). In 
a number of cases the presence of tubercle bacilli was 
eventually demonstrated—sometimes only~ after the 
examination of many specimens and after the lapse of 
weeks or months. Also the lesion in the lung may often 
be closed—i.e., no bacilli are being thrown out in the 
sputum. Recovery of bacilli might then: be obtained. 
only by lung puncture, as in one of our cases. 
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The large proportion of cases diagnosed as tuberculous 


-- . but where no tubercle bacilli were found is a challenge 


to bacteriologists to improve their technical skill. One. 
obvious improvement-would be a more extensive cultur- 
ing of specimens—say half a dozen culture tubes per 
specimen. But owing to the shortage of eggs, such cul- 
turing is not practicable today. We were obliged to use 
one tube of medium per patient and in spite of this limita- 
tion recovered bacilli in 21 of the 69 cases positive by 
cultural methods only—i.e., no tubercle bacilli were seen 
in the smears made directly from the specimen. Most 
clinical pathologists agree on the value of culturing in the 
routine investigation of sputum or gastric conténts for the 
presence of tubercle bacilli. The technique is simple and 
does not entail much extra work. Acids (6% sulphuric 
ov 4% hydrochloric) are now. commonly used for concen- 
trating the sputum and killing the non-tuberculous 
organisms. Alkalis (4% sodium or potassium hydroxide, 
“ antiformin ’’) have fallen into disuse because of their 
harmful action on the bacillus. =. 

We used 4% HCl—i.c., 4 volumes of concentrated HCl: 
diluted to 100 vol. with water. We put }-4 in. of sputum 
in an ordinary 15 c.cm. centrifuge tube (tapered) and filled 
4-4 the tube with the acid. After the tube had been kept in 


the incubator at 37° C. for 20-30 minutes with an occasional | 


- flicking to help break up the sputum, the tube was spun in the 
centrifuge, the supernatant fluid poured off and the deposit 
planted on Lowenstein-Jansen medium. It has not been 
necessary to neutralise the deposit before planting, for the 
medium is well buffered. The culture tubes were examined 
at weekly intervals and discarded after 5 weeks if no growth 
had appeared, — 


The gastric contents are treated in the same way as the 
sputum. We have not thought it necessary to wash out 
the stomach to obtain the fasting contents: we pass a 
tube and aspirate. Some consider the examination of 
- the gastric contents unnecessary and a burden to the 
nursing staff. That has not been our experience, and it 
was rare to find a sailor who was unable to tolerate the 
passage of a.Ryle’s tube. Gastric aspiration not 
uncommonly gave a more satisfactory sample of sputum. 
than the specimen obtained by coughing. And in 6 of 
the 69 positive cases, bacilli were found only in the gastric 
aspiration. Others have been more successful: Hayne 
and Hounslow (quoted by Webster 1941) found tubercle 
bacilli in 17 gastric aspirations only in their series of 55 
positive cases, Webster in 22%. | 

As soon as a radiological abnormality is detected by. 
miniature X-ray examination it is necessary:to take a 
full-size film. The films should be taken under standard 


conditions because the study of serial radiograms to- 


detect the earliest changes in the lesion is of great import- 

ance in assessing activity of the disease, and we have found - 
it very useful to have localised views of a suspect zone 

in the lung. At the apices especially, where the ordinary 

film is often obscured by the skeletal shadow, a local 
film, taken at a different angle, is of value. We have 
not had facilities for tomography ; a few cases were 

referred to another hospital for this examination. 

Sometimes bronchography is useful. 


CLASSIFICATION AND DISPOSAL 


When the above investigations were complete—usually 
5-6 days after admission to hospital—the case was 
reviewed and placed in one of the following seven 
groups :— : ae 
- Fit for duty, 134. ; 
2. Recommended three months’ observation onshore duties, 143. 
. Active tuberculosis, bacteriologically positive, 69. 

. Active tuberculosis, bacteriologically negative, 69. 
5. Lesions of tuberculous origin with no evidence of activity 
~ but likely to break down under service conditions, 29. 

6. Non-tuberculous ‘* pneumonitis,” 22, 

7. Unfit for service on account of other diseases, 34. 

The figures show the distribution of the 500 cases among 
the groups. i 


n 
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In some cases we did not feel justified in deciding ab 


once on the disposal of a case, even to observation on 
duty, and recommended long observation in hospital. 
Group 1 needs no special description. Group 2 
consisted largely of men over 25 years of age with doubt- 
ful radiological changes but with no other evidence of 
active disease.. As our experience grew, fewer cases were 
placed in this group and relatively more went into group 4 


and group 5. Group 5 consists mainly of young men, 
from 18-to 22, with small round or oval opacities usually 


in the upper zone with no other evidence of active disease. | 


They were symptom-free, afebrile, had no tubercle bacilli - 


in sputa or gastric contents. and had a normal ESR. 


We 


have.advised that these youths should be kept under 


observation as civilians. It is probable that given good 
general living conditions many of them will completely 
overconie their infection, but it is impossible to sayy which 
will be so fortunate, and which will require treatment (by 
bed rest or by lung collapse). This type of case has been 
described as latent adolescent pulmonary tuberculosis 
(McPherson 1948); and some would advocate collapse 
of the lung for all of this group. 

The usual clinical criteria of activity were looked for in 


placing cases in groups 3 and 4. Fever, tachycardia, loss 
of weight, lassitude and dyspnoea, albeit minimal, persist- 
ing after a period of rest to allow recovery from the ordinary 


fatigue of service conditions, were regarded as important. 
Increase in the radiological opacity even without signs of 
toxemia, was taken as an indication of activity. Cases 
in which tubercle bacilli were isolated were placed in 
group 3 because they are sources of infection, although 
the presence of bacilli does not necessarily mean that the 
disease is active. — i 

Group 6 consists of men of all ages. An opacity is 
seen usually in the middle or lower zone, and is of variable 
size and moderate density, usually with well-defined 
edges. Jn the course of a few days or a few weeks it 
resolves completely. The ESR is raised in practically all 
of these cases, and in the period of hospital observation 
it falls to normal. All of them give a history of a cold 
or a mild cough just before the radiogram was taken. 
One such case resolved within a week; the longest took 
19 weeks. The diagnosis remains indefinite until the 
radiological opacity has resolved, and we therefore keep 
them in hospital until the opacity has cleared, The 
exact pathology of the lesion is unknown, but the clinical 
course is quite unlike that of a tuberculous condition, 
and exhaustive search for tubercle bacilli was unsuccess- 
ful. We have not, however, examined these cases by 
lung puncture. We suggest that the lesion is one form 
of primary atypical pneumonia. 


SUMMARY 


A series of 500 cases picked up by mass radiography is 
described ; 138 had active tuberculous disease, and 172 
were in need of continued observation. 

As a result of our experience with these cases, we 
consider physical signs in the chest to be relatively 
unimportant. ` 

Where sputum examinations are negative for tubercle 
bacilli the examination of gastric contents is often posi- 
tive, and where direct examination of material shows no 
bacilli a positive result may be obtained by culture. 

We wish to thank Surgeon Captain Henderson, medical 
superintendent of the hospital, for permission to publish this 
report. It is a pleasure to acknowledge the help we have 
received from the ward staff, the X-ray and laboratory 
technicians, and the ward medical oflicers who have coéperated 
in these investigations. We particularly thank Major J. C. 
Hogarth, until recently medical registrar at this hospital. 
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` TOWELS FOR HEALTH WoRKERS.— Factory occupiers and 


health workers eligible for an allowance of towels in 1948 
are reminded by the Board of Trade that the 1944 ration 
is now available. Health workers should apply to their 
appropriate organisations—doctors to the British Medical 
Association, dentists to the secretary of their distriet war 
committee, district nurses to the Qucen’s Institute in 
London, Edinburgh or Belfast, domiciliary midwives to 
the College of Midwives, and registered masseuses and 


chiropodists to the Board of Registration of Medical 
Auxiliaries at BMA House.. Envelopes should be marked 
‘““Towels-Doctors ° or ‘‘ Towels-Chiropodists,” &c., in the 
top left-hand corner, and a stamped addressed envelope must 
be enclosed with each application. 
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BEFORE 1937 pneumococcal meningitis had a very 
high mortality-rate. Subsequently with sulphonamides, 
often combined with serum, several large series of cases 
in which recovery-rates were as high as 30 or 40% have 
been reported (Rhoads et al. 1940, Neal et al. 1940, 
Hodes et al. 1943), but in a consecutive series of 72 cases 
in the District of Columbia, of which 67 received sulphon- 
amides, only 4 recovered (Dowling et al. 1942). It has 
been shown that the pneumococcus is inhibited by peni- 
cillin (Fleming 1929, Chain et al. 1940, Abraham et 
al. 1941), and when limited supplies of the substance 
became available treatment was begun on cases which 
had proved resistant to sulphonamides. As the initial_ 


results were promising (Florey and Cairns 1943), the War . 


. Office arranged for segregation of such cases at a military 
hospital for head injuries. Most of our cases have come 
from this source. 

The findings by Florey and his colleagues (Abraham 
et al. 1941) that no substantial amount of penicillin 
injected intravenously in a normal cat passed into the 
cerebrospinal fluid, and that penicillin injected into the 
cisterna magna of rabbits produced neither functional 
nor, histological disturbance, indicated that the intra- 
thecal route should be employed. In 1942 Fleming had 


already successfully treated a case of streptococcal _ 


meningitis with injections into the lumbar theca of solu- 
tions containing 250 units of penicillin per c.cm. (Florey 
and Florey 1943, Fleming 1943); and one case of 
meningitis following infection by lumbar puncture sub- 
sided after repeated cisternal injections of penicillin 
(Florey and Florey 1943). Since this work was begun 
Keefer et al. (1943) have briefly reported 23 cases of 
pneumococcal meningitis with 7 recoveries ; in many of 
the 16 fatal cases penicillin was administered in small 
doses over a short period, and the intrathecal route was 
not always employed. 

' In our own investigation we have been concerned with 
establishing dosage and choice of routes, and for this 
reason estimations of penicillin in lumbar and ventricular 
fluids have been made. In this preliminary report we 
are able to record 8 cases of pneumococcal meningitis 
fully treated with penicillin (table I) and our results 
confirm the value of the drug. . 


PENICILLIN PREPARATIONS AND DOSAGE 


Our earliest work was done with preparations contain- 
ing 50—100 Oxford units per mg. (roughly 5—10% of pure 
penicillin). More recently preparations containing 100— 
500 units per mg. have been made dvailable. Both 
sodium and calcium salts have been used intrathecally. 
Concentrated solutions of approximately 5000 units per 
c.cm. were made in distilled water, which after Seitz 
filtration and assay were diluted in water or normal saline 
to 250 or 500 units per c.cm. Repeated daily injections 
of these solutions into the lateral ventricles or lumbar 
subarachnoid space in amounts of 4-10 c.cm. have not 
produced any recognisable impairment of nervous 
function. E. 

The usual dosage was 3000—4000 units per injection. 
. This was given daily, the number of days depending on 
the bacteriology of the cerebrospinal fluid and the clinical 

` progress. In the uncomplicated cases the course of 
treatment lasted for 9, 4, 6, 6, and 4 days. The dose 
was varied: the smallest, 650 units,t caused only 
temporary disappearance of pneumococci; the largest, 
20,000 units (activity, 97 units per mg.), was too high. 
for this preparation and produced a severe reaction 
(case 4). The total amount injected intrathecally has- 
varied between 10,000 and 85,000 units (table 1). ` It is 
, Probable that when the case is complicated or shows 


* With a grant from the Nuffield Provinctal Hospi Ir 

t Research assistant, Nuffield Department of Simons ower 

t The intended dose in this case (case 5) was 2000 units, but on 
assay the penicillin proved to be a third of its stated value. 


` spinal fluid into the 


frankly purulent fluid—and this in our experience has . 
been: uncommon—the dosages employed should be 
greater than these.- 


' In some cases penicillin was also given intramuscularly oe i 


in the usual doses (15,000 units 3-hourly). 


Mode of assay of penicillin and bacterial sensitivity.— 
Samples of cerebrospinal fluid were taken almost daily, stored 
at 4° C. on reception, and: assayed by the ring technique on 
= res ‘plates (Abraham et al. 1941; Foster and Woodruff 
1943; Heatley 1944). Preliminary assays at various dilu- 
tions showed approximately the concentrations to be em- 
ployed in the final test. For values approximately 1 unit 
per c.cm. or over the ring technique was used. For concentra- 
tions of less than 0-5 unit per c.cm. the zone of inhibition. was 
compared with that given by 0:5, 0-25 and 0-125 unit of stand- 
ard penicillin solution on agar plates spread with dilute 
staphylococcal cultures (approximately 1/1000 of the 18-hour 
broth cultures normally used). Comparison with determina- 
tions made using a dilution method in 0-4 c.cm. amounts of 
broth gave substantial agreement. = 

The sensitivity to penicillin of the infecting organism was 
investigated in the later cases by adding 0-4 c.cm. amounts 
of broth seeded with the bacteria under investigation to falling 
dilutions of ‘penicillin in 0-4 c.em. amounts and incubating 
for 24 hours (table 1). a 


ROUTE OF ADMINISTRATION . 


Penicillin solution which had. been stored at 4° O. was 
injected into the lateral ventricles through burr-holes, or 
into the lumbar subarachnoid space. Sometimes both 
these routes were 
used. The penicillin ' 
was diluted and 
warmed by the as- 2 
piration of cerebro- 


Fig. 1—Fall in penicillin 
` level in (a) ventricular 
-and (b) lumbar fluld, | 
after intraventricular 
injection of 4000 units. 


syringe. Contrary 
to expectations we 
no occasion to 
use the cisternal 
route. In 6 of 
our 8 patients the 
cerebrospinal fluid 
pathways were free 
from obstruction ; 
in the other 2, the 
only fatal cases, a 
block developed in = 
the spinal sub- aera HOUA EOLLOWiNs NECN. s 
arachnoid space in | 
one and in the aqueduct of Sylvius in the other. Cisternal 
injections would not have helped in either of these cases. 
Cisternal puncture is not free from risk in a restless, unco- 
operative patient with neck rigidity and head-retraction ; 
moreover, our experience suggests that high concentrations 
of the present preparations of penicillin about the brain- 
stem are to be avoided. The subdural route was also 
used in one case (case 2) in which leptomeningitis was 
complicated by purulent pachymeningitis. | 
Penicillin was given in 3 cases by intramuscular injec- 
tions at 3-hourly intervals, and satisfactory blood levels 
were established. One of these patients (case 5) had an 
associated bronchopneumonia. In another (case 2), 
which was secondary to an extradural frontal abscess, 
leptomeningitis was intense and was complicated by 
purulent pachymeningitis. The third (case 7) had frontal 
sinusitis. These were the only cases with obvious foci 
of infection outside the pia-arachnoid, but all cases would 
have been given some penicillin by this route in the 
initial stages if unlimited supplies had been available, 
in order to treat any active extrathecal source of in- 
fection, or concomitant bacterismia. Moreover, the 
possibility exists that minute but effective amounts of 
penicillin may pass from the blood-stream into the brain, 
or, when the meninges and choroid plexuses are inflamed, 
into the cerebrospinal fluid. ` This point is receiving. 
further investigation. | | 


(e3 


PENICILLIN CONTENT UNITS/CCM. 


PENICILLIN LEVELS IN THE CEREBROSPINAL FLUID 


The fall in penicillin level in lumbar and ventricular 
fluid following ventricular injection is shown in fig. 1. 
Twenty-four hours after injection of 3000—4000 units the 
concentration of penicillin in the cerebrospinal fluid was 


a 
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>- TABLE I— PNEUMOCOCCAL MENINGITIS 
A. COMPLETELY TREATED ~ 


j | Penicillin (units) CSF 
S Previous Penicill Max Dure: 
. ed Type of S re : revilio 3 e€ pie Š "S t: : tion 
Case „n Source of Blood- |  SOns ulphon- started À : pro h : 
no. | “8€ meningitis Lota par culture | tivity in “amides | (day of 1th IM or Result ae tein Rr Remarks 
O aE vitro (g.) mening.) IV pe cto mel (days) 
c.cm., 
1 |27 Er NT | — | .. | 50(S8P,| .16 | 20,000 | R | 1870 320 9 5 
i SD) 
2 |22 Fronta VII ~ | 29 (ST) 5 | 40,500 . - 65,000 400 8 | Organisme pr- 
sinusitis, gub- fuse, bard to 
extradur. arach. (2,770,000; D§ grow. Porul. 
abscess | 45,000 pachymenibg. 
; | subdur. | 
3 31 Recent NT T t.. [43 (SP, abt.6 | 10,000 | = | R 685 140 4 z 
fract. ; SD) | | | | 
4 frontal | BN | , | 
- sinus | | | | 
. | | 
4 19 ? Old head XIII - 0-02 |130(ST, | 28 29,000 | A | R | 6900 400 6 awe 
| injury SA) | . | | | 
1} Kar XIX - +++ | 7 (SA) | 9 | 20,825 | 540,000; R 3500 50 16 Bronchopneu 
| 
15 Kar XII = +++ 60 (SD) | 7 71,000 | d D 8000 1000 + 47 Brain abscess, — 
(old brain | | stenosis ay. 
: fungus | ? | sylvius 
i subdur. | : 
abse.) | | | 
. ? , . sy 
7 | 44 Old cth- ł ‘ 0-06 | 5(S) | 3. | 23,000 | 185,000} R | 9000 300 6 ay 
moid. fract. | | | 
recent | | 
| sinusitis | | | \ | . 
8 |19| Ear Vv = 003 | 83(ST)) 21 | 12,500 | R | 2440: 300 4 ae 
p 4 B. INCOMPLETELY TREATED 
9 | Nasal XVII ite | + | 2-5 (SP, | 2 | 1500 i | D 150 | 250 D. in status epilept., 
sinuses | $T) | 1} hr. after peni- 
| ` | | | | cillin begun. ° 
2 | | 
10 21 | ? Nasal | XVIII + | .. | 2(ST) 5 5000 20,000, D 40| 250 D. 3}hr. after adm. 
| sinuses | h | 
| 
11 21 | Recent III + 0-06 | 144 g. 42 | 12,500 | D CSF thick pus. D. 10 
| fract. | (SP) | | hr. after treatment 
sphenoidal i | | | | begun 
sinuses ~ | | ri = Te! o a 
NT = not typed. S=sulphonamide. SA =sulphanilamide. SP = sulphapyridine. ST = sulphathiazole. SD = sulphadiazine. 
Ith = intrathecal. IV = intravenous. - IM = intramuscular. D = died. = recovered. 


* Immediately before penicillin therapy, except in case 3, where pneumococcus was cultivated 4 days before treatment was begun, 
+ Where a figure is given it indicates the highest dilution of penicillin (in units per c.cm.) which completely inhibited growth, 


ł Organism pathogenic to mouse but did not react to any typing sera. 


usually about 0:4 unit per c.cm.—at least ten times that 
required to produce complete inhibition of the growth of 
a sensitive pneumococcus.§ With the present test organ- 
ism, penicillin was not detected at 36 hours, but Rammel- 
kampf and Keefer (1943) have found it in the lumbar 
theca at 31-5 hours. They found that it was slowly 
absorbed into the blood-stream and excreted in the urine. 
In the absence of blockage of the cerebrospinal fluid 
pathways, penicillin spreads from the lateral ventricle 
to the lumbar subarachnoid space (fig. 1) or in the reverse 
direction || J (table 1A). The case in which penicillin was 

\ not detected in the ventricular fluid after lumbar 
injection (table 11A) was one in which intracranial 
pressure was greatly raised by a large right temporal 
abscess. Penicillin injected into the lumbar subarach- 
noid space can also be detected in the cerebral subarach- 
noid space,-and. over the convexities of the cerebral 
hemispheres (table 11B). 

The rate of diffusion varied within wide limits at 
different times in the same patient. Observations in 
case 8, and in a case of subdural abscess not in this series, 
suggest that the best method of achieving a good concen- 
tration of penicillin throughout the cerebrospinal fluid 
is to give simultaneous injections, of penicillin into 
the lumbar subarachnoid space and into the lateral 
ventricles. 


§ In one recent case of pneumococcal meningitis penicillin was 
persistently absent from the cerebrospinal fluid 24 hours after 
injection of 5000 units, and on one occasion after 14 hours. 

|} Rammelkampf and Keefer (1943) injected penicillin into the lumbar 
theca of patients with meningitis and after death found traces 
of penicillin in the cerebrospinal fluid of the third ventricle. 

{T In 2 of 8 cases of pneumococcal meningitis treated since this 
paper was written penicillin injected by the lumbar route 
did not reach the lateral ventricle. 


o 


purity (Florey and Jennings 1942). 


‘impurities 


§ Subdural abscess. 


! 


REACTIONS FROM INTRATHECAL PENICILLIN 


The penicillin preparations at present available for 
clinical. use are impure, containing at the most 50% of 
pure penicillin, and usually 5—-20°,. It has been shown 
experimentally that toxicity diminishes with increasing 
Clinically, after 
intramuscular or intravenous injections, minor reactions 
have been observed, often varying from batch to batch 
(Lyons 1943). With intrathecal injections few reactions 
have so far been encountered, and these also show 
variations, depending presumably on the particular 
present in different batches ; they also 
indicate the serious danger which may arise from a large 
dose into the ventricles. 

1. With sodium or calcium penicillin solutions contain- 
ing 250 or 500 units per c.cm. a mild reaction was occa- 
sionally observed immediately after ventricular injec- 
tion. 
trunk and limbs, often coming and going, generalised 
sweating, intermittent goose-skin, slight rise of pulse-rate, 
and sometimes vomiting, the whole passing off in 10-20 
minutes. It was similar to the reaction described by 
Cushing (1931) after intraventricular injeetion of 
pituitary extract or pilocarpine, and may have been due 
to the irritation of the third ventricle by impurities in the 
solution. It has not been seen when using purer pre- 
parations. During injections by lumbar puncture the 
patient often complained of pain in the sacral region 
spreading down the sciatic distribution and lasting up to 
a minute. Repeated daily lumbar or ventricular injec- 
tions have not produced any recognisable impairment of 
nervous function. | 


It consisted of patchy erythema of the skin of the ` 
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2. Im one case-(case 4) a solution of sodium penicillin 
7 units per mg.) containing 1000 units per c.cm. was 
jected into the lateral ventricles and produced a a severe 
action. i 


After showing the phenomena noted above the patient 
sveloped signs of brain-stem involvement ; he had a large 
»wel movement on the operating-tablé and later became 
-owsy, confused and dysarthric, with fixed dilated pupils, 
equent hiccup, bursts of fine rapid nystagmus, and periodic 
spiration; in addition, there was for some hours severe 
ght hemiparesis. After the acute symptoms had subsided 
1e patient was left with palatal palsy'and severe dysphagia 
hich lasted 2 months. y 


3. Using a purer preparation of sodium penicillin 
ontaining 500 units per mg., we found that injection 
f 6 c.cm. of a solution containing 500 units per c.cm. 
nto the lumbar subarachnoid space produced no feelings 
t all in a patient who invariably complained of severe 
acral and sciatic pain when a similar dose of less pure 
penicillin was injected (case 8). ‘ 
' 4. One sample of penicillin (300 units per mg.) pro- 
luced in 3 subjects with normal meninges a sterile 
aleocytosis of the cerebrospinal fluid (up to 8000 white 
ells per c.mm.) when 8 c.cm. of a solution containing 500 
mits per c.cm. were injected into the lumbar subarachnoid 
space. This was accompanied by symptoms of meningitis 
which subsided completely after 48 hours. The cause 
of this reaction is not yet known. Evidently each new 
batch of, penicillin should be used intrathecally with 
caution until an estimate can be made of the reactions 
to which it may give rise. 


CASES TREATED 


Since March, 1943, we have had 11 cases of pneumo- 
coccal meningitis (table 1). Of these, 3 were moribund 
and died within a few hours of the beginning of treatment. 
Of the 8 fully-treated, 6 recovered completely ; 1 other 
(caS8e 2) recovered from severe purulent leptomeningitis 
(and also from. diffuse purulent pachymeningitis) to die 
some weeks later from a Y localised subdural abscess ; and 
1 (case 6) recovered from an initial attack of intense 
pneumococcal nieningitis and ventriculitis, but later 
developed a brain abscess and blockage of the aqueduct 
of Sylvius from which he subsequently died. 

Of the 8 fully treated cases 6 had had one or more full 
courses of sulphonamide treatment ‘with improvement, 
but still showed pneumococci in the cerebrospinal fluid, 


TABLE: II—SPREAD OF PENICILLIN 


The observations were made on the cases in this series 
and on others without meningitis. 


A. From the lumbar to the ventricular fluid. (Assays of 
ventricular and subarachnoid fluid limited to the first, 
1-2 c.cm. withdrawn.) 


Penicillin 
Lumbar Sample col- 
se injection of | lected (hrs ee 
Gas penicillin after (units per 
(units) |. injection) c.cm.,) 
Opn for large rt tem- ' 
poral brain abscess 3000 1 0 
Excision of brain scar 4000 2 2-0 
Pneumococcal menin- i ` 
gitis (case 7).. > 4000 2 1-1 
Excision of frontal brain . | 
-S8COr se n a 4000 ° 3 1:1 
Pn, mening. (case 8) 3000 4 0-5 
Temporal brain abscess 3000 5 en |) 
Pn. mening. (case 5) 1000 64 Trace 


-c 


B: From lumbar to cerebral subarachnoid fluid. 


Ezgin „of frontal |} sooo {| 2 n 
Pn. mening. (case 7) .. | 3000 3 1-0 
‘Repair of dural tear . | 4000 4 let 
Excision of frontal o | 

brain scar .. ’ 2000’ | 6 ' 160 


ae 


ar else developed toxic symptoms from the drug. In all 
cases administration of sulphonamides was stopped 
before penicillin was given, and in the interval the pati- 
ent’s condition usually grew worse (fig. 2). All patients 
except one (case 3) had pneumococci, in the lumbar 
cerebrospinal fluid immediately before penicillin treat- 


DECEMBER 1943 , 
4 5 67 8 910 It 1213 14 15 1617 18 19 2021 2223 24 25 26 27 28 293031 


TEMPERATURE 
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Fig. 2—Effects of sulphathiazole and of penicillin in case 8. 


ment was begun. In 6 out of the 7 cases in which the 
ventricles were tapped fluid from the lateral ventricles 
was found to contain pneumococci. Penicillin was given ' 
by the ventricular and lumbar routes in all except one case 
(case 3), which was treated entirely by the lumbar route. 

Our cases have varied considerably, but the folowing 
record illustrates the methods employed. + 


Case 8. Pneumococcal meningitis, type 5 (table m1).—A , 
sergeant-pilot aged 19 was admitted to a military hospital for 
head injuries on Dec. 22, 1943. His past history was unevent- 
ful, except for.a short attack of sinusitis after surf-bathing 4 
years before, which had subsided in 2 days without operation. 
On Nov. 25, 1943, he had developed a cold and 2 days later 
began to have left- sided earache and mild continuous frontal 
headache. The ear was alittle moist, but this may have been | 
due to drops ; there was no deafness or giddiness. On Dec. 3 
his symptoms had all but subsided and he felt quite well, but 
in the afternoon he suddenly had intense pain behind the eyes, 
with malaise, shivering, and vomiting. A lumbar puncture 
showed purulent fluid. ‘He was given sulphathiazole by 
mouth and was admitted to hospital. Temperature 102° F. ; 
pulse-rate 100; respirations 24 (fig. 2). Sulphathiazole was 
continued ; from Dec. 3-8 he had 31 g. by mouth. His 
temperature became normal, his headache less intense and less 
frequent, and he was able to read, though there was some 
difficulty with near vision. 

On Dec. 10 headache, vomiting, fever and severe neck- 
rigidity recurred, and lumbar puncture gave turbid fluid 
which on culture showed a scanty growth of pneumococci. 
A second course of sulphathiazole was given during Dec. 10-15, 
28 g. in all, part of it intramuscularly. His temperature 
became normal during this course, which was stopped on 
Dec. 15, when a drug rash appeared. By Dec. 17 his tempera- 
ture had again risen to 102° F., and his condition was deteriora- 


_ ting. A furthér 24 g. of sulphathiazole was given between 


Dec. 18 and 6 Am on Dec. 22. 

On admission to the hospital for head injuries at 6 Pa on 
Dec. 22 he was complaining of moderate headache and wag 
slightly drowsy, though rational and codperative. Tempera- 
ture 100° F.; pulse-rate 112. He had severe neck rigidity 
and a positive Kernig sign. The central nervous system showed 
no other abnormality. Major J. L. D. Williams reported that 


` the right ear-drum was normal, and the left showed slight 
‘hyperemia of the-handle-of the malleus, butno pus. Lumbar 


puncture gave turbid cerebrospinal fluid under slightly raised 
pressure from which no organisms could be grown (table 111) ; 
on unilateral jugular compression there was no evidence of 
blockage of the lateral sinuses. Blood-culture was sien’ | 
and the blood-count showed 14,000 white cells. 

About 24 hours after the last dose of sulphathiazole severe 
headache returned, with generalised aching of the limbs, 
shivering, fever (temperature 103° F.), vomiting, and increase 
of neck stiffness. Cerebrospinal fluid pressure was increased, 
its white-cell content had more’than doubled overnight 
(table 111), and the chloride content hag diminished. Cerebro- 


A e 


— 
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TABLE III—CEREBROSPINAL FLUID, CASE 83; ONSET OF MENINGITIS, DEC. 3, 1943, l. 


White cells 


| Peni- Tota ni- 
Route | Pressure cillin — = T Baki : Peni 
Tl’: LES t: n ‘ J ~ 
Date Time | of punc (mm. Films Cultures con- | S3 | >) ^| mg./100 Ith 
: ture water) tent | © |335) S58! c.em units 
i (units) S5 A7 5 - 
ae y — — — — m ——— —- -- — — — 
Dec. 3 I Cells mainly poly- Sterile (bl. agar) 
morphs ; no organ- 
isms | 
: a 
; 10 L No organisms Pneumoc. (scanty) 1200, 84 16 100 700 30 | 
» 22 19,00 L 200 No growth 1100 95 5 300 670 Normal | 
reducn |. 
„ 23 | 10.55 L 270 2440 95 5 280 599 Nore- |: 2500 
Loe 5 duction 
23 15.10 RV Gram + Pnoeumoc. Type 5 0-5 665 70 30 90 l 4000 
diplococcl 
» 24 11.45 L 210 Intracell. diplococci No growth 2-2 1680 88 | 12 210 3000 
» 26 | 12.30 L 170 No organisms 0 560° 84 16 280 3000 
Jan. 4 L 140 j 4; .. 100 60 740 Normal |. 
reducn } - 
Feb. 17 ` L 110 ss’ , 200 40 727 | Normal}... 
| reducn į _ 


L = lumbar. 
Total penicillin 12,500 units. 
.spinal fluid from the lateral ventricle showed gram-positive 
diplococci and yielded a pneumococcus (type 5) on culture 
which in vitro was sensitive to penicillin. Injection of peni- 
cillin solution (500 units per c.cm.) intrathecally was begun 
, about 28 hours after sulphathiazole had been stopped, on the 
' twenty-first day of’ the meningitis, and during Dec. 23-26 
12,500 units were given in 4 doses (table 111). Within a few 
hours of the first dose his temperature became normal (fig. 2). 
Headache and neck stiffness subsided gradually during the 
course of the next 8 days, and by Jan. 1 he was symptom-free 
and had regained virtually complete movement of his head 
and neck. He remained in hospital a further 3 weeks, during 
which time he was quite free from symptoms, eating well and 
gaining weight. His ears were examined again by Major 
Williams and were found to be normal except for slight loss 
of hearing (air conduction) on the left side for tones higher 
than 4096. Further radiography of the accessory nasal 
sinuses showed no abnormality. On Jan. 21 he was discharged 
to a convalescent hospital. He returned to duty on Feb. 29, 
1944. 


With the exception of case 3, this was the mildest case 
in the series. The infection, which probably spread 
from the left ear, was partially controlled by sulpha- 
` thiazole. Soon after the drug was stopped symptoms 
flared up and pneumococci reappeared in the cerebro- 
spinal fluid. With four injections of penicillin, three 
into the lumbar region and one into the lateral ventricle, 
there was prompt and lasting relief of symptoms. 


DISCUSSION 


The methods of treatment are necessarily tentative at 
present ; it is possible that in a proportion of cases— 
particularly the early or mild—the intrathecal injections 
of penicillin can all be given by the lumbar route, but the 
ventricular route should be employed if there is not 
prompt clinical improvement, or if blockage of the 
cerebrospinal pathways is suspected. In the first days 
of the meningitis the ventricles appear to be small, but 
later they become dilated, often to a considerable size, 
although there is still free communication with the 
subarachnoid space. In case 5, during the first days of 
treatment when the doses of penicillin were still inade- 
quate, better results. were obtained from ventricular than 
' from lumbar injections. Pneumococci are usually 
present in the ventricular fluid, and in severe cases it 
would seem desirable to obtain a high concentration of 
penicillin throughout the cerebrospinal fluid pathways 
as quickly as possible. This is probably best effected by 
combining. lumbar and ventricular injection, but in the 
absence of facilities for ventricular puncture there 
should be no delay in injecting penicillin by the lumbar 
route. In one of our patients (case 2) a burr-hole for 
ventricular injection disclosed a quite unsuspected 
diffuse purulent pachymeningitis which was treated with 


e 


RV = right ventricle. \ 
Between Dec. 3 and 10 patient received 83 g, sulphathiazole. 


Ith = intrathecal. 


penicillin through an indwelling catheter in the subdural 
space. In this case and in two others intrathecal 
treatment was supplemented by intramuscular treat- 
ment. When adequate supplies become available it 
may well prove a wise measure, for the reasons already 
outlined, always to give penicillin intramuscularly or 
intravenously for a few days. 

The first evidence of improvement after intrathecal 
penicillin came from films of the cerebrospinal fluid. 
Before treatment was begun the films usually contained 
numerous extracellular diplococci. Within 24 hours of 
the first injection of penicillin these had wholly dis- 
appeared (except in the heavily purulent case 2), but the 
films sometimes showed intracellular diplococei, often 
degenerate forms, fora further 24 hours. Cultures (not 
examined with penicillinase) became sterile within 24 
hours and remained so, except in 2 cases. In case 5, 
in- which, owing to deterioration of the salt, the initial 
dosage of penicillin was only a third of what was pre- 
scribed, the cerebrospinal fluid became sterile after the 
first injection of penicillin, but pneumococci were grown 
again on the 5th, 7th, and 14th days from the onset of 
treatment; they retained their original sensitivity to 
penicillin and were effectively dealt with by further and 
larger intrathecal injections.** In case 6, after prompt 
sterilisation of the cerebrospinal fluid, there was a 
slight growth of pneumococci on the Sth day, and again 
some weeks later from a paraventricular pneumococcal 
abscess. 

After the first injection of penicillin there was usually 
a slight temporary rise in the leucocyte count of the 


. cerebrospinal fluid. The cellular and protein content of 


the cerebrospinal fluid then fell slowly; the fall was 


usually preceded by improvement in the clinical state— 


lowering of temperature, disappearance of headache and 
nausea, and lessening of neck rigidity and of Kernig’s 
sign. 

Our experience to date shows the need for close colla- 
boration between clfnician and bacteriologist in the 
treatment of these cases. The bacteriologist identifies 
the organism and should also type it. He tests the 
sensitivity of the organism to penicillin. . The informa- 
tion he provides each day on the state of the cerebro- 
spinal fluid (films, cell count, protein content, and, 
after inevitable delay, penicillin content and cultures) is 
essential in adjusting the dose of penicillin, its fre- 
quency, and the route of administration. If the illness 
is not pursuing a satisfactory course, the activity of the 
penicillin employed should be checked by biological 
assay, and a further check may be obtained by an assay 
of the amount of penicillin in the cerebrospinal fluid. ` 


** By serial passage through mice treated with penicillin certain 
strains of pneumococcus have been shown to develop inereased 
resistance to penicillin (Schmidt and Sesler 1943), 
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. Penicillin is such an unstable substance that it is of the 
utmost importance that the clinician should acquaint 
- himself with the many ways in which it may be inacti- 
vated and that he should carefully supervise it from the 
- time it is given into his hands until the time of injection. 


SUMMARY 


Eight cases of pneumococcal meningitis were treated 
with intrathecal penicillin, supplemented in three cases 
with penicillin intramuscularly. ‘In six cases recovery 
was complete; in two cases leptomeningitis was con- 
trolled but the patients subsequently died, one from 
subdural abscess, the other from brain abscess, ventri- 
culitis, and obstruction of the aqueduct of Sylvius. 

~ Dosage, routes of administration, spread and absorp- 
tion of penicillin within the cerebrospinal pathways are 
discussed. ; 

One batch of penicillin when injected intrathecally 
produced sterile pleocytosis and short-lived symptoms of 
-= meningitis. The four other preparations, with a content 
of pure penicillin varying between 50 and 500 units per 
mg., could be safely injected into the lateral ventricles or 
lumbar subarachnoid space in doses of up to 6000 units 
daily in dilutions of 500 units@er c.cm., though certain 
minor reactions were noted. `: An injection of 20,000 units 
- in dilution of 1000 units per c.cm. into the lateral 
ventricles in one case produced a severe reaction. 


’ ADDENDUM 


Since this paper was completed we have treated 8 
further cases of which 2 have died. This makes a total 
of 16 fully treated cases, with 12 recoveries. The later 
cases were on the whole more severe than the earlier 
cases, and a total dosage per case of 50,000 units intra- 
thecally by lumbar or ventricular injection, and 500,000 
units intravenously or intramuscularly was not un- 
common. With a purer sample of penicillin (520 units 
per mg.) solutions containing 1000 units per c.cm. have 
been injected into the cerebrospinal pathways without 
any serious reaction. 

The 2 fatalities were due to an attempt to give local 
treatment solely by the lumbar route. Both cases 
appeared to do well at first, but then rapidly developed 
blocks, and penicillin injected by the lumbar route did 
not reach the ventricles. Subsequent ventricular injec- 


tions of penicillin failed to arrest the disease ; had they ` 


- been carried out earlier one case certainly, and the other 
probably, would have been saved. ` f 
In a recent case convalescent from pneumococcal 
meningitis 100,000 units of penicillin were injected 
intravenously, without ill effect, and within the next 
two hours penicillin could be detected in the lumbar 
cerebrospinal fluid in sufficient amounts to inhibit the 
growth of staphylococci at a dilution of 1 in 2. 


Some cases have shown a tendency to relapse after . 


daily injections of 5000 to 7000 units of penicillin for 
5-7 days. The relapses occurred within 48 hours of the 
last penicillin injection, with headache and fever ante- 
dating the increase of cells in the cerebrospinal fluid. 
In such cases it seems important to re-establish a good 
concentration of penicillin in the cerebrospinal pathways 
at the earliest possible moment. 

The majority of our recent cases provide additional 
evidence of the beneficial effect of sulphonamides in 
adequate dosage in controlling the symptoms of pneumo- 
coccal meningitis, at least for a time. Although much 
less effective than penicillin, sulphonamides can be 
administered by mouth and they pass readily from the 
blood-stream into the cerebrospinal fluid. The 16 cases 

- which we have so far treated demonstrate satisfactorily 
‘the essential value of penicillin in the treatment of 
pneumococcal meningitis, and the main objegtive at 
this stage is to improve further the proportion of cures. 
To this end we propose to treat future cases with 
sulphadiazine as well as with penicillin. 
__ We wish to thank Major G. T. Western, Dr. Margaret 
' Jennings and Mr. R. L. Vollum, D PHIL., for assistance with 
the bacteriological examinations ; Prof. H. W. Florey for his 
help and advice; and Major-General L. T. Poole; pso, Mo, 
KHP, Director of Pathology, War Office, for his assistance in 
obtaining supplies of penicillin. 
References at foot of next column 


` Dowling, 


-Hodes, H. L., Smith 
med. A 


THE FRACTURED FEMORAL SHAFT 
NEW APPROACH TO THE PROBLEM > ` 


GEOFFREY R. FISK, MB LOND, FROSE 


RESIDENT SURGICAL OFFIOER, ORTHOPÆDIC DEPT AND FRACTURE 
CENTRE, ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


‘ Tms paper describes. a method in routine use at an 
‘EMS fracture centre. for the past eighteen months. 
A total of 33 cases of fracture of the shaft of the femur 
have now been treated in which the associated disability 
of stiffening of the knee has been largely overcome. 
The method is submitted for consideration and further 
clinical trial. | 7 

The fractured femur is one of the commonest major. 
injuries encountered in modern warfare or civilian life 
and it entails many months of disablement before full - 
activity is regained.. Even when recovery is uneventful 
such an injury is constantly accompanied,:at least tem- 
porarily, by some degree of knee stiffening; when 
recovery is delayed knee movement becomes even more 
limited, and may remain so long after the actual causes 
of the delay have been overcome. 

This loss of mobility is not simply proportional to 
the length of immobilisation of the knee, but is the 
result of many interrelated factors which vary in their 
relative importance according to their combination in 
each patient. There can be little doubt, however, that 
the ultimate functional result is determined by the 
degree and extent of fibrosis of soft parts. Such scarring 
is often preventable, being due to such causes as mal- 
union, ill-planned surgery, infection, and most insidious 


‘of all, the irreversible organisation of chronically con- 


gested and cedematous tissue. | i 

_ It is an interesting observation that when fracture 
of the femur is associated with head injuries the patient 
may remain surprisingly free from stiffening of the 
knee, while bony union is rapid. Such a patient, restless 
and insensitive to pain, may be seen to move the injured 
limb about to an extent normally quite impossible. 


‘This activity closely resembles the natural movements. 


of the whole limb ; that is to say, it is essentially synergie 
in type. In my view it is this early return to normal - 
che aca activity that brings about such an excellent 
result. 3 : 


KNEE MOVEMENTS ALLOWHD BY STANDARD METHODS 


The fractured femur is usually treated in one of the 
following ways :— 


1. There is, firstly, the time-honoured method of fixed . 
extension on a straight. Thomas splint. Skin traction is mainly 
employed, while counter-traction is applied by the ring of 
the splint upon the limb root. This aims at the complete 
immobilisation of the fracture, which necessarily means the 
whole limb. The knee is kept still in almost full extension 
and the activity of the limb can only be maintained by foot 
and quadriceps exercises. Usually the function of the limb 
is restored to a high degree, but it may-be delayed for an 
undesirably long time or an irrecoverable stiffness of the 


`N e 


knee may have developed. , Te 
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Fig. I—A. The splint. B. The traction.smechanism showing wooaen spreader 
bar for traction cords S. CDE. The pin attachment : C, Standard EMS 
pulley. D. Pulley: dismantled with screw thread cut on spindle and 

~socket drilled through side of pulley wheel. E. Pulley wheel fixed to 
pin by screw allowing free rocking of frame without lateral shift, ' 


2. The second method is the employment of a balanced 
weight-&-pulley system using skeletal, traction. A Braun 
splint or a Thomas splint and Pearson knee-piece is now 
merely used to support the limb. Although this method has 
two principal dangers—infection around the transfixion 
element and overpulling the fracture—it has the advantage 
of allowing some freedom of movement throughout treatment. | 
No real attempt is made to immobilise the fracture, since 
alterations in the position of the patient and his leg constantly 
occur. When knee movement is allowed, only a simple 
hinge variety is possible, its extent being limited by the 
traction mechanism and the constant degree of flexion of 
the hip. Such movement must impart a shearing strain 
upon the bone ends, it is artificial and uninspiring, and its 
persistence depends largely upon the enthusiasm of patient 
and surgeon. 

3. The early internal or external metallic fixation of the 
fragments by open operation comprises the third type of 
splintage. Although the introduction of new alloys has given 
this method a fresh popularity it introduces extra hazards 
and gratuitous complications: operations are apt to be long 
and shocking, fresh tissue is exposed to trauma and infection, 
bone ends may be held apart by the very elements meant to 


impact them and they may rock insidiously to and fro. _ 


Finally when all these have been overcome the plates and 
screws may slip or break. 

At its best, this technique allows an entire freedom from 
splints and plaster, minimises recumbency and discomfort, 
. and permits the early restoration of limb movement. Full 
activity, however, does not become entirely free from risk 
much sooner than with other methods. Further, when this 
technique has not been efficient, the result, as far as knee 
movement is concerned, may be wellnigh disastrous. 


Any of these or other methods may be supplemented 
by a plaster spica or a walking calliper, The former 
eee E 
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"Fig. 2—The splint applied. 


paralyses function altogether, while the latter, although 
allowing activity with a stiff knee, introduces its own 
special complicattons. 


DESCRIPTION OF THE METHOD 


The 33. patients so far treated include subjects of 
ages ranging from 15 to 75. All levels and degrees of 
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comminution of the femoral shaft, both closed and com- 
pound, have been successfully treated, and in no ca% 
has non-union occurred. 

The apparatus has been adapted throughout from 
standard hospital equipment and is essentially simple 
to. use. No specialised training or complicated surgical 
technique is required for success. The splint described 
has been deliberately confined to its simplest form, but 
can. be modified in various ways. 

A Thomas splint is sawn off at about the level of the 
knee-joint, the cut ends being turned horizontally out- 
wards to form.small loops. This splint should not 
interfere with the traction system during movements of 
the knee by being too long or too narrow, and the top 
ring should fit the thigh comfortably. A Pearson knee 
piece is firmly fixed just proximal to the loops so that 
its hinge movement coincides with the ‘‘ axis’’ of the 
knee—i.e., about the level of the adductor tubercle 
(fig. 14). The leg is supported in the usual manner by 
flannel strips. 

A short Steinmann pin is inserted below the tibial 


tuberosity and the fracture is manipulated under general 
anzsthesia. While correct alignment and length should 
be achieved, anatomicalgreduction does not appear to 


be essential to an excellent functional result, although 
there is little doubt that persisting anteroposterior 
displacement hampers quadriceps function to some 
extent. 

' Traction is applied to the pin by means of two adjust- 
able frictionless attachments made from ordinary pulleys 
(fig. lCDE). These are fastened to a transverse wooden 
rod by parallel cords, while a single cord tied to the 
centre of the rod carries the traction weight over the 


(In this drawing and fig. 4 the crossslings and simple 
oot support have ‘been omitted for clarity.) 


Fig. 3—Flexing hs knee. 


end of the bed (fig. 1B). By this device an even pull can 
be applied to the pin (even when this has not been 
inserted in an exactly transverse plane), the foot does 
not collide with the traction system, and rotation of the 
pin during activity is prevented. These precautions 
are of great importance since the vigorous activity en- 
couraged imparts exceptional strain upon the fixation 
bone. The great majority of our 
patients can thereby be maintained throughout on 
skeletal traction without slipping of the pin or infection 
around it. Such a result could not be achieved while 
using a stirrup of orthodox design. 

The traction weight is adjusted so as to overcome 
shortening according to X-ray appearances. Between 
14 and 20 Ib. is generally sufficient, and in a few weeks 
l Once reduc- 
tion is achieved the fracture does not tend to redisplace 
even under the most vigorous muscle activity. . 

The splint is suspended by three points.from a Balkan 
beam or Pearson bed: the end of the Pearson knee- 
piece is hung by a fixed cord from the beam overhead 
at the desired height from the bed, while two flexion 
cords pass upwards and backwards from the loops over 
two pulleys to a single weight which hangs within easy 
reach of the patient’s hands. The direction of the flexion 
cords should be at right-angles to the line of the femur 
when the hip is flexed to 45° (fig. 2). 

The flexion system serves several purposes. Although 
about 4 lb. is generally sufficient to counterbalance the 
leg, the weight may be varied according to the require- 
ments of any one fracture, being adjusted to a greater 
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Fig. 4—Extending the knee. 


or lesser degree of flexion. Normally, however, if the 
system is counterbalanced it returns automatically to 


the resting position in which the lines of the traction - 


and the femur lie parallel ; this is only altered during the 
actual moments of activity. The flexion weight acts 
the whole time as a handle by which flexion is assisted, 
but purely passive movement is never allowed. 

It is not necessary to attempt to rotate the lower part 


of the leg by adjusting the splint, since rotation of one — 
bone end upon the other cannot occur while the hip and 


the knee are moyed together in their normal planes. 

The hinge at the knee—the essential feature of the 
splmt—enables full extension and over 90° of: flexion to 
be obtained while the traction is maintained and the 
fracture is uniting. From the very beginning the patient 
is instructed to use his limb as one muscle unit: flexing 
up foot, knee and hip, and then forcibly kicking out, so 
that these joints become extended (figs. 3 & 4). Maximal 
muscle response is insisted upon from the start, but in 
most patients there is a generalised inhibition of con- 
traction for the first few days. The associated joint 
movement quickly improves_in range, and the patient 
experiences remarkably little discomfort. 

That the line of traction varies with every movement 


(a source of concern at first) does not appear to matter, . 
while enthusiastic patients working the splint in the. 


early stages of union have been frequently observed to 


angle the fracture without prejudicing either reduc- ` 


tion or union, or causing the excessive formation of 
callus. i n : 

Compared with similar cases treated in this depart- 
ment by other methods, these fractures have united 
very much more certainly and quickly ; and it is our 
impression that this continued synergic 
actually improves the aligament as the fractured bone 
heals. 

Such early activity imparts an immense mental 
stimulus to the patient. He ceases to look upon himself 
as crippled, exercises are enjoyed and indulged in all 
day, and a keen competitive spirit is engendered amongst 
patients in the same ward. 

Powerfâl muscle contractions are established within 
two or three weeks, except in cases where there has been 
extensive injury of soft parts. The fracture feels firm 
in 3-6 weeks and at the end of 12 weeks firm. bony 
union is generally present. By this time most patients 
have obtained over 90° of flexion and are able to achieve 
full and forcible extension. The younger and more 
active patients (e.g., serving soldiers) never really lose 
knee movements and are able to retain 90° of knee 

flexion as soon as the discomfort of the injury has 
disappeared. 

Traction is maintained as long as is judged necessary 
(usually 12-15 weeks) and although bony union may have 
already been obtained, patients may with advantage 
be kept ‘‘ kicking free’’ upon the splint continuing to 
improve the power and mobility of the limb and trunk. 
When the patient is allowed up he is: provided with 
crutches and full weight-bearing is permitted in 4-6 
months after injury according to X-ray appearances. 
He continues to exercise the limb in the manner 
described. | 

A weight-relieving calliper is never provided, on the 
ground that such an appliance imposes extra strain upon 
the fracture line, stiffens .the knee, and is prone to 
produce cedema and cyanosis of the whole lower limb. 
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Such complications . are unknown with the method 
outlined. l ` n x 
DISCUSSION 


Most authorities emphasise the importance of main- 
taining some degree of muscle activity while a fracture 
is healing, but insist on immobilisation of -the fracture, 
site itself. The success of the method here described 
suggests that synergic muscle action ‘has a most bene- 


‘ficial effect in encouraging bone union and preserving 


joint mobility. The constant moulding and compressing 
effect promotes the absorption of damaged tissue and 


I 


extravasated blood, prevents stagnation and œdema 


and their organisation into scar tissue, and ensures an 
adequate blood-supply to the tissues needing it for 
repair. es | es 

The femur and the muscles surrounding it should be 
regarded as one functional unit. The bone conforms 
to a limited extent, to the resultant pull of muscles 
acting upon it; while the muscles assume power and 
form according to their bony attachments. If this 
intimacy of function be interrupted by a fracture, the 
disorganised muscles produce deformity and shortening. 
If, however, the algebraic sum of their total efforts can 
be overcome by traction, synergically acting muscles 
must actually assist in returning the bone to the form 
on which they were designed to act; provided that, 
groups of these muscles are attached to both the main 
fragments. f l 

Further uses of the splint.—It should be noted that this 
method is designed for base or static hospitals, and the 
splint is not suitable for first-aid or transport. 

If by reason of infection or wounds or for purposes of 
transport, another method is considered more appro-, 
priate, this splint may be introduced at any later stage 
to preserve or regain muscle and joint function. Such 
has been the practice in the Addenbrooke’s Hospital 
centre with casualties transferred from overseas. ven 
when the method is employed at a late stage of treatment, 
knee flexion can be considerably increased. 


This splint has been modified for ambulant patients | 


and is being used in an outpatient department and a 
convalescent home. 
but traction is now applied to the shod foot by means 


of an ankle.strap which passes round the Pearson knee- © 


piece. Traction applied to the strap maintains the. 
joint surfaces in distraction, and encourages full exten- 
sion while supplying graduated exercises to the flexors. 


*. SUMMARY 


A method is described which goes far to prevent 
stiffening of the knee during treatment of fracture of 
the shaft of the femur. Its success in 33 consecutive 
cases suggests that early and continued synergic activity 
is wholly beneficial in the treatment of fractures of th 
femoral shaft. 


I wish chiefly to thank Mr. R. Weeden Butler, surgeon in | 


charge of the department, for his constant encouragement, 
his assistance in the preparation of this paper, and for the 
diagrams. I also wish to acknowledge the help received from 
successive house-surgeons, especially Mr. Graham Stack 
who devised several useful modifications. i: 

Since this method was developed and this. paper written 
I have found W. J. Tobin’s description of a somewhat similar 
splint (J. Bone Jé Surg. 1941, 23, 712). His conception, 
purpose and mode of use appear, however, to be quite different 
from mine. 


TUBERCULOSIS REFRESHER CouRSE.—A course in tuber- 
culosis for tuberculosis officers and medical practitioners 
will be held on June 13, 14 and 15, at Cambridge. The 
following lectures will ‘be given in the mornings at 
Girton College: Group-Captain R. R. Trail, differential 
diagnosis of pulmonary tuberculosis; Dr. Norman Smith, 
medical problems in the administration of tuberculosis ; 
Dr. Peter Kerley, diagnosis by X rays; Dr. ¥. R. Q. 
Heaf, rehabilitation and local authority schemes; Prof. 
J. Paterson Ross, non-pulmonary tuberculosis ; and Mr. J. B. 


- Hunter, collapse therapy. 
Demonstrations will be given each afternoon at Papwortlr . 


Village Settlement. Further information from Dr. Harley 
Williams, Tavistock House North, London, W.C.l 


The splint is assembled as before, | 
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AT a joint mecting of the sections of Medicine and 
Surgery on May 3, with Sir JAMES WALTON in the 
chair, a discussion on . 


Peripheral Vascular Disease 


was opencd by Dr. GEOFFREY Evans, who assured the 
surgeons that the treatment of this group of disorders 
-was not their sole perquisite. Medicine could not cure 
peripheral vascular disease, but it had much to offer 
the patient which made it easier for him to live with 
his disease. Raynaud’s disease, Buerger’s disease, and 
arteriosclerotic disease had certain features in common 
vasospasm, intermittency in their progress, endo- 
thelial proliferation and thrombosis. It was in attacking 
the first of these that medicine could help most success- 
fully. Everything leading to vasospasm must be 
avoided, including fatigue. Relaxation of body and mind 
should be enjoined. The patient should achieve the 
first by resting for a part of every day in a horizontal 
position and the second should be brought about by 
phenobarbitone. All vasoconstrictor drugs, especially 
nicotine, should be forbidden, but alcohol, a vasodilator, 
was helpful. Dr. Evans especially recommended papa- 
verine but had found other vasodilators disappointing. 
He recommended also Buerger’s exercises and hyper- 


zemia induced by local heat or passive vascular exercises, | 


and demonstrated a new portable apparatus for carrying 
out the latter treatment by the periodical inflation of a 
sphygmomanometer cuff. 

` Prof. E. D. TELFoRD, speaking of sympathectomy in 
peripheral vascular disorders, pointed out that though 
_ spasm was the main factor in Raynaud’s disease, it was 
only a subsidiary factor in Buerger’s disease, in which 
the white appearance of the leg after exercise was due 
not to spasm but to the fact that the veins, being less 
seriously involved than the arteries, could empty the 
leg of blood more quickly than the arteries could refill it. 
In Buerger’s disease and arteriosclerotic disease two 
types of pain occurred—first ‘‘ exercise pain ”’ or inter- 
mittent claudication, and later rest pain, associated 
with thrombosis and impending gangrene. The results 
. of sympathectomy in the first were disappointing, 
though occasionally slight temporary improvement 
followed. But in the second the results were excellent. 
Professor Telford reported the results of 433 operations, 
excluding 47 performed within the last year, the effects 
of which could not yet be assessed. He had had only 
3 deaths, 1 from alcoholic poisoning, 1 from pul- 
monary embolism and 1 from duodenal ulcer.. In 
Raynaud’s disease of the hands the results were dis- 
appointing—only 16 good results out of 41—but when 
the disease affected the feet the results were excellent, 
22 out of 22 being cured. He discussed the reason for 
this curious discrepancy and put the blame on the 
anatomical variations of the stellate ganglion. In 
acrosclerosis (sclerodactyly) he could report only 2 good 
results out of 19, both of them being very early cases : 
in advanced cases the operation was useless. -The allied 
condition of dermatomyositis was unaffected by sym- 
_pathectomy. In Buerger’s disease, the operation had 
no permanent effect upon the progress of the disease 
and the former high hopes for its value had been dis- 
appointed. Temporarily good results had however been 
obtained in 47 out of 85 leg cases and in 7 arm cases, 
In arteriosclerotic disease the operation was worth 
while only at the stage of ‘‘ rest. pain ”?” and impending 
gangrene. He reported 59 good results at this stage, 
10 fair results and 12 failures. The bad results were in 
patients in whom gangrene had actually occurred. In 
- erythrecyanosis he reported 39 good results out of 57, 
and in spasm following anterior poliomyelitis 40 out of 
55. The failures in both these series were in very fat 
patients. , In acrocyanosis of the hands the results 
were only moderate—4 cures out of 7—but again there 
appeared the curious difference between results in hands 
and feet, for 9 patients whose fect were affected were all 
cured. In perniosis this difference did not appear, 3 
hand cases and 8 foot cases all having been successfully 
eee ‘All of 5 patients with. erythromelalgia were 
cured. | 


Dr. RAYMOND GREENE drew attention to the róle of 


the thyroid in temperature regulation and in the con- 
sequent control of the peripheral circulation. Patients 
with thyroxin deficiency had a low metabolic rate and a 
low temperature. The body compensated for the Jow 


temperature by peripheral vasoconstriction, especially 
in the extremities. There was a linear relationship 
between the temperature of the big toes and the BMR. 


. Everyone was well aware of the cold feet of the myxeede- 
matous patient, but nothing had been written about a 
condition very common in general practice—the thin 
weary girl with a poor appetite, absent or scanty and 


irregular menses, and cold cyanosed hands and feet, 


liable to chilblains in winter. He regarded these girls 
as akin to the far more severe cases of anorexia nervosa, 
a condition which showed more clearly than any other 
the relation between thyroxin deficiency and peripheral 
vascular disease. In 5 patients suffering from anorexia 
nervosa or a closely allied condition, he had found that 
the body had compensated for the lack of fuel by two 
economies. It had cut out the sexual function, which 
was unnecessary for individual survival, and had 
damped down its calorie requirements by a gross reduc- 
tion in BMR. The other endocrine functions remained 
apparently normal. Dr. Greene demonstrated that the 


drop in-BMR was produced by the cessation of thyroid 


stimulation by the anterior pituitary, and suggested 


that the condition should be called not hypothyroidism 
(the thyroid itself being normal) but hypothyrokinesis. 
He showed photographs of a girl of 15 suffering from 


anorexia nervosa, whose BMR was — 51, temperature 
about 95° F. and pulse-rate about 50 per min., dropping 
sometimes to below 40. Her efforts to conserve body 
heat by vasoconstriction had resulted in gangrene of 
one hand. Dr. Greene suggested in conclusion that 
minor degrees of hypothyroidism and hypothyrokinesis 


might partly account for the great variation existing 
between one man and another in susceptibility to frost- 
bite and immersion foot. 

Prof. J. R. LEARMONTH described the results of 
arteriography, with special reference to localised arterial 
thrombosis in young men. He showed a large number 


of arteriograms and drew attention to an especially 


vulnerable point in the femoral artery in the lower part 
of Hunter’s canal. 

` Prof. J. PATERSON Ross also described his experience 
of arteriography. He placed the vulnerable point some- 


what lower, behind the condyles of the femur. He cast 
doubts on the value of spinal anisthesia as a pre- 
operative test, preferring lumbar procaine block fol- 


lowed by exercise, the effects of which could not be 
observed after a spinal block. | 


Mr. LAWRENCE ABEL paid tribute to the excellent 


effects of passive vascular exercise with a well-known 
American machine, which he preferred to the cuff 
method described by Dr. Evans. 

Mr. NORMAN LAKE agreed in distrusting preoperative 
tests. He had seen excellent results from sympathec- 
tomy after preoperative tests had failed. 

Mr. A. DICKSON WRIGHT believed that sympathectomy 
should be performed as part of any emergency arterial 
operation such as excision of an artery. He described 
a patient who suffered sometimes from Raynaud’s 
disease, sometimes from excessive sweating and some- 
times from erythromelalgia ; all three were cured by 
sympathectomy. 


At a meeting of the section of Psychiatry on May 9, 
with Dr. W. Norwoop Easr in the chair, a discussion on 


Morale 


was opened by Surgeon Lieutenant GERALD GARMANY. 
After three years in a Naval depot he mentally classed 
men as of “ good type ”? and ‘“‘ poor type.” The good 
man is willing to endure psychosomatic stress : the poon 
one is ready to go to lengths to avoid it. Their fear is 
not of dying, he finds, but of being made so much afraid 
again. Morale is constitutionally and educationally 
determined before a man enters the Service, but it can 
be reinforced by good leadership, good group spirit, 
and some additional factors, such as regular mail. On 
shipboard a man is expected to be in a state of awareness 
and tension; on shore the tempo is different, and the 
man who has succumbed to anxiety may actually feel 
less comfortable and ask to go back to his ship—to the 
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‘state of tension to which he has become accustomed.“ 
‘Moreover he may make a good adjustment. as soon as he 
gets there. So do many men who are not willing at the 
outset to meet stress: they respond to leadership and 
atmosphere. The task of the psychiatrist at the depot 
is to reduce tension and prevent demoralisation. Both 
disparagement and condonement must be avoided, and 
so must long sgjourns in hospital and long unnecessary 
‘investigations. Nearly 90% of men admitted with 
anxiety state get fit enough to return to sea, 8% can be 
discharged to shore service only, and only about 44% 
have to return to civil life. The depots are large and 
discipline is in the hands of petty officers ; in the atmo- 
sphere of enthusiasm for the Service which they create 
there is much implicit teaching of morale. 

Lieut.-Colonel G. R. HARGREAVES remarked that morale 
and discipline are apt to be confused. It is possible, 
however, to have good morale and poor discipline, as was 
found among somé of the Dominion troops in the last 
‘war; or good discipline and poor morale, as. may ‘be 
found in prisons. There are three current explanations 
of the origins of good morale. Some attribute it to 

. good leadership. Others think it is a product of the 
individual’; the extreme Freudian view would be that 
the individual plays a part written for him in childhood, 
and that he casts those about him for the parts of those 
who formed the background in his childish conflicts. 
Others again hold morale to be a product of the group 
and the herd instinct, as Trotter believed. The psychia- 
trist, Colonel Hargreaves thinks, usually identifies 

himself with one or Other of these three theories ; but 
they are not mutually exclusive, and advances in study 
must come from a fusion of the three. - 

Wing-Commander J. H. Hunt defended E E 
and neuropsychiatrists against the charge of coddling 
' patients. Speaking of flying stress, he said it is unfair 

‘ to ask a man what he feels about flying again the day 
after a crash. Nor did he think it advisable for a man 
to go straight up again immediately after a bad crash, 
any more than it is wise for a motorist to drive away after 
a major accident. After severe stress men need proper 
supervision, and much depends on the ability of the MQ 
to explain, persuade, threaten if need be, and encourage. 
Fearlessness, as defined by’ Symonds, can be assessed ; 
but it is more difficult to assess courage. He -considers 
courage to be made up of bravery in the face of danger, 
and fortitude in the face ,of adversity, including the 
minor trials of Service life. Together, these two con- 
stitute what Napoleon called “two o'clock in the 
morning ” courage. 

Dr. A. B. STOKES suggested that the individual is 
governed from moment to moment by a balance between 
the herd or group instinct and the ego instincts—self- 
preservation, nutrition and sex. The balance may, 
at any given moment, be the result of antagonism, 
` synergy or compromise between these instincts, and 
hence its variable; and the outcome therefore varies 

_ from time to time. Thus there is a rise in the incidence 
of neurosis in times of economic stress; and there are 
more casés of neurotic breakdown in units with bad 
morale than in those where morale is good. The doctor 
treating men in hospital is a member of a community 
seeking to use community feelings and activities— 
whether lectures, fire-fighting exercises, games,° or 
entertainments—to maintain the community spirit.. 
Interviews with patients and hospital activities must be 
planned to reinforce social trends; and the hospital 
staff, especially the nurses, must be taught to take their 
share in this process. For success, he believes, reason- 
ably plastic clinical. material is needed. Patients with 
poor constitutional make-up and few social feelings clog 
the works, and hinder the recovery of others. He 
eed what can be done with this problem group in 

ure. 

Flight-Lieutenant J. F. COOPER thought that in 
rehabilitating air-crews it might be worth while rein- 
forcing their sense of privilege. They take a great pride. 
in the particular type of aircraft they are flying and have 
a keen sense of the importance of their job. Brigadier 
J. R. REES felt that the speakers had presented a clear 
case showing that morale comes within the purview of 
the psychiatrist. 

Major A. M. MEERLOO spoke of morale in occupied 
countries. After the invasion of Holland, he said, there 
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were several unexpected cases of depression and suicide 
among the invading Germans. He mentioned the panic 
among the civilian population in Cologne after the first 
attack by the RAF. Among the Dutch, after the 
invasion, there was no immediate panic or resistance ; 
but after the first persecution of the Jewish population, 
strikes broke out. Nor was there any instant loss of 
morale, but thére was an incubation phase after which, 
it began to fall. When morale is lost he believes it 
happens at several levels of the personality. He noted 
that a loss of morale is common after wars have finished, 
citing the Napoleonic and 1914—18 wars. Disagreements 
arising between the commanders and the psychiatrists 
over morale arise partly, he suggested, from the fact that 
commanders are on the whole authoritarian and psychia- 
trists democratic ;. ‘‘ and it is democracy,” he added, 
- “ for which we are fighting.” 

Dr. MAXWELL Jones, felt that it is an invitation to 
catastrophe to herd people with bad morale together 
in hospitals. To combat the danger of.making them) 
worse it is necessary first to establish good morale in the 
nursing staff. To give the men themselves insight into ` 
their state he arranges group discussions of their problems 
and’ dramatic representations~of similar situations or 
of actual case-histories. Captain CAMERON felt that 
the’ morale of the psychiatrist himself is likely to sink to - 
a low ebb when he has been engaged for a long time on a 
purely destructive task—for example, that of passing 
men out of the Service. . 

Brigadier G. W. B. Jamas told of morale in the Army 

in the North African campaign. They had a hard life, ` 
experiencing heat, cold, the bites of insects, shortage 
of water and food, lack of sleep, artillery, rifle, and 
machine-gun fire, and things dropped on them from’ 
Yet their morale remained. remarkably high 
and constant, whether their background had been Eton 
or a provincial slum. The Army does not get the pick, 
but it makes & remarkable job of its troops. - When they 
break down it is from internal conflict : from fear, not of 
death, but of life. It matters seriously to them to know 
that if they are killed they will be buried properly and 
that the place will be marked; and they like to do as- 
much for their enemies. A. sailor has a contraption 
to move about the sea and a definite job inside that 
contraption; and this helps morale. The Royal 
Armoured Corps enjoys.a comparable situation, with 
contraptions to move about the land ; and in tank crews 
morale is particularly high. Men will face enemy tanks 
with any sort of gun while they have good morale ; when 
it begins to fall off they recognise defects in their weapons 
and ‘complain of them. Despite all its adventures . 
the morale of the Desert Army never cracked. Men got 
tired and sick of it, but not dispirited : they had a group 
feeling which nothing could shake. Authoritarianism, 
he said, has only one method of treatment available : 
a kick from behind. This presupposes that the treater 
you can’t kick a man from behind 
and, be in front of him at the same time. ~ Asa method 
it is useless. To treat a shaken man, he said, you 
must have human understanding, and in the early days 
the physicians who, with little experience, had to deal 
with such cases did remarkably well. 

Major T. A. MUNRO told of the change in outlook which 
may. make a man feel cut off from his past and trom 
people at home. A guardsman who had fought in’ 
North Africa and was included in a new draft for special 
training declared that he did not want to fight with 
“ these Englishmen,” as though his experience had made 
him a stranger to them. A similar attitude may be 
seen in repatriated prisoners. Men showing it may 
prove a problem for psychiatrists. after the war. 


TUBEROULIN DIAGNOSTIC ‘JELLY.—Messrs. Allen ‘and 
Hanburys now issue a tuberculin jelly, containing 95% old 
tuberculin in an inert adhesive, for skin-testing. A small 
portion of jelly is squeezed out of the tube on a cleaned 
area on the child’s back and is covered with elastic plaster 
for 48 hours; a positive test is shown by an erythema or 
slight vesiculation of the skin. In a trial with Mantoux 
control on 100 children Donald Paterson (Brit. med. J. 1944, 
i, 531) found the test more accurate and cheaper than the 
Vollmer patch test, and there were no severe local reactions. 
The jelly is available in tubes containing 2 g..(20 tests) or 
5 g. (50 tests) and will keep maar in the tubes. 
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“Organisation of: Permanent Nation-wide Anti-Aedes- 


2 , 


Ægypti Measures in Brazil - 


FRED L. Soper; D. Bruce Witson; SERVULO Lima; 
WALDEMAR SA ANTUNES. (Rockefeller Foundation 
Pp. 137.) = 
WE are indebted to the Rockefeller Foundation for 
many blessings, not the least for this record of the 
attempt to eradicate Aedes wegypti, the vector of yellow 
fever, from Brazil. The work was undertaken by the 
Foundation’s yellow fever service in codperation’ with . 
the Brazilian National Department of Health, and the 


ne 


« many coliform infections, and that the time-honoured 
hexamine is still of service. The suggested prophylaxis 
against gonorrheea by the.use of large doses of sulph- 
anilamide on each exposure will be accepted by few. 
Therapy is otherwise adequately dealt with, and the 
book may profitably be read by general practitioners who 
find themselves called upon to deal with many urological 
cases, 


—_— - ae = 


New Inventions 


NEW PLASTIC FOR COVERING SKIN 
Most of the ordinary methods of preparing the skin 


report is full of information on the technique of this sort round an operation area have theoretical and practical 
of warfare. It shows masterly planning and organisa- disadvantages. Since it is impossible completely to 
tion, based on Rockefeller research into the etiology  sterilise skin, it has seemed that the best way of preparing 
of yellow fever. The isolation and culture of the virus, it is to seal it off with a thin film of coagulant. A solu- 
its modification for prophylactic inoculation, the mouse tion of 3% tannic acid in alcohol has, for over ten years, 
i protection test, the discovery of jungle yellow fever, the proved eminently satisfactory. It is cheaper than iodine 
demonstration of the virus in wild animals, the establish- solution and never causes irritation. but its coagulant 
ment of a viscerotomy service, have all played their part; action is very superficial. The coagulum is too easily 
all this labour has demonstrated that the eradication of removed by moisture and trauma, and it involves the 

yellow fever must at present remain a dream. Methods use of alcohol, which is scarce. 
are described for elimination of breeding faci in inhabited During the past year Dr. S. \. Leader has evolved a 
and uninhabited houses, cisterns, workshops, rivers, synthetic resin which is in itself sterile and can be painted 
barges, ships, public buildings and even in vases in on the skin in a thin layer which rapidly hardens and 
public cemeteries. These activities have ranged the remains for some time completely scaling off the area so 
whole vast country. Final elimination of Aedes agypti painted. It is a solution of polyinethylmethacrylate in 
can be achieved solely by oiling of all pools and the chloroform and methylene chloride, modified by addition 
destruction of all water-containers in which breeding is of salol, resorcinol, eugenol and a plasticiser. Methyl 
methacrylate, more commonly known as acrylic resin, 1s 


taking place. The organisation built up to attempt this 
task will remain an example. 


Dental Treatment of Maxillo-Facial Injuries 


W. KELtsEY Fry, mrcs, consulting dental surgeon, 
RAF and Ministry of Health, and dental surgeon to 
Guy’s Hospital; P. RAE SHEPHERD, LDS, ALAN C. McLEop, 
DDS, LDS, GILBERT J. PARFITT, MRCS, LDS, dental surgeons, 
East Grinstead maxillo-facial unit. 7 
Supplement by the same authors, with a section on 
middle-third fractures: by A.: H. MoINDOE, FROS, FACS, 
consulting plastic surgeon to the RAF, and surgeon in 
charge of the unit. (Blackwell. Pp. 250 and 194. 
218. each.) 


THESE two volumes are based on lectures given to 
members of the Forces by. four dental surgeons who have 
had opportunities of collecting material at a hospital 
for the treatment of all types of fracture of the jaw ; 
in his section of the supplement Mr. McIndoe indicates 
how surgeon, and dentist work together in the team. 
The diagrams and photographs are clear, and general 
anatomy is briefly set out. The first volume describes 
tne various types of fracture with their treatment ; the 
second contains case-histories and a good account of 
pathology. Associated injuries and diseases are re- 
viewed, and the suggestions about diet and general health 
will be appreciated by all who have treated patients 
whose jaws are immobilised for many weeks. The 
section on field treatment is practical. A chapter. on 
radiology suggests the best angles for taking views of 
particular lesions. 


Urology in General Practice 


N. F. OCKERBLAD, MD, FACS, professor of clinical urology, 
University of Kansas; H. E. CARLSON, MD, FACS, 
instructor in urology in the university. (Year- Book 
Publishers; H. K. Lewis. Pp. 374. 25s.) 


Tumis book, possibly exceeding the scope indicated by 
its title, contains much useful information. The style 
is pleasing, and encourages the reader to feel that he 
is drawing on personal observations based on a wide 
experience. The matter is thoroughly up, to date, and 
one does not look,in.vain for observations on the hor; 
mone treatment of’ prostatic carcinoma, transurethral 
prostatectomy, or sulphonamide therapy for urinary 
infections. Many will disagree, however, with the 
contention that more use of the cystoscope should be 
made by the general practitioner. The statement that 
the sulphonamides have rendered obsolete all other 
forms of urinary antisepsis may also be questioned : 
most urologists agree that the mandelates remain pre- 
«eminent in the treatment of Streptococcus feecalis and 


one of the newest thermoplastics and is widely used in 
dentistry because of its toughness and the great tolerance 


shown to it by the tissues. It has been successfully used 
for cranial obturators, artificial eyes and the replacement 
of ‘diseased cartilage in the hip-joint and elsewhere. 
Without the phenolic modifiers the solution, would dry 
to form a brittle non-adhesive film and the constituents 
may vary in proportion to achieve any required degree 
of hardness, toughness, adhesiveness and plasticity. The 
‘plastic is impermeable to moisture and remains firmly 
attached to the skin during the operation. It is flexible 
enough not to flake off and thin enough to be cut through 
with a knife. 

The skin is prepared by scrubbing with soap and water, 
dried with a sterile towel, and covered with lint or an anti- 
septic compress. On the operating-table the plastic is painted 
on with a sterile brush, and it quickly dries into a thin layer. 
If the towels are put on before the plastic is dry they will, if 
thin enough, remain stuck flat on the skin, and towel clips can 
be placed further out of the way. Most theatre sisters prefer 
to let the plastic dry before arranging towels, because it takes 


time to remove it afterwards.. Its use renders towels clipped 
to the edge of the wound superfluous, and any viscera which 
come out rest on a sterile, chemically inactive substance, - 
which does them no harm. When the wound is stitched up 
it can be sealed with a further application of plastic if this . 
seems to be an advantage. The plastic covering also has a 
slight splinting effect. . | 

The plastic has been used in this way for between 2 
and 300 operations, mostly laparotomies and hernias, in 
which there has been a noticeable absence of sepsis. 
Owing to its chemical inactivity it is not markedly anti- 
septic and it does not destroy spore-bearing organisms 
(subtilis) previously put on the skin. But immediately 
after application cultures have shown the surface of the. 
plastic to be sterile. Occasionally, at the end of an 
operation, some air-borne organisms have been found, 
but these would probably be also present on side towels 
or skin in any case. 

A tin containing 7 Ib. of this material has been in use 
in the theatre for over two months and is not finished 
yet (4—5 operations each week). The cost of this is about: 
£2,10s. Experience and experiment will doubtless bring 
to light many other ways in which this plastic can be 
‘used, since animal experiments have shown it to be non- 
irritating to tissues. One, not very abundant, duodenal 
fistula healed with little or no excoriation with its aid, 
and it made nursing much easier for an overworked staff. 

The plastic is supplied by Portland Plastics, Ltd., of 212, 
Great Portland Street, W.1. | 

H. W. S. WRIGHT, MS LOND, FRCS. 
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YOUND EXCISION AND WOUND TRIMMING 


Muon of the conflict that has raged round the 
erms “debridement,” “ epluchage,” ‘‘ wound ‘re- 
rision,” “ wound excision ” and “ wound trimming,” 


rose from the difficulty of defining the exact pro- 


sedure which each is meant to describe. The Bassini 
»peration is a method of reconstructing the inguinal 
canal familiar to surgeons in all countries. The 
Polya gastrectomy is performed in much the same 
way in Johannesburg and Reykjavik. But the 
terms used in wound surgery represent an ideal 
rather than a technical method, a castle in the air 
rather than an architect’s blue print. The problem 
is that of a lacerated wound, contaminated but not 
yet infected. The ideal is the sterilisation of such 
a wound by an excision wide enough to leave behind 
nothing but healthy tissues. Idealists who believe 
this surgical sterilisation to be possible advocate a 
wide operation on radical lines of the type referred to 
by TRUETA in his paper in this issue as a “ cancer 
excision.” Like other realists who have studied war 
pathology under war conditions, and physiologically 
minded surgeons who believe in the wisdom of 
natural processes, he favours a more limited removal, 
a wound trimming. The concept of wound excision 
assumes that there is a boundary between the lacer- 
ated and contaminated surfaces of a wound and 
the healthy tissues: beyond, and that removal of 
everything outside that boundary is a practicable 
surgical manœuvre. Neither assumption is supported 
by recent experience. In wounds caused by high- 
speed. projectiles the extent of the damage is seldom 
as defined, or the depth of bacterial contamination 
as limited as most writers on war surgery suggest. 
The entering missile carries before it. a cushion of 
compressed air that may spread widely in the limb, 
giving rise to the familiar diagnostic error of “ X-ray 
gas gangrene,” and may pulp soft tissues well beyond 
the missile’s track by the explosive effect of blast. 


Heemorrhage, exudate, the changed direction of the 


track with the changed position of the limb, all tend 
to distribute foreign matter along the areolar planes. 
Further, the surgeon in modern war rarely sees his 
patients in the preinfective period. The site of the 
battle is constantly changing, and though surgical 
units are highly mobile the time lag between wounding 
and operation averages about 20 hours. <A primary 
sterility cannot be achieved under these conditions 
by any operation, however radical, and the surgeon’s 
alm is a secondary sterilisation depending on the 
successful combating rather than the avoidance of 
infection. In this the tissues are allies to be helped 
rather than victims to be rescued. 

Radicals and conservatives can agree on certain 
principles. First, that the track must be laid open 
throughout its extent, 4 procedure that implies, in 
most cases, removal of the foreign body. Some 
writers in this war show a-distressing levity about the 
extraction of metallic fragments from wounds. 


Metal is less, dangerous in the tissues than cloth, 
leather or road dirt, and long or dangerous operations. 


for the removal of small fragments that are unlikely 
to cause trouble should therefore be discouraged. 
But the length and direction of a penetrating wound 
are unknown till the projectile has been located, nor 


- has the track been laid open throughout its extent ` 
‘till it has been removed. A forward’ operating 


centre without an X-ray unit is incompletely equipped, 
and only -under exceptional circumstances can the 
omission of this important accessory service be justi- 
fied. The second agreed principle is that, in addition 
to exploring the whole track and removing foreign 
material from its depths, the surgeon must excise 
devitalised tissues from its walls. While the two 
schools would differ on the extent of this removal, 
there is no doubt that the modern field surgeon is 
more sparing of bruised but not devitalised tissues, and . 
particularly of skin, than his predecessors. There will 
be agreement too that drainage and immobilisation 
are the necessary sequels of wound treatment. On 
the details whereby these principles are carried out 
however the widest divergence will be found. TRUETA 
drains with dry gauze; surgeons overseas use soft 
paraffin gauze. TRUETA advocates hip and shoulder 
spicas ; our consultants in the various expeditionary 
forces: mostly condemn them. The divergences are 
accounted for largely by differences in environment 
and experience. TRUETA has cared for the casualties 
of a city subjected to aerial bombardment, and later 
has superintended the accident service of a first-class 
civil hospital. In such circumstances the time lag is 
usually well under 6 hours, the average wounds are 
less contaminated and lacerated than those due to 
shell and mortar fire, and the patients are admitted 
to well-equipped hospitals in which they can be 
retained under observation as long as their condition 
requires it. The problem of an accidental compound 
fracture of the femur entering the Radcliffe Infirmary 
within 2 hours differs as widely from that of a gun- 
shot fracture of the femur treated at a CCS in Sicily 
and evacuated to Tripoli as does appendicectomy 
from abdominoperineal resection of the rectum. 
Dry gauze can absorb a moderate amount of exudate, - 
but it becomes sodden with profuse ‘and con- 
tinuous discharge and serves as a convalescent home 
for bacteria. Hip and shoulder spicas are excellent 
splints under conditions of static fighting such as 
prevailed in Malta, but where the line of evacuation is 
through a long chain of units they fall far behind the 
simple box encasement of the Tobruk and thoraco- 
brachial splints in comfort, and they may do harm. 
‘“ There is a great tendency for plaster sores to form 


. across the sacrum—and ill patients travel badly in 


spicas,” says the Field Surgery Pocket Book. The 
closed plaster method, which is well suited to the 
stable conditions of a good surgical clinic and proved of 
immense value after Dunkirk and in the blitz, can be 
dangerous when the patient must be evacuated soon 
after its application. The dangers may, as TRUETA 
points out, be avoided by elevation of the limb and 
careful supervision. But any surgical method suit- 
able for use in a theatre of war must take into account 
the very difficult conditions that may prevail on any 
front. When things are going badly up the line, when 
casualties must be cleared quickly from the danger 
area, when every means of transport, from.a tank to 
a camel, may be pressed into service for evacuation, 
when the medical personnel are unable to attend to 
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any but the most pressing emergencies, the safety 
of men already treated cannot be allowed to depend 
on skilled supervision or the niceties of posture. 

. Each war, each campaign, each battle brings fresh 
problems that may demand a reorientation of views 
formed on ‘the basis of earlier experience. The one 
constant factor is the natural mechanism of the body 
for repairing damage and repelling bacterial invasion, 
a mechanism developed through ages of struggle in 
a world where trauma is the concomitant of com- 
petitive life. The war surgeon can do no more than 
study this mechanism and apply the instrumental 
and chemical means at his disposal to aid it, always 
remembering that tactical circumstances will ‘dictate 
the method of application, and that the ultimate 
test is not the saving of time but the saving of the 
fighting man. , 


THE BMA PROPOSALS 


THE white-paper seems to have outstayed the 
“ cautious welcome ”’ it got from the British Medical 
Association. Fortified by resolutions from the peri- 
phery, the council of the association issued in last 
week’s British Medical Journal a draft statement of 
policy which questions the motives, disapproves the 
timing, and condemns many details of the Govern- 
ment’s proposals for a National Health Service. 
While admitting the right of the state to codrdinate 
existing facilities for the prevention and treatment of 
disease, the council object to its assumption of control 
of an expert field and those who work in it, and (pend- 
ing fuller information on plans for social security) 
believe that the Government should not provide 
medical services for those who are “ willing and able 
and anxious ’”’ to provide such for themselves. 
criticising the white-paper scheme they take exception 
to the continued diffusion of health responsibilities 
among different Government departments, to the 
exclusion of industrial medical services from the NHS, 
and to the structure and function of the Central Health 
Services Council; they argue that the creation of new 
joint health authorities means that health functions 
will be distributed between more local authorities 
and will result in fragmentation rather than unifica- 
tion; they prophesy that ‘if the present proposals 
survive ?” the voluntary hospitals will be quietly 
and . steadily submerged; they are “‘ determinedly 
opposed’ to the powers vested in the Central 
Medical Board; and they say that the profession 
regards the terms of employment suggested for health 
centres as “ the thin end of the wedge of a form of 
service to which it is overwhelmingly opposed—a 
state-salaried service under local authorities.” As 
an alternative to those of the white-paper, the BMA 
council put forward their own positive proposals, 
“in response to the Government’s request for con- 
structive advice.” 

While recalling the profession’s preference for a 
corporation as the central authority of a national 


health service, the council now lay less stress on the | 


type of central body than on the machinery needed 
to secure “‘ the fundamental requirement that, subject 
to the responsibility of the Minister to Parliament, 
responsibility for medical policy and medical advice 
is borne by the medical profession.” The central 
corporation or department, they say, should be 
concerned with all civilian health and medical 


THE BMA PROPOSALS 


‘hold office for three years. 


In | 
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functions of central government, and with them 
In these activities it should be advised bya 
medical 
members would be elected by the profession and 
The Minister would hare 
to seek this council’s advice on medical questions 
and refer to them all draft regulations—other than 


alone. 


council, predominantly medical, whose 


those relating to terms and conditions of service, 
whieh would be negotiated directly with the profes- 
sion.: Besides publishing an annual report, the 


. council would be free to publish its advice as soon 


as the Minister had had a chance to consider it. 
These and other cognate conditions are put forward 
so as to make the central advisory council indepen- 
dent and influential ; for the previous history of the 
Ministry’s advisory committees has been discouraging. 
And few will deny that they are justified by 
bitter experience. Nevertheless, in the opinion of 
experienced administrators, strong insistence on the 


functions of the council as watchdog of the profession 
would diminish rather than increase its real influence 
—for reasons we set out on April 1. What. the 
Minister presumably wants is a council of experts 


chosen, -as individuals, for their experience and 
‘wisdom ; and this is not always the kind of person 
elected by a profession to look after its interests. 
We may suppose that the Minister is anxious to have 
a council that will collaborate with him and his 
permanent staff in their endeavour to ensure that 
knowledge is applied to the best advantage. But, as 
everyone knows, the prevailing attitude of watchdogs 
is inimical to collaboration, and the council’s liberty 
to publish its advice whenever it liked might in fact 
prevent altogether the free and frank discussions 
that would be really profitable. As regards central- 
isation of all health services in a single department, 
there is again a choice between the mechanism that 
looks right and the mechanism that works. On paper 
of course the division of health functions between so 
many government departments appears grossly in- 
efficient, and we do not defend it as ideal; but it 
is arguable that’ medicine can exert more influence on 


government under the present system, in which half — 


a dozen ministries have medical branches, than it 
would if doctors were segregated in a single ministry as 
the BMA council recommend. In practice, too, the 
disadvantages of separation of interests at the centre 
can be largely overcome by good liaison. We doubt, 
therefore, whether the profession should insist on 
doctrinaire solutions of these complex administrative 
problems as a condition of participation in the neces- 
sary work of reorganising existing services. . Even 
the thesis that the Ministry of Health should concern 
itself only with health is not as’ self-evident as it 
sounds ; - housing is closely related to preventive 
medicine, while the functions the Ministry has 
inherited from. the old Local Government Board 
might usefully be retained by any: body integrating a 
medical service provided through local authorities. 

The BMA council, however, have devised a plan 
by which local authorities will not be responsible for 
the National Health Service—at any rate until the 
whole problem of local-government reform has been 
faced and settled. In place of the joint health 
authorities, consisting solely of representatives of the 
ratepayers, which the white-paper propgses, it would 
set up— 
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‘+ Regional Councils for national hospital and medical 
reas, not necessarily or usually conterminous -with 
ocal authority boundaries. These Councils should be 
-epresentative of local authorities, the medical profession 
ind other vocational interests, and voluntary hospitals, 
she representatives to be appointed by the groups or 
90dies. concerned. The function of these Regional 
Souncils should be to advise the Minister on the planning 


>f all hospital and health services in the region and on — 


the disposition of centrally provided moneys. This 
planning should culminate in a scheme or schemes 
approved by the Minister for execution within the area 
covered by the Council. 3 

“ Local authorities should continue, for the present, 
to own their institutions and to administer their health 
services, but should be required to conform to the 
general plan prepared by the Regional Council and 
approved by the Minister. Similarly, the voluntary 
hospitals would conform to the general plan, receiving 
their moneys either wholly from the Minister on the 
advice of the Regional Council, or partly from the 
Minister and partly from local authorities in accordance 
with the plan laid down by the Minister.”’ 


This scheme differs from the ‘health provinces ” 


scheme outlined in our columns a year ago in that, 


the regional council is an advisory or planning body, 
without executive powers; and this certainly does get 
over difficulties arising from the Government’s ruling 
that any executive body administering a public 
service must consist of elected representatives of 
the public—if only because otherwise no county or 
county-borough council would take its orders. On 
the other hand it seems to shift the responsibility for 
the NHS directly on to the Ministry of Health. No 
ingenuity can get round the fact that if the Govern- 
ment undertakes that the best available care shall be 


forthcoming, free of charge, for all who need it, . 


some body or somebody must be made responsible 
for seeing that it is provided. The white-paper says 
that this responsibility is hest borne locally—that 
the people of an area should manage their own health 
affairs—and this was the function -allotted to the 
joint’ health authority. Under the BMA plan the 
responsibility passes back to the Minister of Health, 
advised by the regional councils. 
responsibility in this way may appeal to the profes- 
sion because doctors may prefer the Ministry to 
the local authorities ; but we do not feel confident 
that it will be generally acceptable. Theorists will 
point out that results are best when planning and 
administration are done by one and the same body ; 
for the best planning is a continuous process stimu- 
lated by experience of administration. Local authori- 
ties, however they may regard the regional councils, 
are unlikely to relish the further proposal to: attach 
a medical advisory committee to every county and 
county-boroygh council. And the Minister of Health 
may shrink from undertaking, without executive 
intermediaries, the immense task of securing and 
imaintaining the efficiency of hospital and medical 
services throughout the country. 

Nor would the task be easier if the Government met 
the BMA’s wishes in regard to the Central Medical 
Board and health centrés. One of the major obstacles 
to the establishment of a good service is that there 

will not be enough doctors, and from the standpoint 


of the public one of the main virtues of the white- 


paper scheme is that it offers hope of gradually 
correcting the gross inequalities of distribution of 
practitioners which have arisen because it is easier to 
earn-a living among the well-to-do. As means to this 
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end the white-paper suggests that whenever a public 
practice in an over-doctored area falls vacant the 
Central Medical Board should be able to close it down, 
with compensation ; and it also proposes that young 
entrants to the Service who choose to work in a place ` 
where public doctors are scarce may for a few years 
be required to give their whole time to NHS work, 
temporarily waiving their right to accept private 
patients. The BMA council will have nothing of these 
reasonable provisions, which they describe as “‘ a form 
of civil direction. To secure the geographical dis- 
tribution of doctors in accordance with need they 
would rely on attracting practitioners to under- 
doctored areas by more favourable terms of service 
and remuneration—a system which the Minister has - 
recognised as possibly appropriate for certain types 
of area if practicable methods can be devised. Apart 
from better distribution, the shortage of doctors can — 
be mitigated by using them more economically, and we 
have already expressed the hope that, from the first, 
many practitioners will be attracted into groups, ` 
small or large, in which their time and energy will be 
saved by ample secretarial and other assistance. But 
the BMA council are not content with the Minister’s — 
assurance that experiments will be made “ in health 
centres of varied types and functions,” and urge that 
the establishment of health centres as a national 
policy should be preceded by 3-5 years of experiment 
—clinical, administrative and financial—under the 
ægis of the Central Health Services Council. Their 
hesitation about health centres arises largely from the 
white-paper’s argument that doctors in them must 
be paid by salary or some similar alternative: they 
stick to their principle—fortunately capable of elastic 
interpretation—that the remuneration of all practi- 
tioners should be related to work done or responsi- 
bility accepted. . | | 
This statement of policy will be considered at the 
annual representative meeting of the BMA on July 18, . 
and in the form finally approved will constifute the 
framework within which the association’s representa- 
tives will be authorised to negotiate with the Ministry. 
On the committee that will speak for the medical 
profession in the negotiations, the BMA will have 
16 of the 30 members, and it is important that these 
should not receive instructions which might have the 
effect of preventing, for any inadequate reason, their 
coöperation in the construction of the new service. 
We believe that a very good service can eventually 
be created by coöperation, and it is obvious that a 
bad one might be created without it. 


STILL LIFE 


In 1828 the optimum number of anatomy subjects 
per student was said to be three: two for dissection 
and one for operative surgery. Times have changed, 


and nowadays a student expects to dissect only one - 


complete subject .and to share that experience with 
a partner.’ Thus each subject is allotted to a group 
of students who according to modern standards 
should not exceed sixteen; but such is the lack of 
bodies that they average no less than twenty. Some 
of the factors which have produced this change were 
set out last week by Dr. NEVILLE GoopMAN in an 
Arris and Gale lecture, extracts from which appear on 
p. 671. While acting as HM Inspector of Anatomy, 
Dr. Goodman has developed a healthy interest in 
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corpses. He points out that rising wages and better 
conditions of life are putting that last salute to 
human dignity, a private funeral, within the reach 
of more people every year. 
is deep-rooted, as Brigadier JAMES’S experience in 
North Africa reminds us (p. 663); and some of the 
new measures contemplated by the Government may 
well reduce to vanishing-point the numbers of un- 
claimed bodies in public institutions. The cloud 
associated with ‘this silver lining hangs over the 
anatomy schools, which at present acquire some 97% 
of anatomy subjects through the local authorities, 


and only about 3% from voluntary contributors. . 


Dr. Goodman holds that in the future subjects must 
be largely derived from bequests (though, as he 
explains, a body cannot be bequeathed like ordinary 
property). He believes that if doctors realised the 
extent of the shortage, and that it is likely to become 
extreme, they would volunteer in considerable 
numbers; and, as he rightly says, in this duty the 
profession may justly be expected to lead the way. 
He tells us exactly how to do it. - 


Annotations 


SCOTLAND versus VD 


THE report on venereal diseases by the Medical 
Advisory Committee for Scotland was signed by Sir 
John Fraser on Dec. 21 and is now issued as a white- 
paper (Cmd. 6518. 6d.). The figures it gives are as inter- 
esting as the comments. Reported cases of primary 
syphilis jumped from a round 1000 in 1939 to four times 
that in 1942, whereas the increase of gonorrhea was 
almost negligible. But then syphilis is mostly treated at 
clinics, and seamen, presenting themselves at one port 
and then at another, count each time as new cases. The 
advent of sulphonamides has depleted attendances for 
gonorrhoea as more patients seek, and are able to find, 
treatment in private. No campaign against these 
diseases, will avail without the moral sanction and 
active codperation of the public; much is said in the 
report about educational effort and the overcoming 
of indifference and hostility. The stumbling-block has 
always been the lack of plain speaking, a feeling that 
these diseases are a punishment for sin, and an unwilling- 
ness to face the problem as one of public health. This 
obstacle, is, in the committee’s view, becoming less 
formidable. The public desire for information grows, 
and the reluctance of official quarters and the press to 
provide it wanes. The effect of propaganda is seen in 
the number of people asking to be examined who are 


found not to be infected and of old infections coming- 


back for an overhaul. The report offers suggestions as 
to how this awakening of conscience can be channelled 
into action, now and when the war is over. The first 
essential is wise publicity. Direct statements on in- 
-fectivity and the means of cure should be broadcast, 
with emphasis on the dangers of illicit intercourse. The 
risk of delay in treatment, the danger of self-medication, 
and the avoidance of infecting innocent relatives and 
dependants should be explained clearly. On the ques- 
tion of prophylaxis opinion before the committee was 
divided but leant towards using recognised methods of 
protection. The fear that phobias may be caused by 
disseminating knowledge is dismissed as baseless. 
On the medical side the report concentrates on better 
laboratory facilities, serological tests in pregnant women, 
a wider distribution and proper equipment of treatment 
centres. The committee is in favour of clinics forming 
part of a general hospital, and this must need be in the 
smaller cities ; but experience shows that many patients 
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prefer the special hospital, whe ihe for ied overhaul. 
or the course itself, or a check-up on treatment obtained 
This preference presupposes privacy, special 


elsewhere. 
training for clerical as well as medical staff, and expen 
advice when required from skin, heart and nerve specia- 
lists. The control of treatment centres in Seotland 
should, it is.felt, be in the hands of the Department of 
Health, if only for tracing contacts and defaulter. 
Regulation 33 B, although it has fallen far short of its 
ostensible purpose, has done much good in locating 


contacts. The medical officer’s chief problem is rather 
the intractable defaulter, against whom some form of 
legal sanction is required. The committee would pro- — 
mote legislation for the notification of every established 


case of venereal disease. This should be done in code 
to the MOH by the practitioner in charge of the case; 
only patients who persistently refuse treatment should 
be notified to the By ocurator Fiscal for further action. 
Notification should include ophthalmia neonatorum and 
congenital syphilis. The report embodies much thought; 

it is carefully balanced ; its premises are indisputable; 

and its suggestions, if carried out, would go a long way 
towards eradicating this curse from the community. 


TEST FOR SULPHONAMIDE SENSITIVITY 


THE danger of sensitisation arises whenever sulphon- 
amide therapy is continued beyond six days, and 
occasionally reactions appear immediately a second 
course is started although there were none in the first 
course. If treatment is discontinued in sensitised cases 
the patient may remain sensitive for long periods and 
may not be able to tolerate sulphonamides if he needs 
them later for some grave emergency. Lately Erskine,} 
Tate and Klorfajn,? Park °? and others have successfully 
desensitised patients by continuing with full or reduced 
dosage. It would therefore be of considerable value 


-if there was a simple test for revealing a latent sensi- 


tivity before sulphonamide therapy was started, and it 
would also be useful in the diagnosis of doubtful rashes. 
Skin-tests for this purpose. have so far been too unreliable 
for general use. Leftwich * has now evolved an intra- 
dermal test which he claims to be reliable, giving a posi- 
tive result in 28 out of 30 patients with definite sensi- 
tisation. The theory of the test is that the sulphonamide 
may combine with the plasma proteins of a patient 
under treatment and it is this combination which can 
act as a hapten and produce a specific sensitivity. 
Leftwich’s idea was to inject serum containing the 
sulphonamide-protein combination intradermally into 
patients under test, in the hope that it would produce 
an allergic skin reaction if they were hypersensitive 
to the sulphonamide. Preliminary trials with injections 
of sodium sulphathiazole or acetyl sulphathiazole in 
normal saline or incubated with normal human serum 
were negative. But serum from a patient who had ‘been 
receiving sulphathiazole for a week produced a typical 
weal in all of 4 sulphathiazole-sensitive patients. The 
test has now been applied more than 300 times. Blood 
is collected, with the obvious precautions against ine 
fection, from patients who have been having sulphon- 
amides for acute infections for more than five days; 
blood-levels anywhere between 2 and 25 mg. per 100 ml. 
are satisfactory, but the five-day minimum is essential, 
regardless of drug-level. To provide a control, blood 
should also be taken from the same patients either 
during convalescence or before they receive any sulphon- 
amide, when their blood-level is zero. The sera are 
separated by centrifugation, and, using tuberculin 
syringes and 26-gauge needles, 0:05 ml. of control and 
sulphonamide sera are injected intracutaneously into 
the flexor surface of the forearm, the tests being above 


1. Erskine, D. Brit. med. J. 1939, ii, 104. 
2. Tate, B. C. and Bonen: I. Lancet, 1944, i, 39. 

3. Park, R. G. Ibid, p. 401. 

4. Leftwich, W. B. Buil. Johns Honk. Hosp. 1944, 74, 26, . 
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the controls. The initial weals are 6-7 mm. in diameter, 
and in negative cases they increase only very ‘slightly 
(1—2. mm.) in the next 20 minutes, the surrounding 
erythema being: pale and not more than 20 mm. across. 
In the positive there iş a rapid enlargement of the 
sulphonamide weal up to 12-18 mm. in diameter, with 
intense surrounding erythema 30-40 mm. in diameter, the 
control weal behaving as in the negative patients. - The 
reaction is maximum at 15 minutes and fades within 14 
hours. A difference of at least 4 mm. in the maximum 
diameter of the control and sulphonamide weals is 
taken as the criterion for positivity. The skin-test 
‘was found to be reliable in nine-tenths of the hyper- 
sensitive patients tested and in 24 out of 26 non-sensitised 
patients, with 2 doubtfuls. It was highly specific, only 
3 out of 25 patients known to be sensitive to one 
sulphonamide giving a positive test with another. Nega- 
tive tests were obtained in a few patients who had 
developed hepatitis or hemolytic anemia , during 
sulphonamide treatment, which fits’ in with the view 


that these are direct toxic effects and not evidence of 
sensitivity. i 


DISEASE IMPORTED BY AIR ` 


Ir would now be possible for a person who has con- 
tracted an epidemic disease, such as smallpox or typhus, 
abroad to arrive here by air and reach his destination 
before the incubation period had expired and before any 
symptoms have appeared. The Ministry of Health has 
adopted measures to ensure as far as possible that such 
a case will be promptly recognised and brought quickly 
within the existing arrangements for combating the 
spread of dangerous infectious diseqse. In future ary- 
one arriving by air in this country will be given a card 
contaming a warning notice that if he falls ill during 
the next 21 days he should immediately consult a doctor 
and hand the doctor the card. The card reminds the 
doctor that the holder, being a recent arrival by air, 
may be suffering from some acute notifiable disease 
(possibly one not normally present in this country), and 
asks him, if such a disease is found or suspected, at once 
to notify the appropriate medical officer of health. 
Particulars entered on the card before it is handed to 
the arriving passenger enable machinery at once to be 
set in motion for, bringing contacts who were fellow 
_ passengers on the same aircraft under medical sur- 
veillance if the case notified is one of smallpox, typhus, 
plague or cholera. | 

; NE. QUID NIMIS 

_ Tae United States Dispensatory (Wood-Osol) is an 
‘achievement. The historical title-page gives a clue to- 
its origin in 1833 and its association for more than a 
century with the name of Wood as editor, and since 
1865 with the name of Lippincott as publisher. The 
edition before us! contains more words than the com- 
plete works of W. Shakespeare and’ has an index of 
30,000 entries which requires an explanatory introduction 
‘to itself. Part One deals, in 1236 pages, with drugs 
recognised by the US and British pharmacopeoias or 
the US national formulary, their history, . description, 
assay, constituents, adulterants, therapeutic uses, toxi- 
` cology, dosage, preparations and more, arranged under 
Latin titles; Part Two, in 348 pages, with unofficial 
drugs, arranged under English titles ; Part Three with 
tests, processes, reagents and solutions, along with 
tables which must have taken generations to compile. It 
‘is an unfailing mine of information about drugs for the 
dispenser and the prescriber, the producer and the 
consumer. But its very completeness militates against 
its use as a mirror of current practice. Although the the 
1, The Dispensatory of the United States of America, 23rd ed.’ 
Horatio C. Wood, Jr., MD,PHM, and Arthur Osol, PHG, ee 

PHD, assisted by Heber W. Youngken, PHM, PHD, 80 D, a 
Louis Gershenfeld, 88C, PHM, Dsc. Based on the USP 12th 


rev., the National Formulary 7th ed. and the BP 1932 
with Addenda. (Lippincott. Pp. 1881. £5 5s.) 
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preface opens with the admission that the seven years 
since the previous edition have seen more revolutionary . 


changes in the science of pharmacology and the art-of 
* therapeutics than any similar period in the history of 
medicine, all these innovations, which have kept the 
editorial staff so busy, make little outward show in the 
volume—a new page or two here and there, a rewritten 
paragraph, a batch of new references. And even the 
most up-to-date passages are sometimes already out- 
dated (‘‘The use of tannic acid as a local dressing 

. has become the standard treatment for All serious 
burns.” p. 53). This is as it should be. Therapeutic 
fashions come and go. .The calls of medicine on its 
raw materials vary from year to year, from war to peace, 
from ignorance to knowledge. But chemical lore is a 
world of its own, made up of comparatively stable things 


such as atomic weights and nuclear scaffolds, and even © 


the herbs in the old formularies have a way of popping 
up again if they have stayed on the record. So if 
we do not find Wood & Osol as handy on the desk as 
Martindale, some of us would. like it on the shelf and all 


of us would expect to find the latest edition in the 


library. 
THE SOLDIER’S SKIN 


Success in war must ultimately depend on conserva- 


tion of manpower, for even in a mechanised army it is 
the man behind the machine who counts. MacKenna ! 
draws attention to one source of potential loss—skin 
diseases——and recalls that at one time in the Western 
Desert the incidence of lesions reported as ‘‘ desert 
sores ’? was l in 4-5 men. 
contributed generously to the sickness-rate, but Mac- 
Kenna reminds us that the soldier’s dermatological 
ailments arise more from his environment than his 
occupation, and this is reflected in the differences in the 
incidence of various diseases in the’two wars; it will 
astound the dermatologist ofthe last war, for instance, 


to find no mention of pediculosis in MacKenna’s notes, 


and such troubles as sunlight sensitivity following 
sulphonamide treatment will be new to him. There is 


a tendency, says MacKenna, to believe that, because © 


of the selection of personnel, military dermatology is 
concerned with only the more elementary diseases, but 
their apparent simplicity may be but a delusion of the 
inexperienced. He warns the doctor new to the Service 


_ against keeping men in hospital merely because they have 
the policy is to give men - — 


some interesting condition ; 
the most skilful treatment available and discharge them 
as soon as they are fit to go. Among the special hazards 
to which the soldier is exposed MacKenna mentions 
respirator dermatitis, with its tendency to produce 
cedema under the chin, and rashes due to sensitisation 
to woollen clothing, often accompanying other lesions 
and precipitated by friction. Apart from sulphonamides, 
eruptions due to sunlight were of course prevalent in 
desert warfare, particularly affecting the red haired and 
freckled fair-skinned men who do not acclimatise well. 
He reserves the term ‘desert sore ” for a non-diph- 
theritic impetiginous lesion, most prevalent in hot 
weather and affecting the exposed areas of the limbs. 
Cutaneous diphtheria is a hazard to be reckoned with’ 
where large old buildings such as gymnasia are taken 
over: as wards, and this infection is a menace to the 


_ patient’s companions as well as carrying the risk of . 
In ` 


diphtheritic paralysis in some 18-27% of cases. 
1917 Martin ? identified virulent diphtheria bacilli in a 
sore developing on an Anzac soldier in the Suez Canal 
area; in the same year MacCormac® noted a diph- 
theroid organism in 5 out of 19 cases of infected seborrhea . 
and commented on the outbreaks of diphtheria in the 
skin wards of a base hospital in France where such 
patients were under treatment. In this war skin 
MacKenna, R. M. B. Brit. J. perm, 1944, 56, 1. 


z Martin, C. Brit. med. J. 1917, 7. 
3. MacCormac, H. Brit. J. Derm. 1017, 29, 141, 
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diphtheria has become important enough ‘to call for a 
special memorandum and to be differentiated into four 
faryms—an acute eczematous and an acute bullous type, 


one resembling cellulitis and a chronic type simulating ` 


infective eczema around the nostrils, auditory meatus 
and mouth. Psoriasis, seborrheic dermatitis and eczema 
have done badly under desert conditions, whereas the 
milder forms of ichthyosis tolerated heat better than was 
expected. ‘‘The dermatitis of green fields ” produces an 
eruption that has sometimes been mistaken for mustard-gas 
burns. Seabies was rife in Malta in the period when soap, 
fuel and water were all scarce and shelter life added to 
the difficulties of control. MacKenna urges the need for 
a full investigation into modes of dissemination and 
methods of controlling tinea cruris and tinea -pedis, 
and looks forward to the development of an efficient 
- technique for producing immunity to them, perhaps 
through intensified research on trichophytin. He ends 
with advice to the dermatologist to cultivate his faculty 
of prognosis łf he wants to be of maximum service to 
the Army. 


WARTIME DIETS FOR PEPTIC ULCER 


It seems strange that the Ministry of Food has taken 
four years to recognise the difficulties of devising diets 
for peptic-ulcer patients under war conditions, but the 
leaflet they have now issued to all hospitals and practi- 
tioners was worth waiting for. It does not deal with 
the acute stages of the ulcer, when dieting from the 
patient’s point of view is simple enough, but with the 
later periods when he will often be faring for himself. 
The specimen menus, with their accompanying recipes, 
should help enormously in attaining safe variety. The 
introductory pages are written in non-medical language, 
and the whole leaflet will be understood by the average 
patient. It is not to be distributed direct to the general 
public, but there is no reason why the patient should 
not be handed a copy + by his doctor with any emenda- 
- tions necessary for his individual case and the changing 
rations. ` 


TREATMENT OF CARCINOMA OF THE LUNG 


THE present rate of operability in cases of bronchial 
carcinoma is regrettably low. Brock’s figures of 8-10% 
in his series ?, are approximately representative of the 
experience of most thoracic surgeons who see a wide 
range of this disease. As years go by and the import- 
` ance of early diagnosis is recognised, the proportion 
suitable for surgical treatment will no doubt increase, 
but there will remain a large number of, patients for 
whom there is no form of radical therapy, even though 
some of these may be considered fit for thoracotomy. 
As with many forms of malignant disease great hopes 
have been centred on the possibilities of radiotherapy, 
though the impression gained by most surgeons is that 
little if any benefit is derived from this form of treatment 
in carcinoma of the lung. Dobbie? has analysed the 
results obtained at the Christie Hospital and Holt 
Radium Institute in Manchester in 170 cases. In many 
of these treatment was clearly only palliative, and, since 
, lung cancer can be a slow-growing tumour, it is difficult 
to tell whether the radiation prolonged life. In cases 
which were regarded as suitable for radical treatment 
and which are presumably comparable with those 
_which would be selected by the surgeon for operation, 
a survival-rate of 11 out of 59 is recorded after periods 
ranging from 9 months to 6 years. Some of these 
survivors have not yet stood the test of time beyond 
the anticipated natural history of the disease, and there 
- has been definite recurrence in 2 cases. Difficulties in 
radiotherapy are largely determined by the uncertainty 


1. Coples can be obtained from the secretary, Public Relations 
ivision, Ministry of Health, Whitehalı, S.W.1. 
C. Brit. med. J. 1943, ii, 257; Brit. J. Radiol. 1944, 


2. Brock, 
17, 101. . 
3. Dobbie, J. L. Ibid, p. 107. 
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of the intrathoracic depth dose. Multiple points ‘of 
entry are used, and whereas damage to normal lung 
should be avoided, a vicious form of fibrosis producing 
dyspnoea is occasionally seen. Roberts,! in a survey 
of the position of radiotherapy, -holds that relief of 
symptoms and prolongation of lfe are possible achieve- 
ments, though radical cure can be obtained in only a 
limited number of patients. His criticism of surgical 
figures is rigorous, but the results of radiotherapy he 
quotes are not extensive enough to be impressive. Ad- 


mittedly future developments may-alter the situation. 


The case for X-ray therapy and intrabronchial radon 
must remain “not proven.” Surgery in the form of 
pneumonectomy, though only a few years out of the 
experimental stage, has already produced figures which 
though small support its-claim to recognition as a 
probable cure in this distressing form of malignancy. 


~ GRYSTALLOIDS FOR BURNS 


It has long been known that, though intravenous 
injection of normal saline does not increase the blood- 
volume, the same solution taken by mouth will raise it. 
The reason is not certainly known, but it may well be 
that the salt solution in traversing the liver (via the 
portal vein) in some concentration stimulates this organ 
to release some of its protein, so'that what is virtually 
fresh plasma enters the peripheral circulation—a resuJt 
not obtained by injecting saline direct into the 
peripheral circulation. In a careful study of cases of 
third-degree burns Fox concludes that a deficiency of 
sodium, both absolute and relative to the sodium- 
potassium balance, ig the chief factor to be counteracted. 
He gives large volumes (7-10 litres in 24 hours) of 
isotonic M/6 sodium lactate by mouth. According to 
one of his charts the hematocrit reading rises in the 
first 24 hours of this treatment and then falls to normal 
in the next twelve hours. It is important to note that, 
although the plasma-protein percentage also shows a 
steady fall, the gradient of this fall is not as steep as 
that of the hematocrit reading, clearly demonstrating 
that protein was entering the circulation during this 
time. Unfortunately for the experiment, the patients 
were also treated with a high-protein diet or with 50- 
100 g. of amino-acids daily ; so the increase of cir- 


culating protein—which undoubtedly occurs after oral - 


saline—cannot certainly be attributed to the oral 


_ sodium lactate. To meet an initial aggravation of shock, 


as shown by the rising hematocrit, emergency treat- 
ment will probably continue to be the administration of 
intravenous plasma or serum; but the claims of oral 
crystalloids in addition can clearly be no longer ignored. 
Further work is required to supplement the findings 
of this valuable paper. i 


Prof. R. M. F.'Picken, director of the Institute of 
Preventive Medicine in the Welsh. National School of 
Medicine, will succeed Dr. R. H. H. Jolly as president 
of the Society of Medical Officers of Health in October. 


A Medical: Research Council unit for research in applied 
psychology has been set up in the psychological labor- 
atory of the University of Cambridge, and Mr. K. J. W. 
Craik has been appointed to the council’s staff as director 
of the unit. Members of the unit will undertake work 


` elsewhere than at Cambridge, including investigations 


for the council’s Industrial Health Research Board. 


News has been received through the Red Cross of the 
death at Château de Miramont, in the Hautes Pyrénées, 
of Dr. Francois CALOT who made Berck-Plage as 
familiar to British pediatrists as Broadstairs or 
Clacton. His Orthopédie indispensable passed through 
He 
was 83 years old. 


4. Roberts, F. J. Ibid, p. 105. 
5. Fox, C. L. J. Amer. med. Ass. 1944, 124, 207. 
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Reconstruction 


THE MINISTER ELUCIDATES 


THE Government’s intentions are made clearer by the | 


Minister of Health’s answers to 44 questions arising out 
` of the white-paper.1 Many of these .concern the pro- 
-posed Central Medical Board, on which, it is stated, 
doctors actively engaged in medical practice will form a 
majority. It was believed, the Minister says, that many 


general practitioners joining a National Health Service - 
would prefer to make their contract with a body that — 


was predominantly professional, rather than directly 
with a Government department or with a local-govern- 
ment organisation. But ‘if this is not so, there are 
other possible alternatives which could be considered.” 
As it is proposed that consultant services should be 
based on the hospitals—voluntary or municipal—the 


Minister thinks it advisable for consultants to engage. 


themselves to the hospitals rather than to the Board ; 
but the whole structure of consultant services has yet 
to be discussed with the profession’s representatives. 
The structure and functions of the local committees of 
the Board are among the many other subjects on which 
the profession’s views are wanted, but “the intention 
of the white-paper was that they should perform on the 
spot the kind of duties at present performed by the 
insurance committees and thus avoid over-burdening 
the central organisation . . 
to the general practitioners which 
. can’ be locally discharged.” ) 

Certain answers cover the relations between public and 
private practice under the white-paper scheme: Every 
member of the community will be able to claim the help of 


experience has shown 


a general practitioner, and of consultants when necessary, ` 


without charge. Alternatively every member of the 
~ community will be free to ignore this benefit and secure 
alt his medical care privately by paying for it. What 
has been less obvious is the position of a patient who 


wants to consult a doctor ‘privately for some purposes - 


but wants to use the free ‘Service for others. . Evidently 
the widest possible latitude is contemplated. No-one, 
we presume, will be allowed:to pay fees to the particular 
general practitioner who has accepted him as a “ public 
patient” ; but the Minister would let him become the 
patient of any other doctor on the register without 
impairing his rights and privileges in the National Health 
Service. 
chooses to. remain outside the scheme would be able to 
make use of the public hospitals and whatever domi- 
ciliary consultant services are made publicly available 
through them. Similarly the public patient of a general 
practitioner ‘“‘ would be free, if he wished, to obtain 
through that practitioner any -specialist consultation 
privately and otherwise than through the public hospital 
and. consultant services; and also, if he so wished, to 
arrange privately for hospital accommodation and 
treatment outside. the public service.” 


Thus the paying patient of a -doctor who 


entitled to the attendance of her family doctor, or of ` 
any other doctor. : Here again are subjects for considera-. 
tion with the préfession. — ececa i te hee i 
The success of the Service will turn largely on the 
qualities of the full-time ‘medical advisers of the new 
joint authorities. Recruitment’ to such posts, the 
Minister holds, should ‘‘ not be.restricted to any par- 
ticular group or class of doctor, but should be open to the 
most suitable person in each case, whatever the source 
from which he or she is recruited. Experience ‘in 
medical administration, hospital organisation, or public 
health will obviously be relevant qualifications, and 
there is scope for further development in training and . 
postgraduate education in these- fields.” The anxious | 
MOH is assured that a National Health Service ‘will . 
clearly increase, rather than restrict ” his field of interest — 

and activity ; while the anxious general practitioner is 
told that, whether in separate practice or in a health — 
centre, he ‘‘ will not be under the direction or supervision — 
of the medical officers of a local authority in the clinical. 
pursuit of his professional work,” The declared in- 


-tention is to make experiments in health centres of 


varied types and functions in varied kinds ,of areas, and 
to do this with the guidance of thp medical profession 
——through both the central and the local health services 
councils. And doctors in the NHS will in general retain 


_ their right as citizens to enter Parliament or serve on 


. with functions in relation - 


Free choice of — 
consultant by general practitioner will be maintained 


as far as possible within the area plan which “will. 


determine generally the hospitals or groups of hospitals 
and the specialists ‘to which particular. classes of case 
should be referred,” and it is also hoped that general 
practitioners will be in close pérsonal relationship with 
the specialists to whom they refer their patients. 

In referring to the arrangements under which con- 
sultants will undertake any necessary visiting of patients 
in their homes, the Minister does not discuss the awkward 
problem of abuse of free consultant services by practi- 
tioners who do not enjoy responsihility or cannot resist 

>the importunate. Nor does he yet commit himself on 
the question whether every woman in childbirth will be 


1. The questions addressed by the Representative Committee to the | 


-Minister, and his replies, are reproduced in full in the British 
Medical Journal of May 13, p. 648. l i 


s 


local authorities. ~- 5 | 
One significant question by the Representative Com- - 
mittee demands mention. The Minister was asked for 


an assurance that the inclusion of 100% of the com- 


munity in a National Health Service is contingent on- 
the inclusion of 100% in the national social security plan 
as a whole. ‘To which he replied that the proposals for 
the NHS were formulated on the assumption that there 
would also be proposals for social insurance covering the 


. whole community : and “if for any reason this assump- 


tion were not realised, the National Health Service 
proposals would be reconsidered in this respect.” — 


Saca] Articles 


SUPPLY OF BODIES FOR DISSECTION! 
DR. NEVILLE GOODMAN’S LECTURE - 


. MACAULAY, speaking in support of the Anatomy Bill. 
in 1831, said: ; 


“If the education of a surgeon should become very 
expensive, if the fees of surgeons should rise, if the supply 
of surgeons should diminish, the sufferers would be, not 
the rich but the poor in our country villages, who would 

‘again be left to mountebanks, and barbers, and old 
women; to charms and quack medicines. ... I think 
this a bill which tends to the good of the people, and 
which tends especially to the good of the poor.” 


The bill became law in 1832. It provides that the 


‘ object. © . 


RISE AND DECLINE 


The act was immediately: and completely successful 
in bringing body-snatching to an end, and in the first 
year after it was passed 600 subjects were supplied to the 
London schools as compared with about 300 previously. 
The functions of the Home Office under the act were 
transferred in 1919 to the Ministry of Health. 

Reasonably correct figures are fortunately available 
to show the variations in supply in relation to the 
number of medica] students from 1832 to the present time. 


ig ee aN SEE an RAE ES TICE IR lS SN, PR RENCE 
1. Summary of part of an Arris and Gale lecture, delivered before 


f 
the Royal College of Surgeons of England on May 8, 1944. 
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- The maximum number of students is generally con- 
sidered to be 16 per, body—allotting 2 for each limb, 4 
for the head and neck and 4 for the thorax and abdomen. 
This level was approximately maintained. until 1920, 
since when more than 2 students per part have had to 
dissect in many schools. For the academic year 1941—42 
there were 12,582 students (including dental students 
but excluding operative surgery classes) and the number 
of subjects supplied (excluding those for operative 
surgery and examinations)’ was 608, making an average 
for the country of 20 students per subject or 3-3 students 
per part instead of 2. : : l 
Long-term causes of the diminution in supply include 
the improvement in the social and financial position of 
the poorest classes. Rise in real wages, social legislation 


. and philanthropic efforts have all played their part, and . 


. there is little reason to expect that this process will not 
‘continue—indeed, certain aspects of social legislation 
already adopted in principle by the Government may 
be expected to have most infportant effects on supplies. 
-The war has accelerated this tendency in that the absence 
of unemployment and.the high wages of the working 
classes have led to. the almost complete disappearance 
of the “ casual ” class. The same factors have reduced 
the number of persons whose relatives have not thought 
it worth while to claim their bodies, since even elderly 
and infirm people dying in institutions may, under 
present conditions, have left some estate. Minor factors 
peculiar to war-time are delay in tracing relatives, 
difficulties in transport and shortages of staff. 

Temporary difficulties may follow lowering of expected 
mortality as a result of mild winters and the absence of 
‘epidemics. Efforts to lower:the death-rate have the 
paradoxical effect of increasing the difficulties of one 
part of the work of the Ministry of Health and of under-. 
mining to ‘some degree the foundations of medical 
education. | 

WHOSE BODY? 


In 1941-42, 97% of the supplies for the whole country 
came from unclaimed bodies in institutions and 3% were 
derived from ‘‘ bequests.” l 

Bequests are few but increasing. Most inquirers 
hope to obtáin some financial reward for their bodies, 
and when they find that this is impossible lose interest. 
But increasing numbers of medical men and others 
express a wish to leave their bodies for anatomical 
dissection. Thus, in 1943, some 30 applications were 
made for the necessary forms, and actual bequests were 
received to the number of 20 for London, 13 for the 
provinces and 5 for Scotland. 

Since there is no property in a body, it is not actually 
possible to ‘‘ bequeath,” in the legal sense, one’s own 
body for anatomical dissection. Anyone who wishes 
his body to be used for this purpose should understand 


that the legal right to dispose of his body after death, 


rests with the person—the next of kin or executor— 
in whose custody it will be at that time, and that it can 
be used for anatomical examination only in the absence 
of an objection from any near relative. 

The professor of anatomy who receives the body is 
responsible for its preservation until it is ready for burial. 
This is conducted by a clergyman of the faith which the 
deceased professed during life, and the burial certificate 
with full information is sent to the inspector of anatomy 
who transmits the particulars to the person who origin- 
ally authorised the removal of the body for this purpose. 

, A funeral service may be held before the removal of: the 
body, or, of course, a memorial service in the absence of 
- the body. 

All expenses connected with the removal and a simple 


funeral are borne by the medical schools. Bodies may ` 


be left to a particular medical school, but it is more 
desirable that testators should allow their bodies to be 
sent to the medical school which is most convenient 
at the time of death. : 


Persons intending to bequeath their bodies for anatomical 
dissection, then, should ascertain as far as possible that no 
objection will be raised by the nearest relatives; place with 
their papers a written statement of their intention; and 
apply for the necessary forms and instructions to H.M. 
Inspector of Anatomy, Anatomy Office, Ministry of Health, 
Whitehall, London, S.W.1 (for England and Wales), or the 
Anatomy Office, St. Andrew’s House, Edinburgh (for Scotland). 


The forms required are: (1) a medical certificate of the 
cause of death; (2) in the London area, a notice to the 
inspector of anatomy to remove the body, to be signed by 
the next of kin or executor ; in the provinces and in Scotland, 
@ similar form with, in addition, a form to be sent to the 
‘professor of the medical school concerned. Should the forms 
not have been obtained during life, or be inappropriate, or 
have been mislaid,*they can, of course, be obtained by the 
next of kin or execytor. 


No doubt some time must elapse before the number of 
subjects derived from bequests make up for the gradual 


and progressive diminution in unclaimed bodies. 


In other countries there are no striking departures 
from the principle of ‘obtaining the main supply of 
subjects for anatomical dissection from unclaimed bodies 
dying in public institutions, but everywhere abroad 
where acts are in force unclaimed. bodies must be handed 
over if wanted by the anatomy schools, whereas here 
the act is permissive only on local authorities. But 
compulsory notification of unclaimed bodies would. not 
‘solve our problem if. unclaimed bodies are likely to 
become fewer. ` 

If more were known by our profession and by 
public of the need for, and the conditions of, this method 
of disposal I am convinced that the proportion. of 
bequest subjects would rapidly rise. I suggest that 
students should not become qualified without learning 
whence come the bodies which they have dissected during 
their courses on anatomy and operative surgery. 
Teachers of anatomy should spend a few minutes giving 
to each of their classes a short talk on this subject, for 


~ this is a matter in which the public have a right to 


expect the medical profession to take the lead. . 
\ Wise action can be based only on free discussion and 


informed opinion, and as the Prime Minister has reminded ` 


us, ‘‘ The longer you can look back, the further you can 
look forward.”’ 


RECOVERY IN AFRICANS 


THE remarkable recuperative powers of the African 
in grave injury are well illustrated in two cases lately 
published by H. D. Cronyn (E. Afr. med. J. 1943, 20, 


, 412). 


(1) A male African child aged about 12 was admitted to 
hospital on June 22, 1943, having travelled 60 miles in a 
lorry. Twelve hours previously he had fallen while running 
with an axe in his hand, and was wounded in the chest. 
. Examination showed a penetrating wound in the right 
anterior axillary line 2} in. long through which had prolapsed 
the whole of the upper lobe of the lung. After treatment for 
shock the lobe was cleansed with saline and replaced. The 
surgical toilet of the chest wall was then carried out and the 
‘wound closed without drainage. As soon as the boy had 
come round from the anesthetic sulphapyridine treatment 
was started. The wound healed by first intention and the 
child was discharged from hospital without complications 
21 days after the operation. : 

(2) A woman about 30 was admitted to hospital on Aug. 21, 
1943. She had been stabbed in several places by her husband 
8 hours before. When examined on the operating table 
a wound was found below the umbilicus into a seven months’ 
pregnancy. The umbilical cord was extruding from the 
wound, In addition there were two penetrating wounds 
into the left pleural cavity and about a dozen incised wounds 
of the limbs. Mr. Cronyn deeided that the condition was so 
grave that the patient would not stand hysterectomy. He 
therefore performed a classical cesarean section, and sutured 
the uterus. The unborn infant had been killed by being 
stabbed in the brain. The other wounds received appro- 
priate toilet and were closed by suture. The operation was 
done under morphine and open ether with a continuous 
saline intravenous drip. Sulphapyridine was given for 7 
days. Convalescence-was uneventful except for a brief 


' period when there were symptoms suggesting pulmonary 


embolism. 


Roche Produtts Ltd. have introduced ‘ Benerva’ 
ampoules containing 100 mg. of vitamin B, for use where 
large dosage is required. 
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. In England Now 


A Running Commentary by Peripatetic Correspondents 


_ THouvGEH I am still on the right side of forty, I confess 
that I often dwell on the pleasures of idleness. Were it 
not for the consideration of bread and butter (or at any 
rate, the jam on it) I would gladly retire from profes- 
sional medicine tomorrow. I say ‘“ professional,” 
because I should not like to give the impression that I 
would then cease to take any interest in medicine. The 
' joy of retiral is that one is justified in feeling no obligation 
to take an active part in the job. It is conceivable, 
nevertheless, that the dilettante may have a fuller day 
than the man who is working under the terms of a 
contract. I suppose this attitude springs from a 


And that is just another way of saying that I want to 
_please myself. Naturally I have had many exacerba- 
tions of the desire to play truant from medicine since I 
joined the Army. At one time I had an OC who couldn’t 
sit still. He had an obsession for Doing Something. In 
battle periods he burgeoned like a fat snake in the sun : 


everybody was busy. When the unit closed down for - 


a few weeks he became increasingly fidgety. While I 
-. was preparing for a spell of happy idleness, dipping inte 

The Centuries Poetry, or Stephen Graham’s A Tramp’s 
Anthology,” or debating luxuriously with myself whether 
it should be King John or Henry IV, a messenger would 
arrive from the Colonel whose compliments were coupled 
with the request that I would step round to the Company 
Office. There was really little need for me to go, so 
‘well I knew the course of the conversation: ‘‘... the 
men must be getting bored, having nothing to do... 
something must be arranged ... we would start tomorrow 
with a route march in battle-order ... the unit would be 
divided into sections for PT, but the details of this and 
other parts of the training programme would appear 
in Part I Orders ...’’ My inevitable ‘‘ Yes, Sir,’’ closed 
the proceedings. Experience always showed that the 
Colonel was right. The men were more alert and in 
better spirits when there was a training programme of 
some kind,—however skeletal it might be. I was aware 
too that I shared these benefits. The trouble is that 
most Other Ranks and not a few officers are utterly 
lost if they are thrown on their own resources. From 
their school days they have adhered to a time-table 
to get through their work, but nobody has thought. it. 
worth while to help them plan their leisure hours. I am 
told that it is different now, and that the schools (even 
the day schools) are paying moré and more attention 
to this aspect of education. About 1936 I read a little 
book by Missen called The Employment of Leisure, and 
I was astonished at the scope of the subject. We do 
not lack the organisations for encouraging youngsters 
to use their leisure profitably, but as often happens 
among adults as well as children, there is difficulty in 
getting a lead, T š | 

More pictures: the thing is becoming an obsession. 
Since the Royal Society of Painters in Water-Colours 
do not offer quantity I was able to go all round twice. 
No less than four times I hove to, chuckling, and 
Dorothy Coke was always to blame. - She has a humorous 
mind, a taste in green, and a marmalade cat the spit 
and image of mine, which has a trick of sliding into her 
pictures. He had only got into The Card Players this 
time, and it was delightful to see him rearing up for a 
surreptitious scratch from one of the preoccupied old 


gentlemen. -Her best, I thought, was Sunset, with a- 


funny-looking ploughboy lying under some funny- 
looking. corn-stooks beside a funny-looking dog; the 
trees at the back, though, were swift and threatening. 
It seemed about right to me. Keith Henderson’s 
Machine Gun Post RAF, cogent and precise, was cleverly 
contrasted with Gerald E. Moira’s Reflections, just 
below it, a complicated study of the colours in willows, 
punts and water. Then it seemed to my .untutored 
_eye that Mildred E. Eldridge was doing something 


rather uncommon with white and greenish-white in. 


‘Wool for Carding and Slate Fence. 
cottage is solid and familiar, but the pale Welsh women 
with their piles of wool are as remote and impersonal 
as the shee ; 'and the sheep creeping behind the slate 


\ 


_all attempts to replace it by dull measurement. 
as- - 
sionate, if well repressed, desire for intellectual freedom. 


The grey stone 


fence come from a ghost flock. I liked them very 
much. You would never be able'to tell how Froggatt 


` Edge looks from John Wheatley’s Windy Weather 


there ; but on the other hand -you know exactly what 
it feels like. Rather a Chinese sort of picture I thought 
that was. What else? Some exciting bits of Iceland 
by Thomas Hennell; green, pink and yellow happily 
placed in, Erlund Hudson’s Girl Reading; and the 
obstinate faces of the young people painted by B. 
Fleetwood-Walker—that blank and sulky look with 
which they defy the curiosity of their elders. Thank 
you—a charming afternoon. i 
: + k * 
The science of oö-onchometry still flourishes Cepe 3 
oot- 
balls, grape-fruit, oranges, plums and walnuts may wax 
and wane, but the student, God bless him, will go on 
saying ‘“‘ as big as a hen’s egg ” till the word egg means 
nothing but a bland yellow powder. Years ago I col- 
lected the gastronomic terms in current medical use— 
there were over seventy on the list—and I have drafted 
a menu which will put even a post-mortem» room 
attendant off his food. | 
For soup we have a choice of thick or clear, to wit, 
pea soup or consommé de riz. Fish is poorly repre- 
sented with salmon patches and salmon sputum, and 
as this is likely to be black-market we pass on to the 
entrée. The plat du jour is undoubtedly the chef’s 
own favourite, farcin de boeuf. This, with a garnish of. 
tomato tumours (mycosis fungoides), a slice of bacon 
spleen, a sausage-shaped tumour or two and an appetis- 
ing macedoine of cauliflower ears, brilliant and malachite 


- greens and potato tumours, is a mixed grill to remember. | 


Next we have a choice of raw beef tongue, chicken-fat 
clot, goose-flesh with red currant jelly clot, or a raw 
ham rash—all rather rich perhaps but undoubtedly 
nourishing. Of entremets we have a great variety to 
tempt the gourmet. If he favours the Victorian style 
of dinner we have the plum-pudding brain, boiled sago 
sputum or a sago spleen. More elaborate and luscious 
sweets can be furnished with the aid of chocolate cysts, 
apple-jelly nodules, strawberry tongues and mulberry 
stones. Or shall our chef create. a masterpiece with 
zuckergussmilz, prune-juice phlegm and arton’s 
jelly ? For dessert we have grape sarcomas, unripe pear 
cancers (best stewed, perhaps), ‘melon-seed bodies, 
cherry-red spots and walnut brains. On the -table is 
the pepper and salt macula of the juvenile type of 
cerebromacular degeneration, and, on the side-table, the © 
gravy dish furrows in the tongues of Mongols. The 
wine-list is admittedly poor for I can only find gin 
bellies, beer hearts, and port-wine urine. Leather- - 
bottle stomachs and inverted champagne-bottle thighs 
are difficult to place but they might fit into the ‘“ off 
licence.” If he wishes for an orchestra it must needs 
be primitive in character for it can but boast of the 
trombone tongue, with ear-drums and bones as an 
accompaniment. | 

If this is too ambitious a banquet we can cross the 
road to the snack bar. Here we have poached egg 
abdomens, ether sandwiches, omental cakes, hot-cross 
bun heads with butter stools, and a bread and butter 
pericardium with’ honey-comb abscesses. To drink, 


. café au lait complexions, ‘‘ large white ’’ milk legs and 


ginger-beer fluids. The Swiss cheese brain is new in 
today and if you want a savoury snack we have anchovy 
pus and crumbled mushroom tongues ready in a few 
minutes. May I recommend a milk chocolate spleen 
for your journey with a piece of Hodgkin’s delicious 
hardbake? =. i 


MEDICAL NOBEL Instrrore' IN SwEDEN.——The Royal 
Caroline Institute, which is in charge of the medical 
Nobel Fund, has decided to bufld a Nobel Institute for 
research in the three theoretical disciplines anatomy, 
biochemistry and physiology at the new medical centre at 
Norrbacka. The new institute will incorporate the bio- 
chemical Nobel institute founded in 1937 which is directed 
by Prof. Hugo Theorell, and a neurophysiological research. 
laboratory privately endowed in 1940 for Prof. Ragnar Granit 
who will also be in charge of the new foundation, while the 
anatomical department will be associated with a new chair in 
cell research to be created for Dr. Torbjérn Caspersson. 


? 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


THE week opened with an announcement by the 
Prime Minister of the appointment of a Royal Com- 
mission on equal pay for equal work as between men 
and women. But the commission has not yet been 
constituted and Mr. Churchill, asked to indicate the 
name of. the chairman or any of its members, replied 
‘ Certainly not.” 

The week ended with the third reading of the Educa- 
tion Bill, which now goes to the House of Lords and iş 
expected to receive the Royal Assent shortly. When 
the bill is passed the President of the Board of Education, 
as he now is, will become the minister and as there is no 
board it is perhaps as well to make the change. 
= A curious little storm blew up on the question of the 
reprints of members’ speeches. It has been usual for 
members to obtain reprints for distribution to their 
constituents. But it was news to most members that a 
demand had recently been put in for 10,000 copies of a 
speech. If it is to go to a constituency which may have 
100,000 voters this is not enormous but usually the 
Press gives some reports. But the paper shortage 
` has led to a cutting down of Parliamentary .news and 
as a compensation Hansard has doubled its circulation. 
The demand for 10,000 copies was justified on the 
ground that it was for an expression of minority opinion 
which the: Press in general were said not to favour. 
The Speaker thought, however, that such big demands 
raised.a new issue and the Financial Secretary to the 
Treasury was asked to make a statement about it and 
the matter is to be reviewed. But members can still 
get 1000 copies, perhaps more, and 1000 will go a long 
way. ; 

The usual business of the House continues next week 
and includes a proposal by the Minister of Agriculture 
to take over duties for the securing of pure milk supplies 
from loca] authorities. This is being opposed by 
agricultural interests and the debate may be lively. 
It is said again that we are to have the Beveridge report 
shortly and it is high time it appeared. The medical 
arrangements under the new Education Bill have not 
been made as precise as they will have to be eventually. 
But Mr. Butler assured Dr. Haden Guest that under 
clause 74 of the bill the minister had power to give 
directions to Iccal authorities as to the discharge of 
their functions. And it was intended that the minister 
should control the development of the school medical 
service so that it was not inconsistent with plans for 
the national health service. The school medical service 
in fact must fit in. ` 


FROM THE PRESS GALLERY 
One-man Medical Boards 


WHEN the Police and Firemen (War Service) Bill was 
being considered in committee Mr. J. J. TINKER suggested 
that medical examination for pension or gratuity claims 
should be made by a board of not less than three doctors. 
When a decision was given against a claimant by one 
doctor the man was apt to feel he had not had a fair deal. 
This had been the experience in workmen’s compensation 
cases. Mr. Tom Brown thought one of the three doctors 
on the board should be the man’s own doctor. 

Mr. Q. PEAKE, replying for the Home Office, said an. 
amendment of this sort could not be limited to the police 
or the fire services. The Home Secretary had appointed 
specialist medical referees for dealing with every class of 
specialised industrial disease, and so forth. -The referee 
under the Police and Firemen’s Pensions Acts was 
appointed ad hoc and the man’s own doctor was present 
at the examination if he desired. These claims more- 
over did not as a rule raise the difficult technical issues of 
industrial disease. The existing system had worked well 
since 1921. The opinion of three doctors might be rather 
better than that of one, but at the moment the medical 
profession: was working under great pressure. But the 
point had been borne in mind in drawing up the scheme 
of workmen’s compensation to be described in a forth- 
coming white-paper. 
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Calling up of Drug Women 


The withdrawal of women born in 1923 from employ- 
ment in pharmacies was raised by Mr. R. H. TURTON. 
In 1942 the Central Pharmaceutical War Committee had 
come to an agreement with the Minister of Labour that 
none of these drug women should be withdrawn except 
after consultation with the district committee. Till the 
beginning of this year the agreement worked well. Sud- 
denly however notices were sent round intimating the 
withdrawal of this class from deferment : 478 in numaber, 
of whom 8&5 were sole assistants. There were in the 
country 10,000 chemists’ shops, from which 5000 phar- 
macists and 5000 dispensers were serving in the forces 
or in munition factories, and without the help of these 
women the shops could not be carried on. Since the war 
having risen 
40% on the prewar scale. 

Mr. H. LINSHEAD, speaking as secretary to , the 
CPWC, said it was essential for his committee, charged , 
as it was with a responsible and heavy task, to have the 
support of the Government departments which it advised. 
The committee had warned the Minister of Health in 1942 
of the serious man-power position in retail pharmacy. 


- Nevertheless their careful plans were suddenly upset by 


this withdrawal and they appeared to be threatened with 
worse. The stage had practically been reached where 
any further call-up from chemists’ shops would threaten 
the country. particularly if there was another epidemic, 
with a breakdown in the pharmaceutical service. 

‘Mr. M. S. McCoRQUODALE, replying for the Ministry 
of National Service, said the labour situation was more 
stringent than ever, and the need for young women was 
especially acute. The Government therefore decided to 
take an arbitrary cut of the 1928 class from industry as 
a whole, with a few special exceptions. Drug women 
came under this provision. He admitted that the 
Government might have informed the Pharmaceutical 
Society a little earlier of their decision. and for that he 
apologised, but they could not go back on it. These 
young women could, if they wished, put forward hardship 
claims, and no change was being made in the arrange- 
ments for dealing with drug women in the other age 
classes, including the younger ones. Indeed, it might 
mean that more of these would remain, and make good 
some of the loss incurred by the withdrawal of the 1923 
class. The situation would be watched closely. It was 
obvious that the Ministry would be much to blame if in 
any part of the country the supply and distribution of 
drugs broke down because of their action. 


QUESTION TIME 
The Minister and the BMA 


Dr. RusseLL THomAs asked the Minister of Health if the 
council or any executive body of the British Medical Associa- 
tion acted in a general way in an advisory capacity to his 
ministry.—Mr. H. WILLINK replied: It is my practice to con- 
sult the British Medical Association on matters affecting the 
professional interests which. it represents. But neither the 
council nor any of its executive bodies acts in an advisory 
capacity to my department. That is the’ province of my 
medical advisory committee and other special advisory bodies 
constituted by me for the purpose.—Dr. RUssELL THOMAS : 


In view of the fact that it is asserted by those who are well- 


informed that the negotiators are known to have been respon- 
sible for part of the white-paper, does the Minister not think 
that to speak of them as advisory is putting rather mildly this 
very unhealthy alliance ?—Mr. WILLINK : No member of the 
British Medical Association was responsible for any part of 
the white-paper. 

Leprosy in Tanganyika 


Colonel O. STANLEY informed Mr. CREECH JONES that Dr. 
E. Muir, medical secretary to the British Empire Leprosy 
Relief Association, visited Tanganyika in 1938. After his 
visit, it was agreed between the East African territories that a 
leprosy specialist for East Africa should be appointed, but no 
appointment has yet been made owing to war difficulties. A 
recent conference of directors of medical services has raised 
the question again, and the Government of Tanganyika has 
expressed its willingness in the legislative council to appoint 
a whole-time specialist for Tanganyika, if a suitable man can 
be obtained. The government of Tanganyika also decided, 
as a result of Dr. Muir's visit, to establish two main leper 
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ttlements under Government operation. One of these has 
ready been established in the Southern Highlands Province 
r 1100 patients, and it is intended to establish another 
ttlement in the region of the central railway line. There 
© at present 14 leper settlements or camps in the country 
@intained by government or native authorities and 15 by 
issions. Compulsory segregation is not in force; the 
»vernor reports that it would be impracticable, and modern 
ractice is generally not in favour of wholesale segregation, 
specially where considerable numbers of non-infectious cases 
say be involved. l 


MENTAL HosPITAL Srarrs.—Mr. BEVIN said that since 
.ugust, 1943, nearly 1800 women have been placed by the 
ppointments offices of his department in employment or 
raining in mental nursing work, and in addition nearly 550 
ersons have been engaged by mental hospitals and institu- 
ions direct. 


' MEALS FOR Post OFFICE WoRKERS.—The ASSISTANT 


™ 


CARBON TETRACHLORIDE, POISONING 


Sir,—I read with interest your leading article of 
April 29 on the effects of chronic and recurrent intoxica- 
tion due to this solvent. My own experience is confined 
to an engineering process in which carbon tetrachloride 
is used as a solvent for a vegetable oil in the shaving of 
steel components. This process means much exacting 
eye work and the operator bends closely over the job 
and paints on the solvent and oil with a brush. I 
agree that the main symptoms.are in two groups, gastro- 
intestinal: and cerebral. Vomiting in the morning, 
nausea, diarrhoea, a heavy feeling in the epigastrium 
are common enough. The cerebral symptoms are 
more striking. Very often I have noticed the men fall 
asleep when waiting to see me, and they appear depressed 
and ‘“‘ touchy,” so that the foreman finds them difficult 
to handle. There is one sign of poisoning which has 
always struck me in the men and that is a very marked 
and almost pale green pallor. The taste of carbon 
tetrachloride which they often say they carry home with 
them is also experienced even in the morning before 
work. It produces in some an absolute loathing of the 
solvent. There undoubtedly occurs a conditioned 
reflex, as your article suggests, so that the smell alone 
brings on the symptoms. Ihave found that the addition 
of some highly coloured and strong smelling mineral oil 
helped the men no end by suppressing the smell and 
appearance of the tetrachloride, and by this means 
alone it was possible to persuade the men to carry on 
with their work, which was of a highly important nature. 
Unfortunately it had not been possible to find an efficient 
substitute for the tetrachloride. I have not seen any 
fatalities, but the symptoms are often pretty severe and 
many men are unable to carry on, so that the dislocation 
of production has been serious. Not nearly enough 
attention has beer paid to the lesser effects of many of 
these solvents on the workers’ comfort and well-being. 
The symptoms too are often vague and difficult to convey 

in words, so that one industrial solvent seems to produce 
much the same symptoms as another. I do not think 


this is actually the case, but is merely due to the in- | 


adequacy of-the descriptive power of medical writers. 
The symptoms, apparently vague as they are, often 
resemble chronic alcoholism, or, as Stewart and Witts 
point out, the postanesthetic state. But if a deeper 
study was made clinically, points of difference would 
appear between the chronic effects of one solvent and 
another. Some time ago I saw a few men suffering 
from chronic poisoning with high octane petrol. In 
these cases irritation of the respiratory tract was present, 
a thing I have not seen with tetrachloride, and muscular 
_ weakness was a pronounced symptom, so that one 
man said “his legs had one dog-power in them.” Among 
foremen, operatives and even occasionally works 
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chemists there seems to be an utter lack of knowledge - 


of the danger of carbon tetrachloride. So much so 
that accusations of malingering were often made against 


the men and it was necessary to correct this view for- 
the benefit of men and management, and to point out - 


that this solvent should not be kept in open buckets 
and slopped about all over the factory floor. 


. Solihull, Warwick. G. P. B. WHITWELL. 


THE WHITE PAPER REVIEWED 


Sır, —It would be unfortunate if Dr. Hopkins and 
others got the impression that the viewpoint of the 


younger doctors was being overlooked in THE LANCET ` 


or in medical planning. I think if Dr. Hopkins will 
ponder the matter he will soon see why he naturally 
agrees with the viewpoints he commends. It is only 
natural for students trained in hospital wąrds and 
outpatient departments to feel that that is medicine 
practised in ideal circumstances, and wish, as far as 
may be, to reproduce such surroundings in their own 
practice. As things ‘are, most young doctors starting 
in practice feel plunged into something for which their 
professional training has given them little preparation : 
and it takes a considerable time for readjustment and 
for the realisation that hospitals broadly treat—and 
are adapted to treat—diseases, while the general prac- 
titionér treats patients with dis-ease. This dis-ease 
may be due to one of the clinical diseases met in hospital, 
and here the neophyte feels at home: it may however 
be due to a host of other things—personal or domestic 
worries or maladjustments in infinite variety, and not 
all psychological. Such cases if sent to hospital usually 
rapidly improve and nothing is found wrong with them ; 
they are baffling nuisances to be got rid of as soon as 
possible, for the standard conditions largely remove 


the causes of the complaint ; but they as rapidly relapse | 


when they return to work. In fact the scientific method, 
which always tries to reduce the variables to a minimum, 
here largely fails, as the standardisation ipso facto 
largely corrects the trouble it is seeking to elucidate. 
This is, I think, the basic reason why so many rather 
unscientific doctors make successful GPs. i 


run our medical service on hospital and outpatient 
lines we shall inevitably leave many of these sufferers 
unprovided for, and the result will be a flood of quackery. 

I know it is easy to write disparazingly about fussy 
old ladies, &c., but the fact remains that from these the 
patient physician may learn a lot he is unlikely to learn 
in any other way, lessons that may enrich and inform 
the rest of his practice. I know that one such patient 
taught me a delicacy of palpation I never thought 
possible, through trying to feel ‘‘ thickenings ”’ in her 
skin which for weeks I was sure were non-existent. 
A. N. Whitehead in An Adventure of Ideas says that 
“intellectual codrdination is more readily achieved 
when the primary facts are selected so as to dismiss the 
baffling aspects of things into intellectual subordination. 
For this reason intellectual activity is apt to flourish at, - 
the expense of Wisdom. But Wisdom is... ever 
confronting intellectual systems with -the importance of 
its omissions.” These words are profoundly true of 
medicine at the present time, and it is pre-eminently _ 
the function of the older general practitioner to emphasise 
things that more specialised or systematic practice 
tends to overlook, aspects of truth which medicine— 
and medical planners—can only neglect at dire peril 
and through intellectual prejudice. This is not a plea 
for reaction or vested interests but to insist that if 
medicine is to progress both the art and the science 
must advance together. At present, and in the white- 
paper, science seems unduly emphasised, partly because 
it is more spectacular and also perhaps because it is 
easier to learn and to teach. | 

Winsford, Cheshire. W. N. LEAK. 


Sir,—Many young doctors will join with me ‘in 
thanking Dr. Hopkins for putting into words what we 
have been thinking for some months. I have been in 
the Forces for over 4 years and have recently returned 
to this country after 34 years abroad to hear and read 
practically nothing but destructive criticism of the 
proposed National Health Service, mainly from those 


If. now, in : 
’ an effort after organisation and efficiency, we try to 


-” 


” 
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who are well established in practice. It is high time 
these gentlemen realised that there are motives other 
than the pursuit of self-interest which will serve as an 
adequate driving force in the years to come. Unless we 
as individuals, and this country as a great nation, 
learn to substitute coöperation with our fellow men for 
self-interest there is little hope of progress in any direction, 
and still less hope of a lasting peace. i 
Captain RAMO. 


PREVENTION OF NEONATAL DISEASE AND 
DEATH 


Smr,—In the Charles West lecture (Lancet, Feb. 26, 
p. 267) a table was set out comparing the mortality 

statistics for premature babies obtained by Dr. Field 
of University College, London, and myself in Birming- 
ham. Professor Parsons pointed out that all Dr. 
Field’s cases were born in hospital, ‘‘ whereas some of 
the children in Crosse’s series were admitted from their 
homes.”’, In actual fact, 85% of all the babies treated 
in the ward in Birmingham are born in their own homes. 
It may be of interest to give the mortality-rates in 1936, 
1937 and 1938 for the premature infants actually born 
in the Sorrento Maternity Hospital, where the premature 
ward is situated. Dr. Field’s figures are repeated for 
comparison. 


MORTALITY-RATES FOR PREMATURE BABIES BORN IN HOSPITAL 


DR. CROSSE DR. FIELD 
Weight (1b.) Cases Mortality % | Cases Mortality % 
Under 2 ,. l 100 5 100 
2-3 | 10 60 8 62-5 
3-4 .. 24 20-7. 26 15-4 
4-5 .. 57 5-0 55 1:8 
5-54 89 1-1 91 0:0 
Totals.. 181 .. 8-8 ss 8-1 
(16 deaths) (15 deaths) 


. These 3 years have been chosen because they provide 
approximately the same number of cases over a similar 
period as in Dr. Field’s series. . 
Since the war began, conditions have altered. The 
rise in the number of births in Birmingham increased 
the demand for cots in the premature baby ward, so 
that most of the premature infants born in the hospital 
itself were for a time nursed in full-term baby nurseries ; 
and it is interesting to note that the neonatal mortality- 
rate for babies born in the hospital rose from 8:8% to 
20%. In July, 1943, a return was made to the original 
arrangement of nursing all premature babies born in 
the hospital with a birth-weight of under 5 lb., in the 
‘premature baby ward. Since then the mortality has 
fallen to the previous low rate. So in addition 
to excellent care and nursing, it seems likely that Dr. 
Field’s good results were partly due to the fact that the 
babies were nursed in a side ward and not in the main 
nurseries. 
. It is difficult to compare the statistics of the Bir- 
mingham premature baby ward with those of other 
institutions for the following reasons : š 
1. Of the babies admitted, 85% are not born in the hospital. 
However carefully the transfer is done, infants tend to 
suffer to a certain degree. 


2. As our accommodation is limited, no infant is admitted ` 


if there seems to be any possibility that it will thrive 
at home; thus only the more weakly infants in each 
weight-group are included. 

3. A quarter of the cases have been admitted to the ward 
later than the 2nd day of life (i.e., when they begin to 
show signs of not doing well at home). In such cases 
the chance of survival is reduced and the risk of infec- 
tion before admission increased. 

4. Owing to the limited accommodation in the hospital for 

breast-feeding mothers, and the difficulty in getting the 

mothers to establish and maintain their milk-supply 

while at home, it is not always possible to feed all 

oe on breast-milk, though every effort is made to 
O so. l 

5. There is an undue preponderance of infants in the smaller 
weight groups: 90% weighed less than 5 1b., 55% less 
than 4 lb., and 20%% less than 3 lb. Corresponding 


CHRONIC SINUSITIS WITH POLYPI 


to acute ethmoiditis ; 


_ [may 20, 1944 
` percentages for both Dr. Field’s and my own series fy 
babies born in hospital are approximately 50° %, 19°. 
and 6%. This helps to explain the apparently high tow 
mortality-rate of 38% for the 2575 babies admitted 
to my ward since 1931. ` 

6. The mortality-rates quoted were not “ neonatal ”” rate 

‘Actually 6% occurred after the age of 4 weeks. 


The treatment of infants in the Birmingham prema 
ture baby ward is almost as simple as that reported by 
Dr. Field and is similar in the essential details—goa 
nursing, the use of breast-miJk whenever possible, and 
the minimum of handling. There are, however, some 
minor points of difference, such as the use of flannel 
clothing instead of cotton-wool, and careful regulation of 


the cot temperature. Necessary handling is done before. 
not after feeds. Tube-feeding is found useful for the 
smaller infants and for some sick infants. Vitamins ar 
given from the first week of life. and oxygen is given 


by means of a rubber mask, the usual route being 
avoided because of the danger of trauma and infection. 


Municipal Maternity Home; one 
Hisainchann , V. MARY CROSSE. 


CHRONIC SINUSITIS WITH POLYPI 


Sm,—I was interested to read in the Lancet of April 29 
an account by Mr. Norman Patterson of his radical 
external operation for chronic’ sinusitis with polypi. 
From 1938 to the outbreak of the war I had the privilege 
of assisting Mr. Patterson with his carly cases of this 


operation. Since 1939 I have employed this method 
of approach in 83 cases, mainly for chronic pansinusitis 
with polypi formation, but I also found it an excellent 
route for (1) draining an extradural abscess secondary 


(2) draining an orbital abscess 
with staphylococcal meningitis following acute ethmor 
ditis; (3) ablation of a large infected antro-ethmoidal 
cell (in a case where a Caldwell-Luc had been performed 
with no beneficial result); (4) draining a large infected 
posterior ethmoidal cell in a case of retrobulbar neuritis 
with subsidence of the ocular disease. Lately instead 
of performing the routine Caldwell-Luc operation for a 
chronic maxillary antritis, I have drained the antrum 
via this approach, and on inspection of the anterior 
and middle ethmoidal cells en route it was found in 
each case that these cells were also chronically infected— 
revealing perhaps why so often the Caldwell-Luc opera- 
tion does not always bring the success hoped for. 

The merit of the operation to my mind lies in the 
route: of approach, for it is direct to all parts of the 
ethmoidal labyrinth, especially the agger cells which 
it is so necessary to clear, it is below the level of the 
cribriform plate, each portion of the ethmoidal mass can 
be carefully inspected before removal, the sphenoidal 
sinus can also be readily inspected and dealt with via this 
route, and it leaves no external scar. Most of my cases 
were performed on naval personnel for chronic pan- 
sinusitis with polypi, and the advantage gained over 
simple removal by the intranasal route (by forceps, 
snare, &c.) was very material, for the length of stay 
in hospital is not much longer (2—3 weeks) than is 
required for the intranasal operation, and there are no 
recurrences. Most of the patients on whom I operated 
had had many such simple removals of polypi in the 
past, so that the gain to the Service in man-hours by 
using this technique is considerable. Š 

Perhaps the most difficult part of the operation is 
the complete control of hæmorrhage so that a clear view 
of the field of operation is maintained throughout. 
After trying many procedures, such as preliminary 
ligature of the external maxillary artery, I now hold the 
view that simple packing of the nose half an hour before 
operation with`equal parts of 5% cocaine and 1 in 1000 
adrenaline and the use of regional anesthesia with 
procaine and adrenaline gives in most cases as dry a 
field as is required. A special retractor I have designed 
for the incision, and an illuminated spatula greatly 
facilitate the technique. In cases-where the opening 


of the sphenoidal sinus is to be enlarged and lowered 


to the level of its floor, the sphenopalatine artery is almost 
invariably divided. In one of my cases this was followed 
by a fairly severe hemorrhage, as the artery was appar- 
ently abnormally large. Hemorrhage from this or the 
ethmoidal vessels can be readily controlled by pressure 


` 
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of a swab soaked in peroxide. In several cases of chronic . 


sinusitis with polypi large portions of very friable and 
obviously necrotic cribriform plate came away with the 
ethmoidal mass. There was no accompanying escape 
of CSF at the time of operation, nor were there any 
untoward effects during convalescence. 
the operation the nose is lightly packed with a large 
Piece. of rubber dam for 4-5 days. This allows free 
drainage of serous exudate and prevents adhesions. 
Both sides of the ethmoid bone can be removed at the 
same time (total ethmoidectomy). The patient suffers 
surprisingly little inconvenience from the operation and 
is usually up on the 4th or 5th day. At the end of 3 
weeks the nasal cavity and the nasal side of the peri- 
orbita is lined with healthy, pale, firm mucosa. I have 
had only one case of crusting, and this cleared in less 
than 3 months. To my mind this method of approach 
to the ethmoidal labyrinth and the sphenoidal cells is a 
great advance in nasal and accessory nasal.sinus surgery. 
E. R. G. PASSE.. 


- $m,—Mr. Patterson’s radical operation for chronic 
sinusitis with polypi, described in your issue of April 29, 
deserves wide publicity and trial. There are many 
patients who come for the advice of chest physicians 
because of the secondary results of chronic sinusitis. 
These range from a chronic cough up to so-called bron- 
chial asthma; many have continual chest colds, re- 
current attacks of low-grade bronchopneumonia, and 
even slowly advancing bronchiectasis. Perhaps it is 
not generally recognised that a large number of such 
cases have a typical chest radiogram showing generalised 
loss of translucency in the inner third of the right lower 
zone, which fills the cardiophrenic angle and gives a 
confused outline of the diaphragm in this area. All 
patients with this finding should have a thorough ENT 
examination. While chest physicians have long known 
of the benefit of efficient treatment of the upper respira- 
tory tract in such conditions, there have been many 
disappointments because of the failure to achieve a 
radical result. This operation promises new hope for 

both patients and physicians. | 
R. R.. TRAIL - 


INJECTION OF HZMORRHOIDS 


Sir,—I agree with Mr. Hill, that assuming the case 
of contracted bladder described by Mr. Levy and Mr. Horn 
-to be really a complication of the hemorrhoidal injection. 
with 5% phenol in almond oil, it must be extremely 
rare. Since I first introduced the use of 5% phenol in 
almond of] in England (Lancet, 1928, i, 543) I must have 
given many thousands of injections, and certainly I 
have never seen any complication of this sort. Occasion- 
ally a patient has frequency of micturition for an hour 
or two after an injection—but even that is a rare com- 
plaint. I agree with Mr. Hill’s implied suggestion that 
the injection in this case was given by somebody who 
was not conversant with the anatomy and physiology of 
the anal canal and lower rectum. I frequently hear of 
practitioners attempting to inject hemorrhoids without 
possessing suitable specula or syringes, and even attempt- 
ing to inject hemorrhoids while they are actually 
prolapsed. ‘Unless the injection is really submucous 
I suppose it is possible to inject the solution into the 
` prostate, or even into the bladder itself; but that could 
only be done by somebody grossly ignorant or careless. 
I also agree that a dead white or blanched appearance 
as soon as the injection-is started usually. means that 
the needle is too superficial. The proper sign that 
sufficient has been injected at the right depth in the 
submucous space is a more or less yellow appearance of 


the mucous membrane with the superficial vessels’ 


visible on its surface. This has been described as the 
“ striation sign.” If the injection is too superficial an 
ulcer may form, and I suppose that if this ulcer became 
infected it might spread deeply and extend even through 
the rectal wall into the bladder ; but one does not meet 
with such cases in practice, if proper attention is given 
-to details. | . 3 . 

Dr. Sandler’s letter tends to show that there may be a 
close communication between the veins of the hæmor- 
rhoidal plexus and those of the bladder. If the com- 
munication were at all a direct one, one would expect 
bladder symptoms after injection to be extremely 


rr 


At the end, of 


common. It has. to be remembered that one does not 
aim at injecting the oil into the veins, and that if the | 
injection is properly given it will not get inte them but | 
will lie in the submucous coat outside them. If Dr. 
Sandler’s suggestion that there is a close communication - 
were correct one would expect symptoms of ‘bladder 
trouble to be much commoner than they are. . 
It would be a pity if a valuable method of treatment 
were discredited by suggestions that thrombosis and 
infection spreading into the bladder are in any way — 
common. And there is no proof that the case described 
by Levy and Horn had anything to do with the injection 
of the hemorrhoids, which had taken place over a year 
before they saw the patient. n 
Upper Wimpole Street, W.1. ARTHUR S. MORLEY. 


COST OF A NATIONAL HEALTH ‘SERVICE. 


Smr,—Sir Ronald Davison is quite right. The 
Ministry of Health’s estimate of £147°8 million is ‘‘ not -` 
far out... . for the incomplete scheme which will have — 
to suffice us for the first two or three years,” if we 
assume that either: ee 

(1) The 47 million people in this country will be content 
with a general-practitioner service provided by 19,000 ` 
doctors, dnd these doctors will be content to be overworked 
to this extent while receiving a capitation fee of 138. 6d. . At 
the same time the other 35,000 practitioners would pre- 
sumably be specialists‘:whose inconie would be derived from 
hospitals which have only £3 per bed per.week to pay all 
the hospital costs as well as the consultants. Of course a 
large proportion of these 35,000 might be employed as civil 
service administrators to ensure that there was the necessary 
stagnation and inefficiency. 

- or (2) The standards of service to the public, and the con- ~- 
ditions of service for the medical profession in the incomplete 
scheme would be so unsatisfactory that the majority of the 
public and the profession preferred to make private arrange- 
ments outside the service and only use the service for the 
obtaining of certificates. = — . | À 

I was naïve enough to hope, as Sir. Ronald suggests, 
that the Ministry desires, in view of the shortage of 
medical resources in the country, that these should be 
used to the best advantage for the whole population ; 
and I believe that this can be achieved only if the 


conditions of service are such that the vast majority 


of practitioners would take part in the service gladly, 
and that medicine would continue to be an attractive 
profession so that the insufficiencies can be remediéd.. 


It is on these grounds that I suggested.that the cost 


of the incomplete scheme ‘“ would be in the neighbour- 
hood of £200 million in the initial years ” and ‘‘ would 
tise above that figure when sufficient practitioners and 
hospital beds are available to provide a real compre- 
hensive medical service.”’ - : 

We have reached a stage in civilisation in which we 
do not demand that the governors should have thauma- 
turgical powers, but we should expect that false econo- 
mies at the expense of life and health would not be 
encouraged. oe X 

I understand that there have been complaints about 
the crowing of cocks in Queen Anne’s Gate. i 


Oxford. A. H. T. RoBB-SMITH. 


MENINGOCOCCAL SEPTICZMIA PRECEDING 
i ~œ MENINGITIS ` 


Sm, —The following case in which progressive menin- 
gococcal septicæmia led to meningitis, may have interest 
in relation to the article by Dr. Martin and Dr. Dansie 
{March 18). | = 

The manageress of a NAAFI canteen, aged 32, was admitted . 
to the Walsall General Hospital on Feb. 10, 1944, with a | 
diagnosis of acute rheumatism. She had started slight 
sore throat and malaise on Feb. 6. By Feb. 9 she had 
developed slight headache, aching in arms and legs, and 
effusion into the right knee-joint and two or three reddish 
spots on the arms and legs. The spots were preceded by 
swelling and pain, and later developed into dusky red areas 
+-} in. in diameter with an indefinite margin and a small 
hemorrhagic spot in the centre. Later the rash appeared 
in crops, coming and going on the different parts of the body, 
mainly on the arms and legs and later onthe back of the neck 
and behind the ears. It lasted for 3 weeks. The temperature 


678 THE LANCET] 


A 


was 104° F. on admission, normal far the next.2 days, and . 


from Feb, 13 varied from 98-4° to 103°F. At this stage 
there was a definite systolic bruit not heard on admission. 
The urine and blood weré ‘normal. The sedimentation-rate 
(Westergren), estimated four times, showed 35-70 mm. fall 
in the first hour; the sedimentation-index varied between 
` 1:8 and 2:2. Blood-culture taken twice during these 3 weeks 
yielded negative results. The medium used was 100 c.cm. 
of 1% glucose broth to which 15-20 c.cm. of the patient’s 
blood was added. On March 1 she developed severe head- 
ache, with a temperature rising to 105° F., pulse-rate to 130 
and positive Kernig’s sign. Lumbar puncture showed turbid 
fluid with tension 150 mg., over 1000 cells per c.mm. mainly 
polymorphs, protein 100 mm. per 100 c.cm., excess of globulin, 
chlorides 620 mg. per 100 c.cm. On bacteriological examina- 
tion we found gram-negative diplococci, which we identified 
by means of culture and sugar reactions asmeningococci. The 
‘patient had a full course of sulphapyridine. Temperature and 
headache had subsided by March 6. The spots disappeared, 
and apart from a residual systolic bruit she made a complete 
recovery. j 


_ It would be interesting to know what media were 
used in culturing the meningococci by Martin and Dansie, 
and also by Dr. O. Crawford in his case of meningococcal 


jaundice (Brit. med. J. March 4, p. 325). 
_ Walsall General Hospital. FRANK PICK. 


THE BRIDGE IN GALL-BLADDER SURGERY 


_ S1r,—Prof. Grey Turner’s reference (Lancet, May 13, 
p. 622) to the use of the bridge in gall-bladder surgery 
Jeads me to question whether it should be used. I have 
not used the bridge for gall-bladder operations since 
_May, 1938, because I thought it might be a cause of 
pulmonary embolism. Since then I have perfdrmed 
170 operations for gall-stones, nearly all of which were 
cholecystectomies, without. a death from embolism. 
Between January, 1935, and May, 1938, I lost 3 patients 
from embolism in 103 similar operations. These figures 
are small but appear ‘to justify a wider inquiry. | 


C. C. HoLMAN. 


DRUGS IN ESSENTIAL HYPERTENSION 
Sir,—Your annotation of May 6 says that there is 


Northampton. 


no -direct relation between the symptoms associated . 


with hypertension and the actual pressure. I could 
produce a number of patients in whom symptoms have 
disappeared when the blood-pressure fell to a more 
nearly normal. level. In some cases I have had good 
results with potassium thiocyanate given in controlled 
dosage, both in respect of symptomatic relief and 
lowering of blood-pressure. 
frequently. relieved are headache.and dizziness. ‘Surely 
the statement that no specific drug therapy can be 
developed until the cause of the condition has been 
discovered is an overstatement. 7 
- Mansfield Street, W.1. GEOFFREY EVANS. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
- = WEEK ENDED MAY 6 


Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, 0 ;,scarlet fever, 
1646 ; whooping-cough, 2432; diphtheria, 548; para- 
typhoid, 4; typhoid, 5; measles (exeluding rubella), 
2035; pneumonia (primary or influenzal), 680; puer- 

ral pyrexia, 151; cerebrospinal fever, 72; polio- 
myelitis, 12; polio-encephalitis, 2; encephalitis lethar- 
gica, 4; dysentery, 259; ophthalmia neonatorum, 98. 
No case of cholera, plague or typhus fever was notified. 
during the week. | 
- The number of civilian and service sick in the Infectious Hospitals 

of the London County Council] on May 3 was 1720 During the 
previous week the following cases were admitted ; scarlet fever, 105; 
diphtheria, 44; measles, 58; whooping-cough, 62. 

~ Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 2 (0) from measles, 16 (5) 
from whooping-cough, 12 (2) from diphtheria, 36 (8) 
from diarrhoea and enteritis under two years, and 13 (1) 
from influenza. The figures in parentheses are those 
for London itself. 

The number of stillbirths notified- during the week was 


234 (corresponding to a rate of 31 per thousand total 
births), including 26 in Lendon. 
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during the first quarter of this century. 


. and a real gift of showmanship. 


The two symptoms most- 


‘Catechism series ran into six editions. 
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EDWIN HURRY FENWICK 
CBE, FRCS 

Hurry Feénwick, consulting surgeon, to the London 
Hospital, who died at his home in London on May 5 
at the age of 78, was an international figure in urology 
His father, 
Samuel Fenwick, was physician to the London Hospital 
in the ’seventies, and like his distinguished brothers, 
Bedford Fenwick, the gynecologist, and Dr. Soltau 
Fenwicke, the internist, now living in retirement, Hurry 
Fenwick received his medical education there, quali- 
fying in 1880. He returned from stimulating post- 
graduate studies abroad, notably at Berlin and Leipzig, 
to take his FRCS in 1882. The following year he 
became an assistant surgeon to the London and Jater 
was also appointed to the staff of St. Peter’s. His 
growing reputation in his specialty was recognised in 
1887 by the award of the Jacksonian prize of the Royal 


College of Surgeons for his essay on tumours of the- 


urinary bladder. He was among the first in this country 
to use Nitze’s cystascope and he published the. Electric 
Iltumination of the Bladder and. Urethra in 1889 when 
many surgeons still regarded the instrument as a dan- 
gerous toy. His contacts with the Continent brought 
many foreign visitors to his operating-theatre and he 
was an admirable choice for president of the section of 
urology when the International Congress of Medicine 
met in London in 1913. For his.services during the 
war as officer in charge of the Bethnal Green Military 
Hospital section of the London Hospital he was awarded 
the CBE, and with the coming of peace he was elected 
the first president of the Société Internationale d’Uro- 
logie and held office till 1925. - 

As lecturer in clinical surgery and later as professor of 
urology Fenwick was a popular teacher among the London 
students. A handsome upright figure, with ruddy 
complexion, and hair and moustache that were white 
even thirty years ago, he had a strong sense of humour 
A draughtsman of 
no mean order, his blackboard drawings of kidney lesion 
were memorable. He wrote freely and his papers and 
books were based on his own careful observation. He 
studied the full case-records which he always Kept and 
put forward sound deductions and practical advice. A 
skilled and dexterous operator, he had beautiful hands 
and was sometimes called the wizard of the cystoscope. 
He was quick to apply Réntgen’s discovery to. his 
specialty and in 1905 he designed the first ureteric 
bougie which was opaque to X rays and the forerunner 
of the opaque ureteric catheter. t 
address to the section of urology in 1913 he said that 
thanks to Nitze and Röntgen the urologist was no 
longer groping in the dark, but could approach his 
patient with exact knowledge of the condition he had 
to deal with and armed with scientific methods of treat- 
ment. In the advances in the visual’ examination 
of the bladder Fefiwick himself has played no smal! part. 
_ He married Annie, daughter of the late Captain J. 
Fenwick, an elder brother of Trinity House. She died in 
1937. and they leave a son and daughter. - 


Dr. DAVID MITCHELL MACDONALD, FRCPE, died at his 
home ,at Arnside, Westmorland, on May-2 at the age 
of 74. His early experience as a pharmacist at Aberdeen 
stood him and his readers in good stead in the Student’s 
Pocket Prescriber which he first published in 1882, and 
he had finished the revision of the twelfth edition 
shortly before his death. His Materia Medica in the 
After graduating 
in medicine at Aberdeen University in 1900, Dr. Mac- 
donald had varied experience as MOH for Elgin and for 
Levin and in practices at the ducal village of Dunkeld in 
Perthshire, at the thread-manufacturing town of Alloa, 
and in his semi-retirement at Arnside; in these last years 
of emergency he did locum hospital duty at Birmingham. 


Wing-Commander GEORGE WILLIAM PATON has died 
on active service at the age of 43, while serving as a 
deputy principal medical officer (hygiene) at a Royal 
Air Force headquarters overseas. He graduated MB 
at the University of Liverpool in 1926, and after holding 
house-appointments at the Northern Hospitals, Liver- 
pool, joined the medical branch of the RAF in 1928. 


In his presidential 


| 
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EDWARD MILLS GRACE 
M B BRIST; CAPTAIN RAMC 


Captain Edward Grace, elder son of Dr. Edgar Grace, of 
ornbury, Glos, died in March from typhoid fever in Italy. 
ck x ue A Born in 1915 he was educated at 
eS Wrekin College and Bristol Uni- 
versity, where he graduated MB 
in1939. Before he was called up in 
1940 he held house-appointments at 
Bristol Royal Infirmary and helped 
in his father’s practice, to which 
he hoped to succeed. On receiv- 
ing his commission he was loaned 
to the Royal Navy and spent his 
first week in the RAMC bringing 
back wounded from Dunkirk. 
Until the beginning of this year 
he served as RMO to a regiment 
. of Royal Artillery in this country, 
‘with the Ist Army in North 
Africa and with the Central 
Poo Mediterranean Force. In January 

e was posted to a general hospital in Italy. 

As became a grandson of E. M. Grace, coroner- 
ricketer, and great nephew of ‘‘ W. G.” himself, he was 
brilliant fielder at short leg and extra cover, batting 
nd bowling left-handed. His height made his tennis 
ervice devastating and won him distinction in high 
umping and hurdling. He was also a keen follower of 
he Berkeley hounds. But his interests were many 
ided and he found time for music, dancing, photo- 
raphy and exploring.the churches and old buildings 
12 loved so well. He married in 1942 Miss Rosemary 
Garnar, of Wrotham, Kent. ` | . 
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MAURICE JOHN HOOD è _ : 


DSC, MB GLASG; SURGEON LIEUTENANT RNVR 


Surgeon Lieutenant Maurice Hood who was posted 
missing in January and is now officially presumed dead, 
was the son of the late Mr. Colin Hood, of Glasgow. 

Born 25 years ago, he was educated 

at Glasgow Academy and Glasgow 
- University, graduating MB in 

1941. After qualifying he became 

house-physician to Prof. Noah 

Morris in Stobhill Hospital, until 

he was commissioned in the 

RNVR in June, 1942. Twice 


Hood proved his outstanding 
bravery and devotion to duty. 
In October, 1943, he was awarded 
the DSC for his care of 81 casual- 
ties on a crippled destroyer, 
which he boarded by jumping 
:ı from the ice-covered deck of his 
own ship during half a gale. His 
F. 4. Locke, Glasgow Jast service was to go to the aid of 
a naval seaman who was seriously ill on board a. US 
freighter. Rather than risk the lives of the men who 
volunteered to take him back to his ship in a dangerous 
sea, he chose to stay with his patient and was lost when 
the freighter was torpedoed three days later. 

Professor Morris writes: ‘“ As student and resident 
Hood had wide interests. He was keen on the scientific 
side of his profession, but his real passion was to help . 
those around him in need and his patients always came 
first. We salute the memory of a gallant colleague.” 
A quiet-spoken, modest man, Hood was noted for what 
he did rather than what he said. Of athletic build, he 
enjoyed all energetic forms of sport, but rugby was his 
chief game. He was a fast and elusive centre three- 

_ quarter, gained his University blue and played several 
times for the West of Scotland. - 


-~ Wing-Commander RICHARD MALHERBE OUTFIN who 
was killed last month in a flying accident at the age of 
36, studied medicine at Guy’s Hospital, and qualified 
LMSSA in 1935. After holding a house-appointment at 
Cossham Memorial Hospital, Bristol, he was appointed 
to a commission in the medical branch of the Royal 
Air Foree in 1936. At the time of his death he was senior 
medical officer at a RAF group headquarters overseas, 
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during his short career at sea . 
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AN INDUSTRY OF HEALTH? _ 

Tuxis little book is human, rather than humane or human- 
istic. On his own admission the author reads Tom Paine 
and Dickens and Joel, and he has been seen in a Woolworth 
queue and walking at night about London’s mean streets in 
the manner of Belloc’s happy journalist. There the specialist 
in tonsils and running ears has discovered the tie which should 
bind all workers in the industry of healing. He has found it 
in the Responsibility that does not find fault, that corrects 
but does not judge, that makes straight and adjusts without 
imputing blame. And he addresses the medically minded 
layman as a self-appointed spokesman of all workers in this 


industry which should (his own assumption) be guided by the 


medical profession. Pharmacists, nurses, midwives and the 
rest have their own responsibility, but the principles are those 
of biology and ours is the function of applying them to the 
human being in sickness and in health. And yet, despite 
all the talk about team work, domiciliary treatment has 
remained in the primitive stage where the individual does 
everything. That is the challenge of Beveridge’s “ Assump- 
tion B ” which the author has boldly set out to meet. To 
endow the lone worker with the same power for good that the 
team implies requires a new code of institutional etiquette, 
a recognised chain of responsibility, and an inter-communica- 
tion of accurate statement—all this without hindering him 
from exerting that other power for good, the close touch 


. between doctor and patient, that has been the tradition of 


our service. Step by step this theme is elaborated in 20 
chapters. Others have been .as logically persuasive about 


the nation’s needs and the use of hospitals and health centres, — 


but it has been left to Mr: Layton to share the lessons in — 
responsibility he has learned from the people in the little houses. — 
as 


FITTING FOR -X-RAY VIEWING-BOX 

Dr. R. R. Hunter writes: —Wet films hung in their frames on 
the ordinary spring-clip attachments fitted to X-ray viewing- 
boxes easily stick to the warmed f 
glass if the light be left on for 
any length of time. Having 
seen several good films ruined 
in this way at more than one 
hospital, I have adopted the 


It was easily 
made by -the 
hospital engin- 
eer and may be 
affixed either 
by existing 
screws or by 
nuts and bolts 
through speci- $ 
ally drilled holes in the upper corners of the viewing-box. The 
upper bar of all sizes of film-holders is of standard length and 
each end fits snugly into the grip of the respective fitting, thus 
holding the whole frame and film 1}in. away from the glass 
surface of the -viewing-box. 


University of London 

Sir Francis Fraser has been reappointed to the senate for 
the faculty of medicine, and Lord Moran for the general 
medical schools. oo i 
University of Dublin i 

Prof. Thomas Walmsley will deliver the thirteenth John 


` Mallet Purser lecture at the school of physic, Trinity College, 


on Wednesday, May 24, at 4.30 pm. He is to speak on the 
unity of the organism. ' 


Royal College of Surgeons of England 


At a meeting of the council of the college held on May 11, 
with Sir Alfred Webb-Johnson, the president, ‘in the chair, 
Mr. Basil Hume was re-elected a member of the court of 
examiners for three years. Diplomas of membership were 
granted to D. M. Montgomery, A. J. S. Perfect, and to the 
candidates named in our report of the comitia of the Royal 
College of Physicians of London (Lancet, May 6, p. 618). | 


a ENE a AE E A ASS ee le 

1. * An Industry of Health,” being an exposition of ** Assumption 
B,” by T. B. Layton, DSO, FRCS. (Heinemann, Medical 
Books. Pp. 96. 3s. 6d.) 
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Royal College of Physicians of Ireland 


At a meeting on May 5 the following were elected to the 
fellowship: . : 

T. D. O’Conor Donelan, J. G. Gallagher, W. J. E. Jessop, J. K. 
McCollum, C. F. McConn, E. B. McEntee, M. J. O’Neill, Agnes 
Savill, Samuel Simms, and R.C. Sutton. 

Eugenics Society 

At 5 Pm on Tuesday, May 23, at the rooms of the Royal 
Society, Burlington House, W.1, Dr. Margaret Hadley 
Jackson will speak on a medical service for the treatment of 
involuntary sterility. 


Historical Background to Modern Medicine 
Dr. Douglas Guthrie is interrupting the series of lectures 


on this subject which he is giving at Surgeons’ Hall, Edin- 


burgh, and is lecturing on May 29 instead of May 22. The 
lecture on May 25 will be held as arranged. 


Royal Society of Medicine 

A meeting of the fellows of the society will be held at 
5 pm on Tuesday, May 23, at 1, Wimpole Street, London, W.1. 
The annual general meeting of the section of epidemiology 
‘and state medicine will take place at 3 pm on Friday, May 26, 
at the National Institute of Medical Research, N.W.3, when 
there will be a demonstration of methods of air-borne bacteria 
and air disinfection. Dr. R. B. Bourdillon will open the 
discussion which is to follow. ` 


MOH Fever Hospital Medical Service Group 


- A meeting will be held at Tavistock House, London, 
W.C.1, on Friday, May 26, at 3 pm, when Dr. Andrew Top- 
ping and Dr. A. Joe will open a discussion on ‘‘ smallpox— 
with particular reference to hospital provision.” 


Socialist Medical Association E ppi 

On Sunday, May 21, at 2.30 P.M., at the Large Conway Hall, 
Red Lion Square, London, W,C.1, there will be a discussion 
on the white-paper. 


Royal Medico-Psychological Association 
The subject of the meeting to be held on Wednesday, 


May 24, at 10.45 am, at l, Wimpole Street, London, W.1, — 


is to be child psychiatry. Major Emanuel Miller will speak 
on’ the initial interview and at the afternoon session at 
2 pm Dr. Kathleen Todd will discuss technique, and Dr. 
Margaret Methven the future of ‘child psychiatry. 


« Accident Service ”’ $ 

The British Council film—Accident Service, which is con- 
cerned principally with the miners’ rehabilitation centre at 
Berry Hill Hall, and has been made with the collaboration 
of Mr. E. A. Nicoll, the director of the centre, will be shown 
at the Curzon Cinema, London, W.1, at 5 pm on Friday, 
May 26. Sir Alfred Webb-Johnson, PRCS, will speak. 
Tickets from the medical department, the British Council, 


- 8, Hanover Street, W.1. 


“©. . I’ve come across some of our own propaganda on 
so-called discoveries which would make our research workers 
blush. The Russians know all about propaganda, and some 
of their discoveries which get most publicity are not exactly 
those their own research people are proudest of. Important 
wartime advances are quite secret and can’t be published. 
That leaves the way open for ‘ stunts ’ to get undue advertise- 
ment. . . . We saw a good deal of civil as well as military 


medicine and in most cases felt quite at home in our talks 


about it, but every now and then we seemed to come up against 
a barrier which wasn’t altogether due to the language trouble. 
_ Actually our mission, partly surgical and partly research, with 
American, Canadian and British representatives, came away 
without having learned anything of the first importance for 
our research efforts. Rightly or wrongly we got an impression 
that it’s Russian policy not to be too much beholden to other 
countries. Something that- cropped up in a discussion with 
a Commissar,may give a clue to the position. He said they 
knew that their medical services in the last war, 1914-17, as 
compared with those of Western Europe were not up to 
scratch. He hoped that from what we'd seen we could assure 
him the progress made since the Revolution had put them 
pretty well on a level. They don’t seem quite sure they have 
made good in all respects. When they’re sure, their attitude 
will very likely change, and indeed there are signs that it is a 
passing phase.”—Trying to Understand Russia. Broadcast 
talk by E. Rock Carling, FRCS. 


BIRTHS, MARRIAGES AND DEATHS 
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Medico-Legal Society . 

At a meeting to be held at 26, Portland Place, London, 
W.1, on Thursday, May 25, at 5.30 pm, Dr. Robert Forbes 
will read a paper on the medico-legal aspects of artificial 
insemination. s ¢ . 


Medical Honours 


The following honours have been awarded ‘to medical 
officers : a 
OBE.—Licut.-Colonel F. B. Bowman, RoaMc, and Major N. L. 
Elvine, RcAMc, for gallant and distinguished services in Sicily ; 
Surgeon Liecut.-Commander R. L. Kennedy, MRCS, RNVR, for skill 
and devotion to duty in services to the wounded. ` 
_MBE.—Major J. F. A. Forster, MB LOND., ms, for gallant and 
distinguished services in‘the field. l 
- MC.—Captain G. O. Hughes, MB LPOOL, RAMC; Captain E. H. 
Jones, MB SHEFF., RAMC; Captain R. N. Chopra, 1amMc; Cap 
J. N. Ghost, MR, IAMC ; Captain K. K. R. Nadiu, 1amo, for gallant 
and distinguished services. i A 
RNVR Officers’ Decoration.—Surgeon Commandef D. M. Craig, 
DSO, MRCS, RNVR. ie 
Medical Casualties ie * OEE 8 


ae 


Captain J. H. Brown, Ramo, and Captain J bn Greenhalgh, 


-RaMC, have been posted as wounded. 


Society for Relief of Widows and Orphans of Medical 
Men 


At the annual general meeting on May 10, Dr. R. A. 
Young, president, being in the chair, it was reported that 
during 1943 relief has been granted to 56 widows in a total 
sum of £4,550. A legacy of £100 had brought invested 
capital up to £141,000. Membership, which now stands at 
286, is open to any registered medical man who at the time 
of his election is resident within a 20-mile radius of Charing 
Cross. Beneficiaries are the necessitous widows or-orphans 
of deceased members: at the present time the grant is 
£75 p.a. to widows over 65 and £60 p.a. to those under 65. 


Appointments i 


BIsSET-SMITH, RAYMOND, MB EDIN.: examining factory surgeon 
for Ashton-under-Lyne, Lancs. 

Devi T F., LRCPE: medical superintendent, Colombo General 

ospital. ; 

MILLER, G. B., MB BIRM. : examining factory surgeon for Camelford, 
Cornwall. a AR 

OVERTON, JAMES, MB LEEDS, DRCOG: medical registrar at the Royal 
Victoria Infirmary, Newcastle-on-Tyne. 


UTTING, E. A., MRCS: temp. asst. MOH and asst. school MO for 
Croydon. ; 
Births, Marriages and Death 


BIRTHS _- 


BEST.—On May 5, at Harrogate, the wife of Dr. Thomas Best—a 


son. a 
BEYNON.—On May 5, to Dr. Constance Beynon (née Taylor), wife 
of Major J. Beynon, RaMmc, of Brighton—a daughter. Os 
DUOCKWORTH.—On May 9, at Cheltenham, the wife of Dr. Geoffrey 

Duckworth—a son. a Nh 
GARDNER.—On May 6, in Pretoria, the wife of Dr. C. S. Gardner— 
a daughter. l : p 
HOPE-GILL.—On May 10, at Billingshurst, the wife of Dr. Charles 

Hope-Gill—a daughter. : 

NEUNER.—On May 10, at Amersham, the wife of Captain Hanus 

Neuner, RAMO—® son. l - . 
Prarson.—On May 9, at Simonstown, South Africa, the wife of 

Surgeon Lieut.-Commander R. C. T. Pearson, RNVR—a daughter. 
Parpps.—On May 2, at Peterborough, the wife of Dr. Geoffrey 

Phipps—a daughter. l 
RIcE-OxXLEY.—On May 12, at Oxford, the wife of Dr. Michael 

Rice-Oxley—a son. l 
TITCOMBE.—On May 5, the wife of Surgeon Lieutenant Donald 

Macalister Titcombe, RNVR, of Disley, Cheshire—a son. 


-WILSON.—On May 4, at Cambridge, the wife of Major Clifford 


Wilson, RAMC—a son. ; 


MARRIAGES . 


ALLENBY—JOLLIFFE—On May 6, at Parkstone, Peter Sewell 
Allenby, lieutenant RAMC, to Rachel Marita Jolliffe. 

WEST—WHARTON.—On May 1, at Nairobi, John Hardstaff West, 
major RAMc, to Joyce Helen Wentworth Wharton, captain 


RAMO, 
DEATHS 


Bexsox.—On May 7, Charles Thornton Vere Benson, lieut.-colonel 
RAMC retd., aged 61. 

LAUCHLAN.—On May 11, in London, Charles Alexander Lauchlan, 
MD, CM MONTREAL, LRCP, aged 82. _ 

Reip.—On May 11, at Stafford, Charles Reid, OBE, MB ABERD. 

SomMERS.—On May 9, at Redhill, Surrey, Waldermar Bartholin 
Sommers, MB EDIN., FRCSE. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
. as an indication that they are necessarily available for export. 
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INSHOT WOUNDS OF THE KNEE-JOINT * 


St. J. D. BUXTON, MB LOND, FRCS 
IOR ORTHOPEDIC SURGEON, KING’S COLLEGE HOSPITAL, 
LONDON 


A DECADE or so before the destruction of the Spanish 


mada Ambroise Paré was writing on ‘ gunshot 
unds of joints.” % His most impressive words 
re: ‘* Indeed they are always dangerous.” This is 


t true, for what at first appears a slight wound is 
ble to endanger a patient’s limb or life. 

John Hunter, with his experience of war surgery, 

ote.: e 

‘It is from the disposition that the cavities of joints have 
fall into the suppurative inflammation when an opening 
nade into them, that union by the first intention does not 
ce place. ... When they suppurate it is very tedious, 
d then the parts are apt to die and slough, which makes 
2se accidents of such dangerous consequence. ... We 
ould avoid making stitches because they tend to produce in- 
mmation, as was explained under wounds of the abdomen.” t 


1ese words indicate that Hunter taught the principles 
infection and healing of an injured joint. Subse- 
iently these principles were taught by Lister. It is 
ir to ask, “ Have we forgotten them today ? ” 
Reyher and von Bergmann * in the Russo-Turkish 
ar of 1877 laid the foundation of the modern treatment 
‘wounds of joints, based on avoidance of interferénce 
1d prevention of infection. The treatment was par- 
cularly successful in subsequent campaigns, when the 
nall-bore bullet with a greater velocity was in use, so 
1at in the early part of this century joint wounds due 
> this missile were seldom dangerous. In fact Fol- 
nfant 3° reported that in 1904 at Harbin 1382 pene- 
ating wounds of joints were treated with 7 deaths and 
nly 72 resections. | 
Of a series of 95 cases reported from the South African 
ar, 50 were perforations and 55 required no treatment 
eyond rest and aseptic dressings. Incisions were required 
1 7 cases without further interference, and amputation 
as performed in 11 cases with 4 deaths. One case in which 
1e popliteal artery was wounded was treated by ligature 
f the femoral in Hunter’s canal with a satisfactory result.?° 36 


THE GREAT WAR 


Surgeons with experience of wounds in the South 
\frican war were early in France—notably three past 
residents of the College of Surgeons, Bowlby, Makins 
md Cuthbert Wallace. It was quickly realised that the 
vounds caused by high-explosive shells and machine- 
un bullets were more liable to infection than those 
jue to shrapnel balls and the rifle bullet used in earlier 
years. | 

e Two methods of treatment of gunshot wounds of the 
cnee-joint attracted attention, and were at variance 
vith each other. Willems advocated immediate mobili- 
ation of the joint, whereas the majority of British 
surgeons favoured immobilisation until all signs of 
inflammation had disappeared. 

In 1909 Willems ® 4 had advised aspiration and 
movement for traumatic haemarthrosis; in 1917 he 
treated gunshot wounds by excision, removal of foreign 
body and loose bony fragments, and closure. Immediate 
active movement was then employed. I saw this 
demonstrated by Cotte, who made the patient bend 
his knee, regardless of pain. If suppurative arthritis 
followed, the sutures were removed and movements 
continued, the discharge being pressed out of the wound 
as movement took place. Passive movements were not 
employed. 

This method was not favoured in British hospitals, 
but American surgeons gave it a more extensive trial, 
notably McWilliams and Hetzel.’ 74 

In 1917 Moynihan 2? enunciated certain principles of 
the treatment Of this lesion, the first of which was that 
the limb should be fixed immovably upon a splint at the 
earliest possible moment and until circumstances and 


. Hunterian lecture delivered at the Royal College of Surgeons of 
England, April 14, 
ae lighter and cooler the dressings in this sort of accident the 
better. Perfect repose of the organ, an easy position... 
simplest mode of treatment. 
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tion of the wound or joint. 
‘ployed arthrotomy and then placed the knee in a position 


-too soon.’ 
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ARTICLES 


surroundings permitted of a complete aperation. In 


the same year there was a discussion at Rouen, the. 


principal speakers being Barling, Gray, Max Page *° 
and Ogilvie.*® Barling analysed the treatment of 845 
gunshot wounds of the knee-joint (table I). 


AND. RESULTS OF WOUNDS OF KNEE 
(BARLING) 


TABLE I--TREATMENT 


Wounds of the knee— ae se OS cie .. 845 
with bony injury Ss i a .. 438 2 
without. bony injury AR .. 407 
Wound excised and joint closed— ` 2 


322 
82 (25:5%) 

128 (38%) 
42 


further operation required in . 
Wound excised and joint packed— 

further operation required in .. 
Ercision of the knee-joint s 


Arthrectomy 15 
After excision or arthrectomy: ieoi per- 
formed in. vs 13 


Deaths after excision or arthrectomy a oe 13 ; 
Amputation without excision i Sa .. 151 

Of these deaths occurred in .. 49 (32%) 
Total amputations .. af ae ie 2 (85% %) 
Total mortality 8.5%) 


Barling was a strong advocate of mechanical a 
of the joint, stressing that the nature of the fluid 
employed was of little importance. ` 

Writers 6 12 26 22 11 6 8 19 37 32 9 on this subject during 
those war years were interested in mechanical irriga- 
tion, in Carrel-Dakin treatment, closure of the joint 
and the indications for resection of the joint. aes 
Immobilisation is emphasised, notably by Bazin ° and 
Monsarrat ** and others,” 1° but extension by strapping 
was not in constant use. . Windows in plasters were 
popular, to enable dressings to be changed, or for irriga- 


of 90° flexion. Metcalf advocated freedom of the 
limb from all splintage.' Bazin® appreciated the 
difficulty of being dogmatic with regard to the time for 
commencing movement, for he states that restoration 
of function should be commenced “ not too late and not 
Everidge $ advocated graduated passive 
movement on the 10th day or earlier before active 
movement was commenced. In a Hunterian lecture 
in 1917 on gunshot wounds of joints, Frank Cook reviewed 
experiences in France, including those of knee-joint 
wounds.” 

‘In the casualty-clearing stations in Macedonia, 


Quick 33 and others em- . 


Gauntlett, Julian Taylor and I had been employing / 


conservative methods, under the guidance of English 
and Kelly.. However, by 1918 we were practising 
immediate excision for cases in which there was mutila- 


tion of the bones at the joint, and in certain cases when ' 


infection had become established. 

There was no postwar review of any large group of 
cases, nor was the work under the guidance of Sir Robent 
Jones at the special military and pensions hospitals 
reported. O’Reilly reviewed the. work of the United 
States Medical Corps. > : 


THE POSTWAR PERIOD 


After the Great War road accidents cased many 
injuries to the knec-joint. It is reasonable to assume 
that the experience of gunshot wounds of the knee 
influenced the treatment of the open wound and of the 
open fracture into the joint. These cases have been 
treated by primary excision of the wound edges, closure 
of synovial membrane and by fixation with extension. 
Mechanical irrigation has largely fallen into abeyance. 
Undoubtedly the amputation-rate and mortality from 
the knee-joint injury have been low, but Re ea of the 
knee has been a common sequel. 


THE WORLD WAR 


Great Britain, 1940.—Experience in France was too 
small to be of any value. Wounds due to bombs in the 
summer of 1940 provided two new features. The 
wounds resulted from small pieces of metal projected 
into the joint at a very high velocity, and treatment 
began only a few hours after the joint was injured. It 
was not uncommon to find several small jagged wounds 
around the knee, through which pieces of metal, varying” 
in size from a bean to a pin’s head, had been projected. 

I had under my care at one time 3 such wounds, all with 
comminution of the condyles of the femur. Primary opera- 


Y 


A 
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tion had been performed three hours after the injury; this 


- was excision of the wound, removal of obvious pieces of metal 


4 


and. loose fragments of bone, followed by dressing with 
sulphanilamide powder, paraffin gauze and application of 
plaster-of-paris. The first dressing and change of plaster 
was carried out in 16 days and there was no suppuration in 
any joint, although the whole of one femoral condyle was 
lost in 2 of the 3 cases. 


Early operation—so often possible for air-raid 


‘casualties—appears to be a cogent factor in the preven- 


tion of suppuration. . 

Middle East, 1941-42.—\In the Western Desert the 
majority of wounds and the facilities for surgery were 
entirely different from those on the Western Front in 
1914-18. 

Wounds were caused by shell fragments, rifle bullets, 
bombs and mines, a number being the result of actions 
in the Mediterranean. Those caused by mines and 
bombs were usually multiple, and often each area of the 
body 5 was penetrated by several or many pieces 
of metal. The limbs were particularly affected. Facili- 
ties for operation in the forward area were primitive ; 
but medical supplies, including transfusion necessities, 
surgical instruments and plaster-of-paris, were available. 
Operations were performed in tents or pent-houses 
attached to the lorries, except at Tobruk and Mersa 
Matruh where the operating-theatres were excellent.‘ 
' At times many of the wounded received the primary 
operation in a forward area, being transported by sea 
or by road and train to the base. At others no operative 
treatment was carried out until the base was reached. 

During this period I was able to see many surgeons at 
work and they sent me reports on wounds of the knee- 
joint received during the Second and Third Libyan 
battles. Thus I have been able to study 273 wounds 
and draw some conclusions from our experience (table 1). 


TABLE II—GUNSHOT WOUNDS INVOLVING THE KNEE 


d 2nd Libyan 3rd Libyan | 
= battle battle | Total 

| 

‘ | 
Patients ns 99 ` 156 | 255 
Knees affected.. 108 165 | 273 

Non-suppurative ` ) 
arthritis ia oa 58 120 | 178 
Suppurative arthritis .. 50 45 1 9S 
Amputations Ree 7 5 12 
Deaths fe aa 2 3 | 5 


e a a a ea a. 


In the forward area it is seldom possible to study 
detail of the lesion, so the types of injury in relation to 
treatment will be considered subsequently. Possibly 
this will help to emphasise the fact that the treatment 
in the forward area is primarily that of the wound— 
mechanical by operative measures with immobilisation 
of the limb and chemotherapy. 


TREATMENT AT A FORWARD OPERATING-CENTRE 


The patient will probably arrive on a stretcher, but a 
few will manage to travel as sitting cases. If a joint 


‘injury has been diagnosed, and conditions allow of it, 


the limb is placed on a Thomas splint or the two limbs 
are tied together near the fighting line. 
1. The wound is excised, by the method employed 


for any wound. If more than 24 hours have elapsed 


since the injury, enlargement of the wound is advisable, 
and may be of greater value than excision. Obviously 
24 hours is an arbitrary time ; to lay down rules regard- 
ing the time factor will lead us astray: When the 
synovial membrane is lacerated, the edges of the wound 
should be excised. In the early case debris and blood- 
clot should be removed from the joint and the synovial 
membrane closed with'a few catgut sutures. In the 
later case mechanical irrigation by several pints of fluid 
is recommended. The quantity of fluid is probably 
the important factor, so if a sterile solution is not avail- 
able an antiseptic one is used. The synovial membrane 
is not closed in the late case nor in any knee when infec- 
tion appears likely to arise. 

Fixation of the limb, as if the femur was fractured, is 
employed by placing the limb on a Thomas splint and 
using one-way-stretch ‘ Elastoplast, applied on each 
side of the limb and tied to the end of the splint. The 
addition of plaster-of-paris, covering limb and knee, 
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with a split down the front of the cast, is desirable if 
the subsequent journey is to be lengthy. 

2. When the wound is due to a bullet (rifle or machine- 
gun), no excision is necessary, unless the exit wound is of 
the ‘‘ explosive ” type. 

3. Amputation, through the joint or above the femoral 
condyles, is indicated when the main vessels are imjured 
and the foot cold. 

_4. If the missile has caused comminution of the patella, 
removal of all fragments of the bone is advisable. This 
was followed by closure of the joint and skim, with 
success in a few cases. When the femur or tibia is 
fractured as well as the patella, I do not advocate 
removal of the patella at a forward area. 

5. During this war I have had no experience of 
primary excision of the joint. It does not appeal to 
me as an operation for a forward area, nor is it wise to 
expose so large an area of cancellous bone as that of the 


lower end of the femur and upper end of the tibia, when | 


infection may follow. 


TREATMENT AT THE BASE 


At the base it is possible to study the types of wounds. 
The common types are: 
1. Effusion without retention of the missile in the joint :— 
(a) The synovial membrane is either bruised, or there 
is a penetration into the synovial cavity. 

(b) The missile has passed through the synovial eavity 
and articular cartilage and lodged in the bone, or has 
entered the bone and caused a fracture into the joint, 
without severe comminution. . 

2. The missile has penetrated the joint and lies in the 
synovial cavity or articular end of the bone. | | 

3. There is great comminution of the bones of the joint, 
usually without retention of the missile. 


When a patient arrives at the base, it is difficult to 
determine into which category his wound falls. 

Fizxation.—As rest for the joint is probably important. 
it appears unwise to be meddlesome. The first necessity 
is to immobilise the limb by a method which will hold 
the joint 5° short of full extension, with slight separation 
of the bones. This can be done with a Thomas splint 
and strapping with a pad behind the knee; “‘ fixed ” 
or ‘‘ weight ’’ extension is used according to the likes 
of the surgeon. Charts of temperature and pulse are 
essential, for a rise of either or both may indicate that 
the joint is infected. : | 

Skeletal traction is contra-indicated. It is unneces- 
sary to draw the ends of the bone farther apart than is 
done by strapping, and the track of the pin or wire is 
likely to become infected. . 

Chemotherapy.—All these cases had one of the sul- 
prousmice drugs orally, usually 25 grammes in 5 days. 

cal application of sulphanilamide was used in some 
hospitals. j 

Aspiration.—When the joint is distended, a needle 
(not smaller than that used for lumbar puncture) should 
be inserted, and by means of a syringe the joint should 
be emptied as much as possible. This aspiration is 
diagnostic, in that one can ascertain whether the joint 
is infected, and therapeutic by removal of the fluid. 
Mild infection will frequently subside after three or more 
aspirations of the joint, performed at intervals usually 
of 48 hours. . 

Removal of metallic fragments.—If the missile a ppears 
from radiography to be in the joint. cavity or in the 
articular cartilage, its removal will be necessary. But it 
should not be removed during the first few days if the 
fluid in the joint is sterile. Operation three weeks 
or so after wounding is less likely to produce a reaction 
which may turn the scales and be followed by suppura- 
tive arthritis. However, if the joint is infected, the 
metal should be removed as soon as possible, preferably 
by enlarging the wound of entry. 

Not infrequently a piece of metal about the size of the 
crown of a molar tooth has penetrated the joint and 
become impacted in a condyle of femur or tibia. Its 
removal is difficult, and usually necessitates opening up 
more cancellous bone. If it is left in the bone and the 
joint is infected, suppuration may subside after many 
weeks with aspiration or drainage, but ankylosis occurs. 
When there is a track from an infected joint to a piece 
of metal impacted in cancellous tissues, the foreign body 
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ould be removed, preferably by access along the track 
, has made. l 


RESTORATION OF FUNCTION 


When no suppuration has taken place, movement of 
he joint may be expected. The prognosis is best when 
he missile has been a bullet or small piece of metal 
vhich has passed through the joint, causing no fracture 
ra small crack. The longer immobilisation is required, 
he less the movement. 

Movements of toes and ankle are started immediately, 
xcept in the ill patient. In the straightforward case, 
he patella is moved laterally in 2-3 weeks and quadri- 
eps contraction encouraged. 

If the knee is quite comfortable and a ‘ test ’’—by 
ifting the limb and encouraging the patient to move 
she knee—causes little discomfort, active movement 


should- be started. This will seldom be before 3 weeks | 


and is usually 5 or 6 in the straightforward case. It is 
difficult to decide when weight-bearing should be allowed. 
Pain or spasm on active movement or when walking 
is first allowed indicates that these activities are being 
started too soon. 

Future treatment is on the lines of the present-day 
principles for regaining knee movement and muscle 
tone. 

THE INFECTED JOINT 


Early arthritis.—If repeated aspiration has failed, in 
that the joint distends quickly, and the patient has a 
raised temperature and increased pulse-rate, or his 
general condition is deteriorating, perhaps with an 
increasing pulse-rate but a temperature seldom above 
99° F., further surgical intervention is needed. 

The joint is opened on each side by a lateral incision, 


placed as far back as possible, but opening the supra- 


patellar pouch and at the lower ends being in front of 
the lateral ligaments. The contents of the joint are 
given free exit by holding open the sides of the incision 
and expressing the fluid. There is no consensus of 
Opinion as to the value of irrigation, but if it is employed 
a large quantity of fluid is used, under such pressure as 
is produced by a Higginson’s syringe or an irrigation 


can placed some feet above the operating-table. The 
injection of antiseptics has no advantage; drainage 


tubes should not be employed ; and posterior drainage 
by incision is to be avoided. | 

The synovial membrane is closed with a few inter- 
rupted catgut stitches in the mild case, but left open 
if the patient is ill or if there is doubt about his limb 
or life. The limb is immobilised. The addition of 
plaster-of-paris to any apparatus used is certainly of 
value in that fixation is more secure and the dressing 
is left in situ, whereas a gauze and wool dressing becomes 
saturated and uncomfortable and frequent change is 
liable to lead to secondary infection. 

It is interesting to note that in this series of 273 cases 
reaching the base hospitals, suppurative arthritis 
developed in 95 (34:8%). The amputation-rate, in 


relation to suppurative arthritis alone, was 12-60% (or . 


4:4% for the whole series of 273 knees). 

Prolonged suppuration.—This may affect the patient’s 
general condition so. that limb and life are in danger 
(see below). Or there may be a continued purulent 
discharge from the joint when the patient’s general 
condition is satisfactory. Some of this group of patients 
have been seriously ill for 10 days or so, but toxic signs 
have subsided. | 

Blood-transfusion was used as part of the treatment 
of septicemia and suppurative arthritis. Lieut.-Colonel 
G. A. H. Buttle agreed with me that the result of a large 
transfusion was usually better than that following two 
or three, each of 500 c.cm. : 

When there is prolonged suppuration, pus may burst 
through the softened capsule and form an extra-articular 
abscess. If the infection is low-grade and the lateral 
incision is placed too far forwards, the abscess appears 
on the outside of the thigh. - Alternatively, pus may 
penetrate the capsule posteriorly—probably above the 
oblique upper border of the posterior cruciate ligament, 
or by a track along the tendon of the popliteus muscle 
—and come to lie behind the tibia at the top of the calf. 
An abscess in this area is & serious complication. It was 
common during the Great War, but appears to be in- 
frequent now. The use of a posterior knee-pad, or 
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plaster fitting snugly around the back of the joint, 
prevents pus tracking posteriorly. These abscesses 
in muscle should be opened by incision directly 
over them. Pus should not be allowed to find its 
way to the surface via the openings in the joint 
(Armstrong +). . | 

It is important to allow the ends of the tibia and . 
femur to come together when ankylosis is expected. 
This is usually the most satisfactory end-result of sup- | 
purative arthritis of the knee. 

When the patient’s general condition is Kood and sup- 
puration is not subsiding after some weeks, X-ray ex- . 
amination may reveal sequestration of the end of one or, 
‘more bones. Sequestra protruding into the joint cavity ' 
should be removed, and if the patella was comminuted 
and has sequestra separated or separating, the bone and 
sequestra should be removed. | nae 

Although some of these knees regain 30°-75° of move- 
ment, it is usually painful and the gradual development | 
of osteoarthritis produces an increasingly painful joint. 
Some soldiers: have recently asked me to amputate a 
limb with an ankylosed knee, but I believe bony union 
carried out by Nature or by the operation of excision 
performed after all suppuration has ceased is the best 
end-result that can be offered to the patient whose knee 
has been affected severely by suppurative arthritis. 
Arthroplasty of the knee has not yet met with success 
in this country. si 


AMPUTATION 


In the forward area amputation is required when there 
is gross injury to the vessels. “A few patients reach the 
base with this complication. Apart from this, it may 
be necessary to amputate to save life threatened by 
secondary. hemorrhage or by deterioration of the 
patient’s general condition. (Septicemia is usually 
present and there is persistent pyrexia of 102°-103° F.) 
Or amputation may be required because there is a severe - 
suppurative arthritis with pus tracking into the thigh 
or leg or both, affecting-the patient’s general condition, 
as shown particularly by loss of appetite, lack of sleep 
and increasing anemia. “ae | : 

It is usually possible to perform a low thigh operation 
leaving a 10-inch stump, as measured from the trochanter. 
It may not be advisable to close the skin flaps at the 
time of the operation. en | 

Whether amputation is necessaty and when it should 
be performed are two of the most difficult decisions that 
a surgeon has to make in war surgery. This is well 
shown by detailed study of the 12 amputation ¢ases in 
this series (table 1m). | 


TABLE III—AMPUTATIONS AT THE BASE 


No. of days | < ; | R 
etween No. o eath or 
Indication wounding cases recovery 
and amputation) ae 
25 | 
Septicemia and severe a | 4 8 1D 
suppurative arthritis 5 3 ' 4R 
: | 86 
30 | iD- 
Pysemia or septicemia aa 3° aR 
aby ; | 
Secondary hemorrhage 
with severe supp. arth. } 86 | a D , 
Severe supp. arth. with 17 | | 
deterlorating general 1338 2 R 
condition .. . .. : E 
Supp. arth. with vascular | 
complication causing 14 | 1 R 
gangrene o =. 
Total 12 | Deaths 3 


* One of these had the left thigh amputated on' the field, an 
disarticulation of the right kneo at the base. . 
Amputations in the feld are not included. 


There were fractures into the knee-joint in each of 
these 12 cases; in 5 the tibia, and in 2 both femur and 
Foreign bodies had been removed 
from the joint in 3 knees. Secondary hemorrhage 
occurred in 2 amputation stumps; 1 of these cases was 
fatal. , : 


x 
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MORTALITY 


A study of the causation of death (table Iv) may be 
helpful to surgeons faced with difficult decisions. 


TABLE IV—-DEATHS 


l Death 
Operative No. of | ti eh reo D D 
0.0 on days ays ays 
intervention Cause cases after after after 
wounding | wound- | amputa- 
ing tion 
Pulmonary 
embolism * 1 wie 44 és 
Without 
amputation | Supp. arth. 
and para-| - 
| tvphoidtever 1 a 27 
Pyæmia t 
(multiple 
wounds) 1 30 57 27 
After 
amputation Septicæmia 1 25 $ 29 | 4 
Secondary 
hsemorrhage | , 
from stump 1 At 26 | 9 


* Autopsy showed, in addition to pulmonary embolism, paren- 
chymatous degeneration of liver and kidneys and septic 
splenomegaly. 

t The other limb had bcen amputated on the field. Patient 
developed suppurative parotitis and pyæmic abscesses. 


WOUNDS OF BOTH KNEES IN THE SAME PATIENT l 


Almost every type of lesion occurred in the knees of 
the 18 soldiers wounded in both joints. 


Early Restoration of Function 


Case ].—Lieut.-Colonel, aged 23. Wounded Nov. 20, 
1941, by machine-gun bullet or 2 bullets. Each joint was 
penetrated from side to side, probably when semiflexed. 
There was no bony injury to the right, and there was slight 
injury to the tibial spine of the left. No operation was 
carried out. Immobilisation by plaster was employed for 
15 days, and 30 days after wounding the right knee had full 
extension, with flexion limited by 45°. The left knee ex- 
tended fully and flexed 80°. 

CasE 2.—A rifleman had similar wounds by machine-gun 
bullets, but there was a wound in one popliteal space. He 
returned to his unit 35 days after being wounded, with full 
movement of the left knee and slight limitation of flexion 
in the right. ' 

‘Both these patients were treated by the late Brigadier 
J. Eastwood. 


Suppurative Bikes Reacting to Treatment 


Case 3.—A bombardier was wounded on Dec. 13, 194], 
by shell. On Dec. 15 excision of wounds; no sutures; 
foreign bodies not removed; sulphonamide powder sprinkled 
in joint; paraffin gauze. Plaster-of-paris on Dec. 23. 
Temperature raised. Right knee: fracture of lateral 
femoral condyle; wound 1} x 2 in. but not discharging 
freely. Aspiration 60 c.cm. 

Left knee: 
bedded in femur. Wound clean. Dec. 31: aspiration of 
right knee (culture hemolytic streptococcus) and further 
incision with irrigation of the joint (flavine 1 in 1000). Syno- 
vial membrane and capsule closed on medial side. Jan. 5, 
1942: afebrile. Jan. 12: wounds clean and general condi- 
tion satisfactory. He had 23 grammes of oral sulphonamide. 


Suppurative Arthritis with Complications 


Two cases have already been reported. Both had double 
amputations on different dates, one recovering and the other 
being fatal. | 

CONCLUSIONS 


My ambition to’report the condition of these joints 
after an interval of a year or two has not been fulfilled, 
for at this stage of the war it is impossible to obtain 
records of ‘scientific value. Hence the lessons learnt 
from such as have come to hand are reported from fewer 
individual cases than I wished. However, a number 
of conclusions are put forward. 

Wounds of the knee-joint in the Western Desert 
caused less gross destruction than in the Great War, 
as they were usually caused by smaller missiles. 

Penetration by pieces of metal into the joint, or into 
the end of the femur or tibia, was frequent. These 
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foreign body retained, probably partly em- 
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foreign bodies, when in the joint or protruding into it, 
should be removed at the primary operation, if the 
approach is simple and no extensive dissection is neces- 
sary. operation to remove such metal 14-28 days 
after wounding’ is liable to be followed by an acute 
inflammatory process and a stiff knee. Removal after 
this period often proves unnecessary and may not 
increase the function of the joint. 

Fractures into the joint resulting from a missile 
increase the liability to joint infection. 


the greater the chance of severe suppurative arthritis. 
Early removal of a patella comminuted by a missile, 
when neither femur nor tibia is fractured, is usually 
followed by a straightforward convalescence. 
Oral chemotherapy and local application of a 


_ sulphonamide drug has been a routine, as has the early 


operative treatment of the wound. It is impossible 
to assess the value of the one without the other. Until 
experience with penicillin is greater, these remain the 
methods of choice during the first few days. 

Fixation is essential and is best accomplished by skin 
traction with the limb in a Thomas splint, with plaster- 
of-paris round the limb. An inspection lid over the 
wound, which is‘ a removable and replaceable part 
of the plaster cast, is often useful. Release of the 
extension is indicated when ankylosis is the surgeon’s 
aim. 

When general and local signs and symptoms suggest 
that infection is increasing, the immediate policy should 


_be definite and consist in aspiration and lack of dis- 


turbance. Lateral incisions may . be required, but 
excision of the joint is not advised. 

The indications for amputation have been stated with 
the realisation that in each case the surgeon is faced 
with a difficult decision. 

The means of regaining joint movement is a fascinating 
study, perhaps made more so by the introduction of the 
word rehabilitation. A kmee-joint perforated by a 
missile has not necessarily limited movement subse- 
quently, but a joint rarely regains full movement if a 


missile is retained. 


Cases that have caused anxiety during the early 
treatment may regain considerable mobility—e.g., 
after 75 days there was only 10° of movement of a knee 
in a soldier who now has full extension and flexion to 

a right angle. 

Suppurative arthritis resulting from a gunshot wound 
of the thigh causing a fracture of the femur extending 
into the joint has purposely been excluded from this 
group of cases. 


‘SUMMARY 


The treatment of wounds of the knee-joint, particu- 
larly during the present century, is reviewed. 

A detailed account of 275 gunshot wounds of the 
knee-joint, which reached base hospitals during two 
Libyan campaigns, shows that suppurative arthritis 
developed in 34:8% ; the amputation-rate was 4°4% and 
the mortality-rate 1-8%. 

The low rates of amputations and mortality are 
accqunted for by the small size of the missiles causing 
the injury, by early operation, by the use of sulphon- 
amides and immobilisation of the joints. 

Treatment in the forward and base areas is described, 
and exemplified particularly by cases of injury of both 


- knee-joints. 
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REFORM IN MEDICAL EDUCATION* 
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Department of Clinical Research, University College Hospital 
Medical School 


III, MEDICAL RESEARCH WITHIN THE TEACHING 
' SCHOOL 


In the first of these three articles our ignorance of 
disease and its manifestations was stressed. No actual 
measure of this ignorance can be taken. We can judge 
sufficiently, however, from the facts that the patient is 
rare who presents no problem, and that disease is in very 
many patients quite mysterious. Thus the need for 
research is abundantly clear. A research worker 
entering a ward or outpatient department has no diffi- 
culty in seeing problems ; rather he is bewildered by the 
number of unanswered questions. He must choose 
from among them one or more that he realises i is capable 
of being answered. 

It is with research inside the medical school—with its 
relations to teaching and the medical student—that the 
present article will deal. 


IMPORTANCE OF RESEARCH IN MEDICAL SCHOOLS l 


The reason why research is important within the 
medical schools is, in a word, that research and teaching 
constantly react favourably upon each other. 

Research is helped because in teaching hospitals 
patients are under intensive observation and discussion, 
not only by highly trained clinicians and pathologists 
but also by keen-eyed students. In these institutions 
little that has previously been discovered by modern 
methods will be missed in any given type of case. There 
is moreover full facility for special and intricate examina- 
tions, and a full advisory service of specialists. There 
is something more ; there is an atmosphere in which any 
breaking of fresh ground at once awakens keen attention 
and criticism ; ; it is an invigorating atmosphere in which 
research is generated and fostered. 

The atmosphere is itself influenced by research ; 
research largely creates it. Teaching in such an 
institute is constantly refreshed and is-up to date. 
Teaching and research feed upon each other; they 
grow together, establishing in a given school tradition, 
which once established brings continuous and lasting 
fertility. A school possessed of such a tradition is one 


in which men with progressive ideas tend to congregate ;- 
in which there is always a group of thinkers and active 


workers. Such tradition engenders and maintains out- 
side contacts—contacts with departments of ancillary 
science, with progressive clinical and pathological 
departments of other schools, with notable workers and 
departments of work in all parts of the world.- It brings 
to the school possessed of it many facilities, intellectual, 
practical, and even financial, which other schools do not 
enjoy. 


ance ; the right tradition is a priceless asset. Without 
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research a teaching school takes the standing of a schoo 
of technology. 

There is another reason why research must be 
strengthened within the medical schools. It is impera- 
tively necessary to future medical education that 
teaching should gain in accuracy and in simplicity ; the 
collection of so-called factual knowledge has in every 
direction far outdistanced its sifting, from the first 
standpoint, and its sorting into generalisations, the 
second, standpoint. Medicine has thus largely to be 
rewritten ; an intimate digestion always precedes easy 
assimilation. We require new books written on these 
lines, and books fashioning the philosophy of medicine. 
They can be written satisfactorily only by those whose 
minds are long trained in criticism and discrimination 
and who are also experienced in teaching ; they should 
be written as one of the early and chief tasks of the new 
professoriate. 

The kind of research peculiarly suited to teaching 
hospitals, with their associated schools of final work, is 
Clinical Science in its broadest sense—namely, the branch 
of knowledge that centres upon diseased human beings, 
but which also includes directly relevant parts of the 
allied sciences. In the centre of this field is the human 
patient, and here the work is upon the living man ; but 
relevant to this clinical work is that of the remaining 
great departments of pathology—namely, experimental 
medicine, morbid anatomy, clinical pathology, patho- 
logical biochemistry, and bacteriology. Strictly speak- 
ing there is between clinical ' science and human patho- 
logy, using each of these terms in their broadest senses, 
no difference. Clinical science tends, however,-to be 
associated especially with work that centres upon the 
wards, and human pathology upon the adjoining 
laboratories and. post-mortem room. But if we think 
of wards as laboratories—and from the standpoint of 
research they are—then no clear theoretical distinction 
remains. In practice, because pathology (so called) is 
confined to laboratories, it concentrates less upon the 
problem in man, and develops comparative and basal- 
studies, such as animal pathology and the natural history 
of micro-organisms. 

These preliminary considerations- lead us to regard 
research in medical schools as a-whole, and not purely 
from the standpoint of clinical or of pathological depart- 
ment. It is essential to full success that the several or 
many departments of research should work in unison, 
always maintaining contacts and often joining in com- 
bined work. There should be freer interchange between 
junior personnel of clinical and pathological depart- 
ments than is now practised ; some might pfofitably 
work in both departments. = & 


QUALIFIED RESEARCH WORKERS 


Research departments (clinical or pathological) should 

be controlled by the professoriate. The professor should 
be responsible for the finances, nominate all workers in 
the department, and allot them facilities. In schools 
that enjoy additional departments specially endowed 
for research, the director should control the finances and 
work of his own department. Members of the teaching 
staff on the vocational side should. be provided with 
facilities and expenses, should they desire to prosecute 
researches on their own responsibility. 
' Research should be led by the professor, while 
engaging in work upon problems of his own choice. 
Often he will form a small team of men, recruited from 
students, younger qualified men, and postgraduates 
coming from other institutions at home and abroad. 
His senior assistant should in general work at indepen- 
dent problems. 

Encouragement of research should be a. particular 
duty of the professoriate. previously indicated, 
promising students will be watched closely ; but these 
cannot spend much time at research before qualifying. 
Some qualified men will desire regular research work. 
Prewar experience showed unequivocally that, given 
the prospect of proper facilities for work and of future 
full-time appointment, there is no dearth of recruits 
for research work. There was a notable increase in the 
number of able young men insistent upon full-time 
work and mainly research. Many of the ablest were 
strongly disinclined to contemplate careers in practice. 
They were aware of fascinating and progressive work to 
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do in relation to human disease and that they possessed 
the capacity to achievé success in this.. At the out- 


break of war this country possessed the most promising | 


group of young clinical research workers that it has ever 
possessed. 

The subject of research should usually be chosen by 
the young worker himself, the head of the department 
advising upon its feasibility, and exercising an interest 
and stimulating control. The worker once started 
should be given all reasonable facilities, and increasing 
assistance, manual and otherwise, as his work develops. 

_All such workers in a medical school should have 
routine duties, preferably in teaching, so that they may 
not become completely absorbed in research nor com- 
pletely dependent for their contentment upon results 
won. The young worker’s future career should come 
up automatically for discussion at intervals of not more 
than 12 months. Many men who start to do research 
. will not succeed, others will succeed in a measure which 
does not justify their continuing. For some years it 
may not be clear, whether a particular man is best 
adapted to research, to teaching, or to practice. Thus 
it is very important that the system should be flexible, 
so that he may come to follow his proved rather than 
suspected aptitudes. No man is prudent in concen- 
trating all his thoughts upon research, or in pledging 
himself to a research career, before his work is receiving 
clear recognition from recognised authorities outside his 
own school. Heads of departments should raise’ this 
point, and discuss it frankly from the standpoint of the 
worker’s advantage, on appropriate occasions. The 
decision finally to embark on a research career should 
always be the man’s, but he is entitled at this stage to 
know how his work is being assessed by others. | 

When a worker has proved his research ability, has 
chosen research as a career, and has been accepted for 
such, he should be given reasonable security in this 
career. This means that he must be able to see before 
him the prospect of increasing facilities and responsi- 
bilities, provided by appointments, until he reaches a 
level where his abilities find full scope and where his 
remuneration is adequate. 

The number of posts available to full-time research 
workers, within a medical school, will be limited, and 
especially the more permanent senior posts. It is 
. Important that the medical schools should be a recog- 
nised breeding ground for men, who should at first be 
financed, and later on suitable occasion moved to pure 
research departments (clinical or pathological), by the 
Medical Research Council and other bodies controlling 
research. Such coöperation would be to the mutual 
advantage of schools and such bodies. 7 


RESEARCH ON MAN AND ITS LICENCE 


It will be agreed that if real progress is to be made 
in the study of human disease, the observational method 
of the ward and of the post-mortem room will not suffice. 
It is essential to progress that patients should be tested. 
Especially does this apply to research upon the mani- 
festations of disease, which it may be requisite to 
reproduce under known and controlled conditions, upon 
the cause of disease, and upon new forms of treatment 
that come to trial. Now this must be recognised for 
what it is—namely, experimentation ; the purpose of 
such experimentation is usually to elicit information of 
value to the science, and thus to benefit patients in 
general; it often—but by no means always—elicits 
information of immediate benefit to the actual patient. 

Manifestly no test is justifiable which adversely affects 
the subject of it. This is a matter which deserves and 
requires adequate safeguards. The most important 
safeguard is a proper sense of responsibility among those 
concerned. Responsibility should rest primarily upon 
the head of the department engaged in research, whether 
the test is made by the head himself or by a member of 
his staff, and no test other than those of a class generally 
regarded as producing at the most a temporary discom- 
fort should be undertaken without full previous dis- 
cussion, and without reasonable grounds to believe that 
it is in the patient’s own immediate interest. The 
touchstone may often be that all parties concerned are 
willing to submit to the same test. It goes without 
saying that the fully informed panes should be a 
consenting party. 


inclined and public funds may provide 


RECRUITMENT OF WORKERS AND ORGANISATION OF . 
RESEARCH > 


It is of first importance to understand that successful 
research depends upon the men engaged in it. This 
principle receives frequent lip service, but it is insuffici- 
ently ingrained in discussions and actions relating to 
the promotion of original work. Corporations may 
plan, panels of medical men may scheme, the charitably 
elaborate 
facilities ; but if the wrong man is chosen, or the right 
man is chosen and put to the wrong ad-hoc job, the 
whole comes to nought. Meanwhile in some cupboard 
of a place, ill equipped and unfinanced, his mind fanatic- 
ally centred on a problem’ of his own choice, a man 
hitherto unsuspected of the gift, reveals important 
truths. That is not to say that men should be put to 
work in cupboards or starved of equipment. But it 
throws the emphasis where it belongs, as it would not 
be thrown if this section were written under the caption 
“ Organisation of research and recruitment of workers.” 
Recruitment, should take precedence and organisation 
proceed to meet the needs of worker as these arise ; 
that should be the almost invariable principle. The 
usual failuré of ad-hoc organisation, other than as it 
affects work farther exploring original discoveries, is 
very widely recognised’; yet these schemes continue to 
be frequent. 

Many quite legitimately doubt if or ganised research 
is not a mistake. Unquestionably it has led to a flood 
of second-rate and third-rate work and writing. And 
here it is to be noted that a flood of such work is often not 
merely unproductive, it may be very harmful in obscuring 
channels of progress. The idea prevalent in the teaching 
medical institutes of some countries, that a showing of 
“ research ’’ is an obligatory permit of entry to the 


staff, is foolish. The idea is prolific of rubbishy work 


and it overlooks the obvious fact that men without 
aptitude for original work may nevertheless possess. wide 
knowledge and conspicuous powers of discrimination, 
qualities which go far towards the making of first-rate 
teachers. The fundamental point is to allow and 
encourage men to develop their own aptitudes. 

Men with the aptitude for research are among the 
unusually intelligent ; but men of unusual intelligence 
have not always the flair, neither is the flair always 
conspicuous till it is proved. The right men are often 
diffident. How then to recruit research workers ? The 
sound answer is probably that in most instances they 
should recruit themselves. Most men with a real itch 
for research will sometimes do a little audible scratching. 
There must be someone listening for that scratching. 
Also, since the itch is not spontaneous, a stimulus should 
be applied. The wisest process of stimulation is prob- 
ably applied to students collectively, especially to the 
more intelligent, rather than to students individually. 
The individual stimulus too often excites an enthusiast ; 
and a wrong choice may be very wasteful to both parties 
affected by it. The main stimulus should be education ; 


‘for example, the appropriate display of past work and 


of present ideas. In addition students should be shown 
unobtrusively that facilities for work are at hand. 

The space of a simple bench and of such equipment 
as will give a beginner the chance to feel his way in 
such beginning should be the student’s at request. 
But at this stage encouragement is rarely desirable ; 
most students who accept the chance quickly fade out 
when they face realities. If they have any real aptitude, 
they will at least make a showing, and then is the 
earliest time for active encouragement, by simple dis- 
cussion and suggestion; but the best men will least 
need it. The request for such bench facilities, for use 
in spare time, should be denied at no stage of a student’s 
career; occasional attendances are all that can be 
expected before qualification, enough to make a begin- 
ning or to maintain contact. A student showing 
obvious promise, but over-eager, should be asked and 
advised about its effect on his general training. 


FACILITIES FOR RESEARCH 


Laboratory accommodation, equipment, assistants.— 


Bach professorial department clinica] (medicine, surgery, 


obstetrics) or pathological (experimental, bacteriological, 
anatomical, biochemical) will require its laboratory or 
laboratories, and such general equipment as is appro- 
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priate. But because, in a medical school, different 
departments will often need similar equipment, economy 
and efficiency would be served by running much of these 
services in common. Thus workshop, store of apparatus, 
kymographion room, eperating theatre, animal house, 
library, should be held in common under proper super- 
vision and care. Even a large common laboratory would 
often prove advantageous, by providing valuable con- 

tacts between workers. 

A recurring difficulty in qeceurch departments is that 
activity varies both in quantity and kind ; apparatus 
goes to the shelf and remains out of use often till obsolete, 
while other departments purchase the same thing. 

Similarly assistant staffs, secretarial, photographic 
and technical assistants, should be pooled in greater or 
lesser measure. Otherwise an infertile period of one 
worker may throw several assistants into a state of 
idleness. 

It might be useful to consider, in the metropolis, even 
central workshops and stores, to provide and service 
some of the more complex and special apparatus of 
several or many institutes. 

The provision of a corresponding central library would 
be a great boon to workers, teachers, and senior students, 
who now waste much time in seeking given volumes in 

‘scattered libraries, and collectively are heavily taxed by 
subscriptions to professional libraries. 

Beds and cases for research.—Senior men engaged in 
research on patients should have beds allotted to them 
by the professoriate and be made responsible for the 
care of the corresponding patients. Research upon 
patients under the care of other medical men is unsatis- 
factory, because the worker cannot control therapeutic 
measures, or the time of discharge, either of which may 

completely upset plans, of research. No-one is fit to 
undertake independent research on patients who is not 
adequately trained to undertake full responsibility for 
their care; but the breadth of knowledge required is 
not that of a general physician or surgeon. 

The number of beds a given worker may require 
varies, but is not great; charge of 6 to 10 patients, whether 
research is proceeding upon these or not, should never 
embarrass him. But if the number of beds allotted to 
research is to be limited, there must be free access to a 
considerable pool for the purpose of choosing cases for 
research, and there must be the right to return cases to 
the pool’ so as to free beds for new cases coming under 
investigation. For the same reason admission of cases 

_ to research beds should be restricted.to patients chosen 
by the workers. 

This matter of the control of research beds must be 
faced with the seriousness it deserves, and in combina- 
tion with that arising out of beds required for pro- 
fessional teaching, for the same principle applies to 
beth. The primary purpose is in each case the provision 
of beds for the work in hand. An adequate number of 
patients can be provided by setting aside a large service 
of beds for each professorial unit ; but this defeats the 
principle of freeing the professorial staff from the 
crippling routine, which the care of numbers of patients 
renders inevitable. On the other hand, if the number 
of beds held is small, and these cannot be’ used at need 


will be crippled in a different but equally disastrous 
way. A relatively small number of beds, and a large 
pool behind these, is the obvious plan ; but it can work 
smoothly only by the active coöperation of members 
of the staff as a whole. With a system allowing of 
quick turnover when required, there seems to be no 
reason’ why the number of bed patients directly under 
the professor himself (or any one of his assistants) 
should exceed 10 or 15. A team of professor and several 
assistants could be in very active work in clinical 
research and theoretical teaching with a full complement 
of 30 beds. The reason why large services of unit beds 
are usually advocated (60 to 100) is that they are 
intended to serve vocational teaching, which is not the 
proper work of the professoriate. 

In gathering rare maladies or unusual manifestations 
of disease, it would be of very great benefit if an organi- 
sation were developed to serve this purpose; and the 
same organisation might make the preliminary selection 
of cases for both research and teaching. Research upon 
a particular line is often stopped, for weeks, months, or 


equipment. 


even years, because suitable patients are not readil 
available. Such temporary stoppage not infrequent! 
brings the work to an actual ending, for interest in th 
line wanes during the interval and other interests a1 


‘awakened. 


Grants for research.—A basic research grant should b 
included in the budget of each professorial departmen 
a grant adequate to cover ordinary laboratory assistanc 
and expenses of the professor and one or at most tw 
junior research workers. Departments and institutior 
showing unusual activity or recruiting an unusu: 
number of workers should obtain further grants, bv 
these must be controlled closely. There will be con 
petition for such extra grants, and heads of department 
will not always refrain from exaggerating the merits < 
workers and of work done under their own contro 
These extra grants should therefore be decided upo 
and assessed by an independent committee dealing wit 
all such grants for teaching hospitals; the same cor 
mittee should in general pay .the salaries of supe! 
numerary research workers at teaching hospitals. Th 


‘Medical Research Council is the most suitable committe 
. to undertake this work. 


SUMMARY 

1. There are abundant problems calling for researc 
in the hospitals. 

2. Research in teaching schools is important becaus 
research and teaching react favourably upon each othe 
together creating the right atmosphere and building u 
the right tradition. ` 

3. Teaching hospitals are most suited to research. i 
clinical science in the broadest sense (including a 
branches of human pathology). The work of wards an 


laboratories should be intimately associated. 


4. Research should be led by the professoriate, an 
encouraged among his junior staff ; facilities for researc. 
should be provided for vocational teachers desiring ther 

.5. All research workers should have some routin 
duties, preferably in teaching. 

6. Young research workers should mainly recrui 
themselves, their careers being closely watched an 
guided periodically. Any student requiring a benc’ 
and simple facilities should obtain such at leas 


' temporarily. 


7. Research on man must be conducted only. unde 
adequate safeguards. 

8. The workers should always be allowed to choos 
their own problems, and facilities should be increase 
if and as the work develops. , 

9. Each professorial department. will require . 
research laboratory (or laboratories) and appropriat 
Workshop, and other accessory service 
should be held largely in common ; so in some measur 
should secretarial and technical assistance. 

10. Clinical research requires usually but a sma 
number of beds to each worker, but such restrictio 
should carry with it control of patients admitted an 
discharged, and arrangements for collecting and dis 
posing of cases. A professor and several assistant 


could be in very active work in research and teachin 


with a full complement of 30 beds, provided he has 


for the quick turnover of chosen cases, then the work ` pool behind him. 


ii. A basic research grant should be included in th 
budget of each professorial department. Additions 
grants and the salaries of supernumerary researc 
workers should be decided and assessed by an externa 
committee covering all teaching hospitals. 


Dr. ALEXANDER LIeScHUTZ; director of the departmer 
of experimental medicine of the Chilean National Healt 
Service at Santiago, Chile, has been awarded the Charles I 
Mayer prize for his contribution to knowledge of facto: 
affecting the growth of animal cells, with particular referent 


‘to human cancer. 


Tue follicle- stimulating hormone extracted from tł 
anterior lobe of the pituitary is combined with the luteinisin 
hormone derived from pregnancy urine in the preparatio 
introduced by Parke, Davis & Co. under the name ‘ Syn: 
poidin.’ The combined hormonés have a gonad-stimulatin 
effect several times greater than that of the component 
administered separately in laboratory animals, but it is nc 
yet definitely established that a similar synergism is mair 
tained in man. 


\ 
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EFFECT OF VITAMIN-C DEFICIENCY ON 
EXPERIMENTAL WOUNDS 


TENSILE STRENGTH AND HISTOLOGY 


GEOFFREY H. BOURNE, D PHIL OXFD, DSC W. AUSTRALIA 
! MACKENZIE-MACKINNON RESEAROH FELLOW, RCP & S, 
= UNIVERSITY LABORATORY OF PHYSIOLOGY, OXFORD 


THE importance of an adequate intake of vitamin C 
in securing Maximum healing of skin wounds has come 
to be recognised in the last 2 years, but little infor- 
mation is available as yet on the relationship of graded 
doses of vitamin C to the tensile strength of wounds and 
there are still observations which need to be reconciled 
with our present ideas of the relationship of vitamin C 
to wound healing. For example, Crandon and others 
(1940) found that even after 3 months on a diet com- 


pletely deficient in vitamin C a wound in a man’s back ' 


apparently healed quite well as far as clinical and 
histological observation was concerned. 

The object of the present work is to compare tensile 
strehgth of wounds in guineapigs with their histological 
appearance, as indicated by van Gieson and reticulum 
staining, in varying degrees of vitamin-C deficiency, 
and in some animals to compare the amount of total 
vitamin C in the whole blood with the tensile strength 
of their wounds. ei 

METHOD 


Tests of wound tension were carried out on 52 guineapigs, 
and in 19 of them histological preparations were also made 
of the scars. In 14 guineapigs estimations of total blood 
vitamin C were made. ’ À 

The wounds were made by a standard procedure. The 


back of the.animal was shaved, and, using full aseptic pre- | 


cautions under ether anesthesia, an incision $ in. long was 
made on either sidé of the vertebral column about mid-way 
between the lower border of the ribs and the pelvis. Theskin 
was completely cut through and the edges of the wound were 
. dissected free from the fascia connecting it with the under- 
lying muscle. Each wound was clipped together with three 
michel clips spaced at equal intervals. The wound and the 
surrounding skin were painted with 1/1000 acriflavine solution ; 
this was done also on each of the three succeeding days, after 


which the clips were removed. No wound became obviously - 


infected, though there appeared to be some slight infection 
of some of the wounds in the completely scorbutic animals. 
The animals were killed on the seventh day after the 
operation. . 

A week before the operation all animals were placed on a 
scorbutogenic diet (for details, see Bourne 1942a). They were 
‘given the following supplements of pure ascorbic acid daily 
- by mouth. i 


; guineapigs S bs g. : guineapigs re 5 De: 
received Phe n received s, 
9 1'0 ,, 9 none 


This diet and the various supplements were continued for the 
week after the operation until the animals were killed, so that 
by the end of the experiment the animals had been on their 
scorbutogenic diet’ and graded doses of vitamin © for 
2 weeks. A large dose of ascorbic acid (30 mg.) was given to 
one set of animals because it takes between 20 and 30 mg, to 
saturate a guineapig with the vitamin (Kellie and Zilva 1940), 
and there is some doubt whether saturation with vitamin C 
is needed to secure optimum wound healing. 

A ‘week after operation the animals were killed with 
ether, and the skin bearing the scars was excised. A strip of 
skin bearing } in. of each scar of each animal was next cut 
out with a sharp razor blade and tested for the tensile strength 
of thescar. In 15 of the guineapigs another piece of each scar 
was fixed in formol saline for 24 hours. Some sections were 
later stained with hematoxylin and van Gieson, duplicates 
were stained by Masson’s trichrome method, and others were 
stained to demonstrate reticulum by Foot’s silver impreg- 
nation method. 


TESTING TENSILE STRENGTH 


Various methods have been used by different workers 
to estimate the strength of healing wounds. 


Harvey (1929) developed a technique of estimating the 
tensile strength of wounds in hollow viscera by removing 
them from the body, tying one end and pumping air into the 
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_ other until they burst, the pressure of bursting being recorded 


on a revolving drum attached to a sphygmomanometer. 
Lanman and Ingalls (1937) modified this technique by using a 
lumbar-puncture needle attached by rubber tubing to a 
sphygmomanometer, The needle could thus be inserted into 
the peritoneal cavity or into any hollow viscus and air pumped 
in until the wound being tested burst. This method with 
slight modification was used by Localio and others (1943). 
Howes and Harvey (1929) and Howes and others (1929) 
have excised wounds and attached them to a standard thread- 
testing machine; tension was then increased until the wound 
broke and the tension at which this occurred was recorded. 
Hartzell and Stone (1942) used a tensiometer for investigating 
the tensile. strength of excised wounds. Jones and hi 
colleagues (1943) used a direct pull on the scar for the same 
purposes, 

The technique used in the present investigation 
(fig. 1) was similar to that employed by Jones and his 


colleagues. The piece of skin bearing the scar was 
Suspended by a 
toothed clip on one A 8 


side of the scar and 
weights were hung 
on a clip attached 
to the other side 
until the scar itself 
broke across. The 
weight at which this 
occurred was noted. 
The scar on each 
side of the animal 
was tested -in this 
way and the final 
figure obtained was 
the average of both 
sides. 

The technique is 
not perfect; there 
was in some animals 
a considerable dif- 
ference between the 
tensile strengths of 
the scars on each 
side of the body of 
the one animal, and 
individual animals 
receiving the same 
dose of vitamin C 


IED 


Fig. Technique for estimating tensile strengths 
of wounds, 

A. Excised plece of skin bearing scar, 

B. Quarter-inch strip of skin bearing scar cut 
out from excised skin with razor blade. 

C and D. Method of estimating tensile strength. 
The skin bearing the scar {is suspended by a toothed 
clip from a metal stand. Weights are hung from 
the toothed clip attached to the other side of the 
scar until fe breaks (see D). E, toothed clips; 
F, weight. 


showed consider- . 
able variation in the average tensile strength- of their 
wounds. Nevertheless statistically significant results 
have been obtained and the method is therefore adequate 
for the present purpose. i 9 
Blood vitamin-C estimations were carried out on 14 
guineapigs. With a Record syringe 5 c.cm. of blood was 
removed from the heart of each animal and placed 
immediately into a tube containing a mixture of 
ammonium and potassium oxalate (Heller and Paul 1934). 
The total vitamin C in the whole blood was estimated 
by the method of Roe and Keuther (1943). 


RESULTS l 


The results obtained for the tensile strengths of the 
wounds in the various guineapigs are set out in table 1. 
Hartzell and Stone (1942) found that the tensile strength 
of wounds 6 days after operation in ani receiving 
5 or 10 mg. of vitamin C per day varied between 400 and 
600 g. Their figures are higher but of the same order 
as those obtained in the present experiment. If we 
compare these means by Fisher’s “t ” test we find that 
only two pairs of means do not differ significantly from 
each other—first the means of the tensile strengths 
for animals receiving 0-5 mg. vitamin C daily and those 
receiving 1 mg. of the vitamin, and secondly those for 
2 mg. and 30 mg. of vitamin O respectively. The relation- 
ship between the means can perhaps be seen more easily 
in fig. 2. These results suggest that 2 mg. is the 
optimum amount of vitamin C for securing regeneration 
of skin wounds in guineapigs, and that, as far as guinea- 


pigs are concerned, saturation with vitamin C is not an 


essential prerequisite of optimum healing. 

It was noticed while the tensile strength of the wounds 
was being estimated that in animals receiving less than 
2 mg. of vitamin C per day the skin was softer and 
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' TABLE I—TENSILB STRENGTH IN. GRAMMES OF WOUNDS 
IN GUINEAPIGS GIVEN GRADED DOSES OF VITAMIN C 
- Each figure is the average tensile strength of two wounds 
7 Dose of vitamin C per day (mg.) 


0'5 1'0 2°0 30 
156 111 343 255 
86 143 331 255 
220 231 185 270 
150 120 480 310 
123 95 400 394 
123 150 295 313 
62 96 320 ` 281 
40 135 316 AE 
206 158 378 a 
118°5 137°7 338°7 296°9 
+ 18°0 + 13°99 | + 26° + 18°5 


appeared to be more cdematous. Hartzell and Stone 
(1942) found the moisture content of the skin of the 
abdominal wall of normal guineapigs to be 76:1% and 
that of guineapigs partially deficient in vitamin C to 
be 79:1%. Vitamin C is known to affect the water 


metabolism of the body (Abbasy 1937, Evans 1938, 


Lueg and Hammann 1939), and I have shown in some 
unpublished work that if large doses of vitamin C are 
given to rats there is a loss of water from the skin; 
one, would therefore expect an accumulation of water 
in the skin when insufficient amounts of vitamin C are 
administered. Doi (1938) has shown that there is an 
accumulation of water in the tissues in scurvy. 


HISTOLOGICAL OBSERVATIONS 


Of the 19 animals in which histological preparations 


had been made of the scars 3 had been on a completely 
scorbutic diet for the whole period of the experiment 
(14 days). In these there was complete growth of the 
surface epithelium over both wounds in each animal. 
Examination of the fascial scars showed many cells. In 
some sections large blood-clots showing little or no sign 
of organisation could be seen (fig. 3). Other parts of 
the scars were also very cellular and showed only a small 
development of collagen. These conditions were also 
observed in vitamin-C deficient animals by Hunt (1941). 
In some of the scars a few thick strands of collagen which 
stained deep red with van Gieson could be seen winding 
through unabsorbed blood-clots. A considerable pro- 
portion of the fibres present were of a reticular nature. 
This was so also in the fascial scar which underlay 
the panniculus carnosus muscle. The average tensile 
strengths of the two wounds in each of these 3 animals 
were 34 g., 46 g. and 21 g. 


Three of the animals receiving 0-25 mg. of vitamin C ` 


daily were used for histological observations. In one 
of these although the epithelium had grown across the 
surface of the scar, there was no union of the sub- 
cutaneous tissues beneath it. As a result a large 
apace was present immediately beneath the epithelium 
(fig. 4). In another animal in this group large numbers 
of unabsorbed red blood cells were present, permeating 
the whole of one of the scars. In the third animal there 
was only a small development of connective tissue in 
either scar. There were fewer reticular fibres in the scars 
of all these 3 animals than in those receiving no vitamin C 
and rather more mature collagen appeared to be present. 
The average tensile strengths of the wounds in the 3 
animals were 34 g., 120 g. and 101 g. 

Three of the animals receiving 0:5 mg. of vitamin per 
day were used for histological observations. In one of 
these the scar on one side of the animal had not healed 
superficially at all. The epithelium had not grown across 
and there were no signs of union of the subepithelial 
tissues. The wound was covered by a thick scab. 


ere was a deep fascial scar, however, which contained © 


an appreciable number of fibres of which only a relatively 
small number were reticular in nature. In another 
animal in this group thick scabs were present (they were 
more obvious than in the preceding two groups) and 
. the epithelium had grown across the scar. There were 
many red blood cells and large numbers of reticular 
fibres in the scar itself. The fascial scar also contained 
a number of reticular fibres, much more for example 
than in the firstmentioned animal of this group which 


was also receiving 0-5 mg. of the vitamin. This is of 


- interest ‘because the average tensile strength of the scars 


of that animal was 123 g., whereas that of the present 
animal was only 62 g. (figs. 5 and 6). This fact has two 
implications. First, that the tensile strength of a wound 
is dependent, other factors being equal, on the relative 
amounts of reticulum present in the scar; this confirms 
Hunt’s (1941) observation. Secondly, that the tensile 
strength is mainly due to the strength of the fascial 
scar, as stated by Bartlett and others (1942). 

In the scars of the 3 animals receiving 1 mg. of vitamin 
C which were used for histological purposes there was 
considerable variation in healing. In 2 of them healing 
was fairly good. In the third a considerable number of 
unabsorbed red blood cells were still present in the 
scars, which also contained a large number of reticular 
fibres. The average tensile strength of the wounds 
in this animal. was 96 g. In the 2 others the fascial 
scar was thin and contained less reticulum, and the 
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Fig. 2—Curve A, tensile strengths of wounds in 52 animals on varying doses of 
vismin C. ooye B, total blood vitamin C in 14 guineapigs on varying doses 


average tensile strengths of their wounds were 135 g. 


‘and 158 g. (figs. 7 and 8). 


The wounds of 4 of the animals receiving 2 mg. of 
vitamin C were examined. Well-formed, very fibrous 
scars containing only a small amount of reticulum were 
present in each. The average tensile strengths of their 
wounds were 185 g., 320 g., 316 g. and 295 g. (see figs. 
9 and 10). In the animal in which the average tensile 
strength of the wounds was 316 g. no reticulum at all 
could be seen in the scars and very little was present 
in the 320 g. animal. A small amount of reticulum 
was present in the scars of the other animal. | 

Scars of 3 of the animals which had been receiving* 
30 mg. of vitamin C a day showed very little reticulum 
but were just as fibrous as those of the 2 mg. group. 
The tensile strengths of their wounds were 270 g., 281 g. 
and 313 g., so that the small difference in the amount 
of reticulum in the scars of this and the preceding group 
of animals evidently has no significant effect on the 


` tensile strengths. 


VITAMIN C IN BLOOD > pa nO ga 


The results given in table 11 were obtained for th 
estimation of total vitamin C in whole blood. The 
individual figures are compared with the average tensile 
strengths of the skin wounds .in.the same animals. 
The a of estimation in this technique is approximately 

0:02. : 
anes are only 2 animals in each group (except the 
0-5 mg. and the 2:0 mg. group) and since in addition 
there is a fairly large variation in the results for some 
groups only limited conclusions can be drawn from these 
figures. Nevertheless it ppan that in animals in 
which the blood vitamin is less than 0:1 mg. per 
100 c.cm. the tensile strength of the wounds is low, and 
that saturation of the animal with vitamin C, although 
it increases the value for the vitamin in the blood over 
that of the animals receiving 2 mg. of vitamin C, does 
not increase the tensile strength of the wounds. | 


DISCUSSION 


One important fact which emerges from these 
experiments.is the close relationship between the amount | 
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TABLE II—RELATION OF TENSILE STRENGTH OF WOUNDS 
TO BLOOD VITAMIN O i 


Daily vitamin o Tensile strength of | Total blood vitamin C 
(mg.) wounds (g.) (mg. per 100 c.cm.) 
30 255 ee 0°26 a 
300 o Beyz 0-297028 
2'0 480 0°21 
2°0 400 >392 0°07 70°14 
2°0 295 . 0°14 

1°0 120 0°04 1,. 
ph 126 $136 9:98 bo 08 
0'5 123 0'03) 

0'5 150 ?>132 0°05 lige 
0°5 123) 003) - 
0°25 91 0°06 1,4. 
0°25 124 $108 Dovo 04 
none 21` OOla. 
none A 38 0-01 Yo 01 


of pre-collagen present, the dose of vitamin C given 
to the animal and the tensile strength of the wound. 
Thus they completely confirm Hunt’s observations. 
Another important fact is that the scars of some of the 
animals on the lower dose of vitamin C were similar in 
general histological appearance, after staining with 
hematoxylin and van Gieson or Masson’s trichrome 
stain, to those of other animals receiving a bigger dose 
and in which the tensile strength of the wound was much 
greater. Reticulum preparations of these scars showed 
more reticulum in the scars of the animals on the lower 
dose, but in some cases this was the main histological 
difference between the scars. | 

Crandon, Lund and Dill (1940) found that, in a. man 
on a diet completely deficient in vitamin C for 3 months, 
during which the plasma vitamin O had been nil for 44 
days, a wound, by the usual ‘histological criteria, showed 
good healing 10 days after it had been made. There 
‘appeared to be abundant intercellular substance and 
capillary formation. The present work has shown that 
wounds in animals which are receiving different doses 
of vitamin C may be very similar in general histological 


Fig 3—Unorgantsed blood-clot in the wound of an animal receiving no vitamin C. Masson 
_ trichrome stain (x 100). After a week’s healing. Tensile strength of wound 46 g. 

Fig. 4—Wound In an animal receiving 0-25 mg. of vitamin C daily. Stained with hematoxylin 
and van Gieson (x 50). Very little scar tissue is present and few fibres have been formed. 
Although the surface of the wound is covered by epithelium it can be seen that a large 
empty space is present beneath the epithelial layer. Tensile strength of scar 34 g. 

Stained with hematoxylin 

A well-marked difference can be seen between the normal con- 

This Is due to the small amount of fibres 

and large numbers of cells present in the scar, The epithelium can be seen to have covered 


Fig. 5—Wound in an animal receiving 0-5 mg. of vitamin C daily. 
and van Gieson (x 50). 
nective tissue of this animal and the scar tissue. 


the scar completely. Tensile strength of scar 62 g. 


Fig. 6é—Reticular preparation of wound shown In fig. 5 (x 120). Numerous reticular fibres _ 
and cells can be seen in the scar on right. Normal connective tissue can be seen on the left. 


appearance but may have very different tensile strengths. In one =. 
case, for example, two animals, one of which had been on 1 mg. 
of vitamin C for a fortnight and the other on 2 mg., had scars 
which looked much alike when stained with hematoxylm and 
van Gieson—in fact the scar from the 1 mg. animal appeared 
The tensile 
strength of the first, however, was 135 g. and that of the 


to have healed better than that of the 2 mg. animal. 
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second 320 g. Reticulum preparations showed more 
reticular fibres in the scar of the former animal. This 
suggests that although the wound mentioned by Crandon 
and his colleagues appeared satisfactory from a histo- 
logical point of view it might have had a low tensile 
strength. 


The period taken for complete breakdown of wound 
healing in their experiments was 6 months, which may. 
seem an exceedingly long period. If we assume the 
average life of a human being to be 70 years, the period 
of 6 months bears to it a ratio of 1: 140. Ina guineapig 
complete failure of wound healing can be observed after 
the animal has been on a completel}scorbutic diet for 
2 weeks. A guineapig’s life is only about 3 years ; these 
two periods thus give us a ratio of 1:78. So that, even 
allowing for the guineapig’s greater relative requirements 
for vitamin C, it is not unexpected that a human being 
should take 6 months to show complete failure of tissue 
regeneration on a scorbutogenic diet. But we rarely 
have to deal with human beings who have failed to take 
any vitamin C at all... Human vitamin-C deficiency 
where it exists is more likely a small, probably subclinical, 


deficiency extending over a long period. 


The greatest difficulty in this work is to secure a 
proper basis for comparison of guineapig doses of vitamin 
O with human requirements. A guineapig needs about 
20 mg. of vitamin © for saturation and a human being 
about 30-40 mg. (Kellie and Zilva 1939). Daily doses 
of 30 mg. of vitamin C to guineapigs failed to improve 
the tensile strengths of wounds over those of guineapigs 
receiving-2 mg. Jones and others (1943) found no signifi- 


cd 


cant difference between the average tensile strengths of . 


wounds in animals receiving 1-5 mg. of vitamin C daily 
and those receiving 15 mg. It is apparent therefore 
that saturation with vitamin C is not essential for 
optimal healing, at least of small wounds in the skin, 
but Jones and his colleagues found that maximal 


saturation of tissues with vitamin C helped to provide 


optimal resistance of the tissue to infection. Based on 
the figures for vitamin-C saturation, human requirements 


for the vitamin appear extremely small, but based on the. 


minimum requirement to give protection from’ scurvy 


(see Bourne 1942a) a human being requires 40 mg. of the 
vitamin to secure adequate regeneration of bone, and 
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this probably applies also 
to regeneration of skin 
wounds. Both the skin 
and bone wounds used 
on these experimental 
animals have been small, 
the bene injuries being 
extremely small (1 mm. 
holes in the femur), and 
it seems possible that 
extensive injuries might 
require much more vita- 
min Č for optimal 


The healing of a wound 
is an emergency process 
in an animal and one 
would expect reserves of 
necessary substances in 
the Body to be called on 
for this purpose. This 
appears to be so for 
vitamin C, since Lauber 
and Rosenfeld (19388) 
have shown that if 
animals are on a low 
vitamin-O diet the organs 
lose most of their vitamin 
O when the animal is 
wounded and the vitamin 
can be demonstrated in 
the tissues surrounding 
the wound. Presumably 
there is an increased 
demand and wmobilisa- 
tion of vitamin C for the 
healing process. Lauber 
and Rosenfeld used the 
acid silver nitrate method 
for demonstrating the 
presence‘ of vitamin © in 
tissues. (For the speci- 
ficity of this reagent 
see Bourne 1936, Giroud 
1938, Barnett and Bourne 1941.) Bartlett and 
others (1942), using more exact quantitative methods, 
showed that the tensile strength of a scar was propor- 
tional to its vitamin-C content. For example, the scars 
of animals receiving 33 mg. of vitamin C twice daily 
had on an average 7:64 mg. of vitamin C per 100 g. of 
tissue and burst at a pressure of 258mm.Hg. Guineapigs 
on a scorbutic diet had scars which averaged 0°31 mg. 
of vitamin C per 100 g. of tissue and burst at a pressure 
of 127 mm. Hg. ie 

It is apparent from the concentration of vitamin C in 
healing tissue that the more extensive the injury the 
more vitamin C will be required. It seems also since 
the tissue in greatest need of vitamin C appears to 
deplete other organs to obtain its requirements, that even 
if a wound heals fairly well other parts of the body may 
become deficient in the vitamin, and this suggests that 
the routine administration of vitamin C to all injured 
persons would be desirable. Jones and his colleagues 
(1943) found that the vitamin-C content of the scar and 
- its tensile strength in guineapigs varied with the intake 

of ascorbic acid. They deed. however only three levels 
of intake—0-0, 1-5 mg. and 15 mg. daily. They also 
observed that the application of sulphanilamide powder 
did not affect the wound’s tensile strength or its content 
of vitamin C. 

_ Although Crandon and others found that a wound still 
appeared to heal well from a macroscopical and histo- 
logical point of view in their human subject after the 
plasma vitamin had been nil for 44 days, Bartlett and 
his colleagues (1942) found that wounds in patients 
whose plasma vitamin C was less than 0:20 mg. per 
100 c.cm. had a low tensile strength. Wolfer and Hoebel 
(1940) had previously shown that in patients with a low 
plasma vitamin C wounds healed slowest. Hartzell and 
Stone (1942) found that in guineapigs on a diet deficient 
in vitamin C wounds did not heal well. They found a 
low plasma vitamin C in these animals. These results 
are in accord with those of the present work in which 
it was found that in most cases a low value for the 


present, 


is plenty of collagen in the scar. 
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Fig. 8—Reticulum preparation of wound shown in fig. 7 (x 120). Numerous fine reticular fibres, but few cells, are 


Fig. 9—Wound in animal receiving 2 mg. of vitamin C daily. Stained with haematoxylin and van Gieson (x 50). There 

Tensile strength of wound 295 g. 

Fig. (O—Reticulum preparation of wound shown in fig. 9 (x 50). Very few reticular fibres present and Intensity of sgain- 
Ing of scar cissue similar to that of normal connective tissue. 


vitamin C in whole blood resulted in poor tensile strength 
of wounds. : ° 
SUMMARY 

- The tensile strengths of wounds which had healed for 
a week were estimated in 52 guineapigs which had been 
receiving graded doses of vitamin C for a fortnight. In 
some animals histological examination of the scars and 
in others estimation of total vitamin C in whole blood 
were carried out. . | | 

The tensile strength of the wounds was found to va 
with the daily dose of vitamin C given. Saturation wit 
the vitamin was found not to be essential to optimal 
healing. 

The general histological appearance of wounds (by 
normal staining methods) did not necessarily give any 
indication of their tensile strength. There were more 
reticular fibres in the wounds which had ‘a low tensile 
strength. , 

There was a correspondence between total blood | 
vitamin C and wound tensile strength, and when the 
blood vitamin C was less than 0-1‘'mg. per 100 c.cm. a 
wound was likely to have a very low tensile strength. 


I am indebted to Roche Products Ltd. for a supply of 
vitamin C, and to Miss E. B. Cheek and Mr. Brian Lloyd of | 
the Oxford Nutrition Survey for assistance in the collection 
of blood and for carrying out the estimations of vitamin ©. ` 


REFERENCES 


Abbasy, M. A. (1937) Biochem. J. 31, 339. 

Barnett, S. A. and Bourne, G. (1941) J. Anat. 75, 251. 

Bartlett, M. K., Jones, C. M. and Ryan, A. E. (1942) New Engl: J. 
Med. 226, 469 and 474. . 

‘Bourne, G. H. (1936) Anat. Rec. 66, 370 ;` (1942a) J. Physiol. 

101, 327: (1942b) Lancet, ii, 661. 

Crandon, Tanen ennd, Q. ©. and Dill, D. B. (1940) New Engl. J. 

Doi, J. (1938) J. orient. Med. 28, 25. 

Evans, W. (1938) Lancet, i, 308. 

Giroud, A. (1938) L’acide ascorbique dans la céliule et les tissus, 


Berlin. : 
Hartzell, J. B. and Stone, W. E. (1942) Surg. Gynec. Obstet. 75, 1. 
` Continued at foot of next page 


692 THE LANCET] 


PRURITUS ANI 


A PRACTICAL APPROACH 


ALFRED J. CANTOR, MD SYRACUSE 
PROCTOLOGIST, FLUSHING, NY 


PRURITUS ANI is a symptom of many diseases, as is 
evident from the etiological classification. All cases 
of pruritus ani fall into two great groups—cryptogenic 
and secondary. Actually, of course, all cases must be 
secondary; ‘‘ cryptogenic °” is a temporary label for 
those that at present elude exact etiological classification. 


ZETIOLOGICAL CLASSIFICATION 
(A) CRYPTOGENIC. 
(B) SECONDARY. 


1. Local rectal conditions.—Rectal constipation; fissure ; 
fistula: cryptitis and papillitis; proctitis. Mechanical 
(traumatic), chemical, and bacterial factors, with later 
possibility of allergic and psychogenic complicating factors. 


2. Psychogenic.—Hysteria; anal masturbation; psychosis. 
3. Traumatic.—~Scratching ; rubbing of clothing (mechanical). 


4, Allergic.—Sensitization to bacterial toxins, fungi, or focal 
infections; foods; drugs; eczemas. 

5. Parasitic.—Threadworms ; trichomonas; monilia; fungi; 

itch mites. 


6. Thermal.—Warmth and associated sweating. 
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7. Chemical.—Chemical in badly washed diapers (infant. 


pruritus); alkaline or acid urine; medications; sweat ; 
urino Containing calcium oxalate crystals; urine of senile 
ng. 


8. General metabolic causes.—Thyroid dysfunction; diabetes ; 
ned disease; liver disease; anemia; vitamin defici- 
encies. 


9. Reflex ? 
DIAGNOSIS 

A familial or personal history of allergy, or the appear- 
ance of pruritus after the ingestion of certain foods or 
drugs, may be elicited. Nocturnal pruritus, particularly 
in a child, should suggest the possibility of threadworm 
- infestation. A history of “ athletes foot” demands 
fungus scraping of the perianal region. An elderly 
patient may tell of urine dribbling, an important factor 
in senile pruritus ani. 
a history of rectal bleeding, pain with bowel movement, 
or purulent anal discharge. The history may provide 
the clue to a systemic condition, the polyuria, polydypsia 
and polyphagia of diabetes, or the nervousness, warmth 
intolerance and weight-loss of thyroid. dysfunction. 
Hysteria, anal masturbation or psychosis may be 
indicated by the history. l l 

Many cases are prolonged by ill-advised local medica- 
tion, and local dermatitis medicamentosa is not un- 
common. The severity of the pruritus is easily evaluated 
by the type of therapy previously employed. If the 
patient continues to present severe pruritus after oil- 
soluble anæsthetics by injection, after roentgen 
therapy, or after a subcutaneous neurotomy, he has 
ee pruritus ani, and must be given immediate 
relief. 

A complete physical examination will point the way 
to further laboratory examinations, such as a basal! 
metabolism test, a complete blood-count, urine analysis 
or blood-sugar determination. Local rectal examination 
may reveal ulcer, fistula, or external hemorrhoids. 
Digital examination may establish the presence of 
acute ulcer spasm, hypertrophied papille, anal or 
lower rectal tumour mass, or rectal constipation. 
Sigmoidoscopy and rectoscopy will disclose any disease 
in these regions. 
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TREATMENT 


The findings indicate the therapy. If the pruritus 
is mild, if there is no local rectal or sigmoid abnormality, 
and no evidence of systemic disease, the patient is given 
a month’s trial with ordinary hygienic measures. He is 
told to cleanse the perianal area carefully with cotton- 
wool and warm water after every bowel movement 
and at bed-time, and to dry it carefully and powder 
with corn-starch or talcum powder on a powder 
puff. No local treatment, either by lotion or salve, is 
prescribed. 

If local abnormality is discovered—e.g., fistula, 
fissure or -hemorrhoids—surgery is advised. The 
patient is forewarned, however, that this may not 
relieve the pruritus and that further treatment may be 
needed. * ; 

Moderately severe cases may require local injection 
of oil-soluble anesthetics. These may be employed for 
temporary relief while a more complete investigation is 
in progress. I never, recommend roentgen therapy. 
Fungus infections are treated with half-strength Whit- 
field’s ointment or, more recently, with a solution of 
50% camphor and 50% phenol, painted on the peri-anal 
area twice a day. We need not here discuss the therapy of 
pinworms or of systemic disease. 

Severe cases must be given immediate relief, and 
extensive diagnostic studies should await this relief 
rather than precede it. If there is no local disease in 
the lower bowel and if the usual local measures, including 
oil anesthetics, have already been unsuccessfully tried, 
I advocate tattoo or tattoo-neurotomy. 


Anesthesia for this procedure may be local infiltration, 
preferably with an oil-soluble anzsthetic to obviate post- 
tattoo discomfort ; 20-30 c.cm. of solution, carefully injected 
to prevent pooling, is usually adequate. The perianal area 
is then coated with an ointment, such as lanoline, ‘ Nuper- 
cainal > or carbolated soft paraffin, to hold the dye particles 
during tattooing. The dye employed is cinnabar (mercuric 
sulphide), made into a heavy paste with water, alcohol, 
solution of merthiolate or procaine. The tattoo instrument 
has a speed of about 3000 vibrations per minute and employs 
8-10 fine needles, set in a single row and adjusted to penetrate 
to a depth of 2mm. The needles are dipped into the dye 
mixture from time to time while tattooing, and are held 
against the perianal] skin at an angle of 45°, The skin must 
be kept under tension, while the instrument is used with a 
back-and-forth or rotary motion. The resulting tattoo should 
be smooth and uniform.? 


Tattooing with cinnabar has been effective in a large 
proportion of my cases. I believe it to be preferable to 
alcohol injection which requires a long stay in hospital 
and leads to unpleasant sloughing. My experience with 
tattoo therapy in 32 cases of pernicious pruritus ani 
has been most satisfactory. It is a consulting-room 
procedure, simple, ambulatory and rapid. More recently 
I have performed a combined tattoo and subcutaneous 
neurotomy with excellent results in 21 cases, and I believe 
this procedure to be more satisfactory than either tattoo 
or neurotomy alone. This operation, too, may be per- 
formed under local anesthesia in the consulting-room, 
though I prefer to keep the patient in hospital for a day 
and to give low spinal anssthesia for the operation. 


SUMMARY 


Diagnosis and therapy in pruritus ani call for a com- 
plete history and physical examination, as well as local 
rectal study. | 

Therapy will vary with the cause but tattoo-neurotomy 
is the procedure of choice in cryptogenic pernicious 
pruritus ani. | 

l 1. Cantor, A. J. Amer. J. Surg. 1941, 53, 121. 


CANCER CONTROL ORGANISATION FOR EDINBURGH AND 
SourH-East Scortanp.—The executive committee, at a 
meeting held in Edinburgh on May 3, discussed the part the 
organisation might play in the future cancer service, the 
publication of studies on mammary cancer, and the fuller 
use by medical practitioners of travel vouchers to enable 
patients to attend at Edinburgh Royal Infirmary for 
treatment or examination free of charge. The treasurer of 
the organisation is Prof. William Annan, CA, 22, Charlotte 
Square, Edinburgh. 
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TISSUE CULTURE OF MALARIA PARASITES 
(PLASMODIUM GALLINACEUM) 


FRANK HAWKING, DM OXFD, DTM 
MEMBER OF THE STAFF OF THE MEDICAL RESEARCH COUNCIL, 
NATIONAL INSTITUTE FOR MEDICAL RESEARCH 


THIs note is a preliminary report on the cultivation of 
the: exo-erythrocytic stages of P. gallinaceum by the 
technique of tissue culture. .As is well known, malaria 
parasites go through an asexual cycle in the erythro- 
cytes of their vertebrate host (man or bird), thus fur- 
nishing the forms which are commonly found in the 
blood, and a sexual cycle in the invertebrate host, the 
mosquito. In addition, P. gallinaceum and certain 
other avian plasmodia exhibit forms which develop in 
reticulo-endothelial cells and in the capillary endothelium 
of the brain and other organs, these forms being known 
as exo-erythrocytic forms (James and Tate 1938). 
The relation of these forms to the development of sporo- 
zoites and to the production of relapses is a matter of 
dispute. The occurrence of simi forms in human 
malaria has not yet been satisfactorily demonstrated. 

No-one has yet succeeded in cultivating the blood forms 
(trophozoites) of malaria parasites in vitro for an inde- 
finite period, although Trager (1943) has improved the 
technique available for this purpose, and has observed 
living parasites after maintenance at 40-41° O. for 15 
days. Since the exo-erythrocytic forms of P. gallina- 
ceum live in cells which can easily be grown by the 
standard methods of tissue culture, it was considered that 
in vitro cultivation of these stages might present fewer 
difficulties.. Previous work on this subject has been 
described by Gavrilov, Bobkoff and Laurencin (1938) 
and by Hegner and Wolfson (1939). Gavrilov and his 
colleagues made numerous experiments in which tissue 
from fowls infected with P. gallinaceum was cultured in 
vitro. Malaria parasites were never found histologically 
in these cultures, but on two occasions material, cultured 
for 7 and 10 days, produced infections when inoculated 
into other fowls. Other experiments with inoculation 
of cultured tissue yielded no infections. Hegner and 
Wolfson (1939) were primarily interested in attempts to 
- determine whether exo-erythrocytic forms were truly a 
stage in the life-history of plasmiodia or whether they 
were really a separate species of parasite altogether. 


Fig. |—Typical 
malaria para- 
site (exo-ery- 
throcytic 
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schizont) in ` 
` tissue culture Fig. 2—Division of ə schizont into small mononuclear forms ; 

on 7th day. the elongated shape of these forms may be due to distortion 

( x 2500.) during smearing ; after 4 days in culture. (x 2500.) 


They describe a single experiment in which tissue was 
taken from a canary infected with P. cathemerium and 
cultivated in vitro. After 8 days, material from the 
cultures was inoculated into fresh canaries and produced 
typical infection with P. cathemerium; material taken 
at a later date was not effective in producing infection. 
Exo-erythrocytic forms were seen in smears made from 
one culture on the 15th day. No further investigation 
has been reported by these workers. 

In the present work, tissue was taken from 20-day-old 
chicks which had been infected 8 days previously by the 
intravenous injection of sporozoites. Such chicks die 
after 8-9 days with great numbers of exo-erythrocytic 
forms in the capillaries of the brain; similar forms can 
_also be found in smears made from the spleen, marrow, 


liver and other organs, but often much search is required 

to demonstrate them. i a 
Tissue from the spleen, liver, marrow or brain was implanted 

in roller tubes in a mixture of plasma and extract of embryo ; 

+ 

(except brain) was vig- 

orous. After a few days 

numerous parasites were 

appear in tissue culture P 
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Fig. 4—Photograph of schizont on [5th day 
of tissue culture. The outline has been 
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solution and embryo ex- - 

tract was added to form 

the fluid phase as is cus- 

tomary in this technique. 

Growth of the tissues 

spleen and marrow; in /} + j 

the cultures of liver they A Pi : 

were less plentiful. w T | 
A detailed description mS? * 

of the forms as they ` $ & 


and a mixture of Tyrode’s 
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found in the cultures of a,” 7 
present it is enough to 


say that the commonest 
form is the large oval 
schizont containing 
numerous pieces of 
chromatin. ~ Generally , : 
this is found on the slide free from any cell, but it is 
possible that itis really intracellular and that the remains 
of the host-cell disintegrate when the tissue is smeared 
over the slide for microscopical examination. Small 
mononuclear forms are also fairly'common in some 
preparations. To date, apparently healthy parasites 
have been found on the 15th day of culture (after which 
the cultures were overgrown by fibroblasts). Tissue 
taken from tubes on the 8th day was injected intra- 
peritoneally into chicks which became infected with 
‘typical endo- and exo-erythrocytic forms; also fluid 
taken from several tubes on the 9th day infected chicks 
after intraperitoneal injection. | 
It is considered that the conditions permit something 
more than mere survival of the parasites and that 
multiplication really occurs in vitro because: (1) 
parasites are difficult to find in the original implant, 
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Fig. 3—Five mature schizonts attached 
to the hose cell in which they pre- 
sumably developed; after 4 days 
in culture. (x 2500.) 


but large numbers are found after 
cultivation for several days; (2) 
clusters of tiny mononuclear forms 
are often found, which presumably 
have been formed by the recent | 
division of a large schizont. Some of these forms 
are depicted in the illustrations (figs. 1-4). Fig. 3 
shows 5 medium-sized schizonts still attached to the 
remains of the host-cell ; possibly the cell was originally 
parasitised by a plasmodtum which divided into 5, and 
each of the 5 daughter forms continued to multiply 
in the same site; more probably this multiple infection 
is the result of invasion by five merozoites. This technique 
seems to promise interesting possibilities and its study 
will be pursued. 
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James and others have shown that certain stages (exo- 
erythrocytic forms) of the bird malaria parasite, P. 
gallinaceum, grow in reticulo-endothelial and similar 
cells. These exo-erythrocytic forms have now been 
grown in vitro in tissue culture. 


Grateful acknowledgements are due to Dr. W. Jacobson 
for instruction in the technique of tissue culture, to Miss 


R. J. Berson for technical assistance and to Miss I. M. Tonkin; 


BSO, for supplying the infected chickens. The drawings 
were made by Miss V._.D. Markham from photographs. 
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Reviews of Books. 


_ Psychological Effects of War on Citizen and Soldier 
R. D. GILLESPIE. (Chapman and Hall. Pp. 250. 12s.) 


AMONG the Salmon lecturers, distinguished in so many 
fields of psychiatry, Air-Commodore Gillespie has the 
advantage of having received his training in the subject 
on both sides of the Atlantic, and the breadth of view 
thus fostered is plainly to be seen in this thoughtful 
and stimulating book. After a rapid survey of changing 
concepts regarding neuroses, he examines the constitu- 
tional and the social factors in such illness with wide- 
ranging arguments and factual support drawn especially 
from investigations with which he has had first-hand 
acquaintance. The two chief sections of the book then 
follow, dealing with neurotic illness. among civilians 
during war, and among members of the fighting forces. 
Although further experience has been gained since the 


lectures were prepared, his account remains a first-class 


review of the problem. In two further chapters the 
‘lecturer examines morale, and human relationships in 
the postwar world, with an outspoken optimism that 
gives no support to those who picture the psychiatrist 
gloomily acknowledging the hidden and inherent brutish- 
ness Ofman. Readers are more likely to conclude that there 
are among psychiatrists men who can combine the hopes 
and faith of the humanist with the common-sense of the 
physician and the inquisitive honesty of the scientist. 


Health and Hygiene 


Lioyp ACKERMAN, Western Reserve University. 
(Jaques Cattell Press. Pp. 895. $5.) 


Dr. Ackerman’s handsome volume is one of the 
Humanizing Science Books, Popularly Written for 
Everyone to Read. It is a guide to personal health and 
hygiene, and though purely American in law and prac- 
tise it is universal in its main elements.: It would be 
considered above the capacity of the average British 

_ citizen, but Americans are apt to pitch their propaganda 
slightly above the general level of intelligence, whereas 
we aim much below it. Though the book requires no 

_ knowledge of the technical side of medicine, it does 
expect from the reader a fair acquaintance with the 
principles of science and high ability to reason from 
evidence. It is instructive, completely in accord with 
the modern concept of hygiene, and on the whole 
accurate, though one or two pronouncements are open to 
question. Every chapter ends with a long table of refer- 
ences, scarcely necessary perhaps in a popular work. The 
second part, on the evolution of health concepts and health 
practices, can be read with profit by doctors, though 
it may leave the general reader puzzled to know why 
the modern concept of health has superseded others. The 
book can be recommended strongly to teachers of hygiene. 


Dental Histology 


JAMES AITCHISON, HDD GLASG., LDS, formerly lecturer 
on dental histology, Glasgow Dental Hospital; JoHn 
S. Dick, LDS, formerly demonstrator in dental histology 
at Guy’s Hospital. (Bale. Pp. 91. 18s.) : 


In this little book the dental student can learn all 
he needs to know about the microscope and how to 
stain and mount sections of tissues, and is introduced to 


basic dental histology. The collection of formule for bis- . 


tological reagents will be valued by the more experienced. 


REVIEWS OF BOOKS $ 


x 


(may 27, 1944 


New Inventions 


KYMOGRAPHIC APPARATUS FOR UTEROTUBAL 
INSUFFLATION 


THE use of uterotubal insufflation with carbon dioxide 
for the determination of tubal patency or non-patency 
in cases of sterility—the method is both diagnostic and 
therapeutic—is now universal. Many types of apparatus 
have been employed since the method was first described 
by Rubin in 1920. _ The addition of a kymograph in 1925 
enabled Rubin to record the graph of the insufflation ; 
the pattern gave definite evidence not only of normal 
tubal patency, function and non-patency but also of 
tubal dysfunction and pathology—e.g., spasm and 
stenosis. All who have used the kymograph agree 
that it is a valuable adjunct. 

The apparatus described here is the most recent one 
manufactured, and it incorporates the main features first 
devised by Rubin and subsequently modified by Bonnet. 


Carbon dioxide is supplied by a cylinder, enclosed - 


within a metal container. A spare cylinder is also 
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enclosed, allowing for constant use of the instrument 
while the empty cylinder is being refilled. A reducing 


- valve reduces the pressure of the gas to about atmospheric 


when the apparatus isin use. On the front panel of the 
instrument are mounted: (1) the dial of the flow-valve ; 
(2) a pressure gauge indicating the amount of gas in the 
cylinder and the point at which it requires recharging ; 
(3) the main valve of the CO, cylinder ; and (4) an open- 
and-shut valve. The rate of flow of the gas can be accur- 
ately regulated by moving an indicator on the dial of the 
flow-valve till it faces the figure corresponding to the 
desired rate (anything up to 100 c.cm. per minute). 

Above the panel there is fitted a special type of record- 
ing manometer which records, in ink, pressure variations 
during tubal insufflation on a revolving drum. The 
drum, 9 cm. in diameter and 13 cm. high, is provided 
with changeable chart papers, and is driven by a small 
synchronous motor (alternating current) at ahout one 
revolution in 5 minutes. 
to read up to a pressure of 250 mm. of mercury, which 
is the maximum pressure recommended. The Rubin 
uterine cannula is used with the added Bonnet device 
for altering the level of the rubber nozzle, whereby the 
pressure of the latter against the extended cervical os 
may be increased as desired. i. 

A compartment in the wooden case houses the electric 
plug and flexible lead, the cannula and its connecting 
rubber-tubing. The chart-papers are enclosed alongside 
by means of clips. The case is fitted with a carrying- 
handle and with clip-hinges for swinging the top-cover 
back when the apparatus is to be used. The whole 


‘ apparatus is compact and portable, the overall dimensions 


of the case being 13} by 1232 by 8} in. and the total 
weight approximately 22 Ib. | 

The apparatus is made by Messrs. Kelvin, Bottomley 
and Baird, Ltd., of Glasgow. 


ALBERT SHARMAN, MD GLASG., MRCOG. 
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: WOUND SHOCK 
On the eve of battle in which he may have to deal 
with many casualties, the medical officer is probably 
thinking a good deal about how he is to recognise 
wound shock and how he is to treat it. It is not 


difficult to recognise fully developed shock, and in a 


batch of wounded men the badly shocked can usually 
be picked out almost at a glance. The characteristic 
picture is unmistakable: the pale face with beads 
of sweat on the brow, the alert expression with a 
tinge of anxiety, restless fidgety movements, insati- 
able thirst, vomiting ‘shortly after each drink, a cool 
skin, a rapid and almost impalpable pulse, and a low 
blood-pressure. This picture denotes profound col- 
lapse of the circulation and its urgency must~ not 
be underrated. Irregular and sighing respiration 
is a danger signal, and air-hunger often means im- 
pending death. A badly wounded man who is very 
quiet and still, perhaps with his face swathed in 
bandages, may be very near death and should be 
examined at once. 

For the medical officer in forward areas a harder 
problem is to detect the man whose circulation is 
precariously maintained and is liable to fail suddenly 
and disastrously under the strain of further evacua- 
tion; this is the state of “latent shock ” described 
by Mr. Zacuary Core on p. 703. The harassed doctor 
faced with a difficult decision in a busy and over-filled 
advanced dressing-station would do well to remember 
that shock during the first few hours after wounding 
is usually a result of considerable hemorrhage or of 
large wounds (with or without evidence of much blood 
loss). For practical purposes he need not concern 
himself further with etiology. If he notes that 
dressings, clothing or blankets are grossly blood- 
stained, or finds much swelling around the wound, 
or sees that the wound—or the total area of all 


wounds—is large, with much laéeration of tissue, ° 


he may assume that shock will develop sooner or 
later. His job then is to make the man fit for 
evacuation and to keep him in good’ condition 
during transport. Transfusion is required, but 
complete replacement of lost blood is not always 
feasible. The great majority of men who are shock- 
prone, or have moderate shock, travel well after one 
or two pints of plasma, with a drip-transfusion con- 
tinued in the ambulance (as described by Lucas) ; 
and this may tide even the severely shocked patient 


over a dangerous period till he reaches a transfusion 


unit. Bleeding must be controlled—by large pres- 
sure dressings in preference to a tourniquet. Morphine 
is given, but only as much as is required to relieve 
pain; and it is best given intravenously. If the man 
is chilled he should be warmed, but not baked; if 
heating causes discomfort and sweating it is doing 
more harm than good. Efficient splinting of injured 
limbs, especially fractures, and gentle handling at all 
times, are essential. A convenient order of treatment 
of the shocked man is to start transfusion, inject 


1, Lucas, H, K. Lancet, 1943, ii, 503. 
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gr. } morphine through ‘the tubing near the needle, 


i apply or adjust dressings or splints, making sure that 


no bleeding is going on, give hot sweet drinks, and 
make him comfortably warm. 

The transfusion officer and the surgeon at rearward | 
units often have to face more complex problems. 
Failure of the circulation at a later stage after wound- 
ing may have many causes. As OGILVIE? puts it 
‘‘ for stretcher-side medicine ”? shock “ must be de- 
defined ’’: a very similar picture is produced by 
hemorrhage, plasma loss (in burns and crush in- 
juries), peritonitis, gas gangrene, brain damage, fat 
embolism, blast injury or any combination of them. 
Circulatory failure may be aggravated by rough 
travel or pain, and in this case some spontaneous 
recovery may be expected with rest and quiet. The 
cause of the failure cannot always be decided at one 
examination ; it may be discovered only by careful and 


> 


‘repeated observation of progress during transfusion. 


No single criterion will suffice for accurate diagnosis 
and for assessment of recovery, but serial blood- 
pressure records are certainly the most useful. The 
plan then is to diagnose circulatory failure, to start 
transfusion, and to watch progress. Brain damage 
and pulmonary complications, which as a rule are 
easily. detected, may render continued transfusion 
useless or dangerous. The response is often poor and 
transient in peritonitis and gas gangrene, in which 
early surgical intervention may save life. But the 
commonest cause of a poor response is continued or 
renewed bleeding, especially into body cavities, and 
here the most gratifying successes can be achieved by 
immediate operation to arrest bleeding, combined with 
rapid, and if necessary massive, replacement of 
blood. Shock from hemorrhage rarely becomes 
“ irreversible ’’ if it is tackled at once and with 
determination. Every experienced transfusion officer 
has seen men die who might have been saved if 
transfusion had been started only a few minutes 


earlier, and every experienced surgeon has on occasion 


operated too late. 

At this date it should not be necessary to emphasise 
that resuscitation by transfusion, and observation of 
progress, should not end when the patient reaches 
the operating-table ; often they must be continued, 
and with greater energy, during and after operation. 
Difficulties in diagnosis and treatment are often most 
numerous and complex in the postoperative period. 


THE HAEMOLYTIC STREPTOCOCCUS AND — 


SCARLET FEVER. 


TEN years or more elapse, they say, before a new 
discovery is put into practical use. When GRIFFITH 
divided Streptococcus pyogenes into a large number of 
serological types he enabled bacteriologists to prove 
what the epidemiologists had long suspected, that 
the same streptococcus might be responsible for a 


mixed outbreak of scarlet fever and sore throat, and 


enlightened physicians like Hopson? urged us to 
abandon the illogical but time-honoured practice of 
isolating the case of scarlet fever while leaving the sore 
throat at large. But to the lay public and to many 
doctors in practice scarlet fever was still a dangerous 
disease, and both family and family doctor felt 
happier when the ambulance had removed the patient 


2. Ogilvie, W. H. Brit. J. Surg. April, 1944, p. 313. 
3. Hobson, F. G. Lancet, 1936, i, 417. i ; 


to hospital.. However, hospital authorities, impressed 
with the increasing mildness of scarlet fever and the 
greater need for hospital treatment of measles and 
pertussis, increased the beds available for the latter 
infections at the expense of scarlet fever, while 
progressive medival officers of health like: DUNCAN 
Forses of Brighton and Forrest of Leyton en- 
couraged with considerable success the home nursing 
of scarlet fever. Now the Essex Epidemiological 
Committee has issued a memo (see p. 711) to all local 
medical officers of health and practitioners advising 
them not to send scarlet fever to hospital except in 
certain circumstances—for example, an unfavourable 
home environment, an approaching confinement, or 
the presence of a food-handler in the household. 
The memo does not specify whether under these 
conditions a patient with streptococcal sore throat 
should also be admitted to hospital, but it points 
out the danger of nursing many cases of scarlet fever 
‘jn one large ward since most of the secondary 
complications are due ‘to cross-infection with a 
streptococcus derived from another patient. | 
Fresh light on the epidemiology of scarlet fever 
and related streptococcal infections has been cast by 
recent American work. The studies of SCHWENTKER, 
JANNEY and GorpDon‘ in Rumania established the 
importance of antibacterial immunity in the indi- 
vidual’s resistance to scarlet fever, for they proved 
that bringing together a scarlatinal streptococcus 
and a Dick-positive person did not necessarily result 
in infection. On the side of the parasite, GRIFFITH 5 
had earlier noted in his investigations of streptococcal 
outbreaks in schools that for no apparent reason a 
particular serological type, perhaps recently intro- 
duced, would suddenly begin to spread and produce 
clinical infection in the community. To do so the 
streptococcus needs to be endowed with both in- 
fectivity or communicability as CoBURN® calls it 
and virulence ; that is, it must be able to pass readily 
from one person to another, establish itself in the 
new environment and produce infection. These two 
properties do not necessarily go together. An 
organism may have a poor capacity of communi- 
cability but a high virulence, and vice versa. It 
would be helpful if we had some indication before- 
hand of the kind of streptococcal carrier who is likely 
to initiate epidemic spread of infection. In an out- 
break of type 19 streptococcal infection (scarlet fever, 
tonsillitis and pharyngitis) among naval personnel, 
CoBURN obtained some useful information about two 


_ patients who became dangerous carriers in that they 


later initiated fresh outbreaks. Both of them 
developed secondary complications after their initial 
infection, in one case mastoiditis and bronchitis, and 
in the other sinusitis and bronchitis. In both, the 
throat cultures yielded only small numbers of the 
epidemic streptococcus. CoBURN suggests that in 
the course of producing secondary complications the 
infecting organism acquires the capacity of com- 
municability because it has to adapt itself to the 
changing immunity of the host in order to maintain 
its activity ; in other words it becomes “‘ host-fast.”’ 
Thus the patient with secondary complications would 
seem to be a likely focus for the spread of infection, 
4. Schwentker, F. F., Janney, J. H. and Gordon, J. E. Amer. J. 
Hyg. 1943, 38, 27. 


5. Griffith, F. Spec. Rep. Ser. med. Res. Coun. Lond. No. 227, 1938, p. 
267. 6. Coburn, A. F. Nav. med. Bull., Wash. 1944, 42, 325. 
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and epidemiological experience gives some support? 
to this hypothesis. CoBURN could not discover any 
distinguishing morphological or cultural features in 
the streptococci isolated from these two dangerous 
carriers; other workers claim that a streptococcus © 
in epidemic mood is more likely than not to be 
capsulated. | a 

Meanwhile, HAMBURGER and his colleagues € have 
confirmed another British experience that serologieal 
types of the streptococcus endowed with the erythro- 
genic toxin differ in different seasons in their capacity 
to produce the scarlatmal syndrome. Is this due to 
a variation in the toxigenicity of particular types or 
to some other acquired variation m the parasite ? 
As CoBuRN remarks—“ The nexus between a host- 
bacterium interaction .. . can probably best be 
defined by the collaboration of the clinical epidemi- 
ologist, the student of bacterial, metabolism and the 
enzyme chemist.” : 


THE SCIENCE AND THE ART 
“To the physician particularly a scientific discipline 
is an incalculable gift, which leavens his whole life, 
giving exactness to habits of thought and tempering the 
mind with that judicious faculty of distrust which can 


alone, amid the uncertainties of practice, make him - 
wise unto salvation. For perdition inevitably awaits 
the mind of the practitioner who has never had the full 
inoculation of the leaven, who has never grasped clearly 
the relations of science to his art, and who knows nothing, 


and perhaps cares less, for the limitations of either.” 
Sir Tuomas Lewis has studied for many years the 
technique appropriate for that inoculation. Fifty 
years ago, when OSLER spoke those words, the method 
seemed plain. Germany had pointed the way, by 
establishing in her medical schools great laboratories 
of chemistry, anatomy, physiology, and the rest, 
whose scientific approach and whose new knowledge 
were permeating all medicine. Let the student in his 
earlier years pass through the discipline of these 
laboratory departments and he would reach his 
clinical stage equipped not only with knowledge -of 
the structure and functions of the human body but 
also with the habits of exact thought and the judicious 
faculty of distrust that are so desirable. America and 
Britain have built those laboratories, and today the 
student serves long years in them, but it cannot be 
said that the bulk of practising doctors yet think 
with scientific precision. Their changing enthusiasms 
for vaunted remedies of no proved value-are proof 
enough that they are more credulous than critical. 


Why has the inoculation not leavened the lump 2 


Lewis gives his answer, and prescribes his remedy, 
in the reflections upon medical education concluded 
in our present issue. The fundamental difficulty, 
put more bluntly than in his incisive sentences, is 
that science has not yet justified itself over a wide 
enough stretch of clinical medicine. By science we 
mean that precise mode of thought that seeks generali- 


. sations and explanations behind phenomena, in- 


quires by experiment, and learns to forecast the 


- consequences of certain acts. If it were as evident 


to the medical student that medical science could 
cure most kinds of disease, as it is to the engineering 
student that engineering science can build most 
kinds of bridge, then the former would assimilate 


eee ee ee 
7. Pee pown; W. A. and Allison, V. D. J. Hyg., Camb. 1935, 35, 


8. Hamburger, M. jun., Hilles, C. H., Hamburger, V. G. i 
M. A., and Wallin, J. G. J. Amer. med. Abs: 1944, ise ee 
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and use his science as readily as the latter. But in 
so much of medicine the physician still merely 
observes the manifestations of disease, associates 
them in arbitrary but meaningless recurrent patterns, 


and is powerless to influence them. Since, as a body, | 


physicians cannot shut their eyes to some of these 
manifestations and concentrate upon others—for the 
patients stand before them as human beings asking 
for help—it is little wonder that their intellectual 
_interest develops along the line of the collector’s, 
and their therapeutic effort often shows more fond 
hope than discrimination. These physicians become 
- the teachers of clinical medicine, ten or twenty years 
after they have left the laboratories and the scientific 
atmosphere. Naturally they teach what they prac- 
tise—careful observation, skilful technique, the 
recognition of miultifarious patterns of signs and 
symptoms, and a mixture of treatments good, bad 
and indifferent; to that the best of them add a 
human understanding and a measured sympathy 
that are beyond the comprehension of science. They 
do not ignore the positive contributions of science 
to therapeutics, but they are apt to teach them as 
rules of thumb, to students who are prone to use 
them clumsily or inappropriately.. The empiric in 
medicine still greatly exceeds that part which science 
has rationalised ; hence a loose empiricism tends to 
- predominate over scientific precision of thought. 
And yet it seems likely that science can infiltrate 
and clarify further reaches of medicine, and that the 
scientific attitude, informing but not engulfing the 
art as practised today, will improve the standard 
of the art’s achievement. That proposition, how- 
ever, is not self-evident to the student and the 
practitioner ; it must be presented and accepted as 
a matter of faith, in the belief that it will bear fruit. 
Lerwis’s proposal is that the university professoriate 
in medicine should become the custodians and teachers 
of that faith. To that end professors must become 
more highly differentiated, in the embryologist’s 
sense. They must no longer attempt to be widely 
experienced all-round physicians. They must leave 
the teaching of routine medicine—diagnosis, prog- 
nosis and treatment—and the management of large 
wardfuls of patients, to their non-professorial col- 
leagues. They must concentrate on the study and 
teaching of what, for want of a better term, LEWIS 
calls ‘‘ theoretical ’’ medicine. Their task is to show 


the student what ground science has won in medicine ; 


just how, as a matter of historical fact, it was won : 
what signs and symptoms can .be explained in terms 
of applied anatomy and applied physiology, and by 
what means scientific observation and ,experiment 
arrived at the explanations ; where the boundaries 
of scientific medicine lie ; and what tracts beyond them 
are ripe for invasion by appropriate scientific methods. 
To some types of student mind this clear-cut presenta- 
tion of science within medicine, far more than the 


present teaching of laboratory science antecedent to — 


medicine, will make a strong appeal. From such 
minds the future researchers (and the future pro- 
fessors) will be recruited. They must be given 
opportunity, sparingly in their student years, and 
abundantly after graduation, to develop for them- 
selves the spirit of critical inquiry and the mental 
technique of investigation. In the mass of students 
as seen today they will be a minority. For the rest 


“ vocational ’’ medicine will be their lifework, but 
they too should be given the discipline of a measured 
amount of “ theoretical ” training, in order that they 
may at least learn discrimination, and go forward 
with minds still open, able to distinguish between 
true and false, proven and not proven. The separa- 
tion of vocational and theoretical training implies 


‘no segregation of students ; it is designed merely to 


give the theoretical training more emphasis and more 
scope. The professor who. is to present this aspect 


of medicine must be himself a researcher and a 


director of research in that field of experimental 


medicine dealing directly with the human subject to 
which Lewis has given the name clinical science. 


He must be acquainted with the broad trends of all 
current investigation bearing on that field. Hence 
he must be freed from burdens of routine ward 
teaching and .routine care of patients: The wards 
attached to his department should he small; thirty 
beds are suggested. The patients should be selected 
from the whole pool of those available to the hospital, 
for their relevance to the subjects under investigation 
or as illustrations of ‘‘ theoretical ” teaching; the pro- 
fessorial unit should be fully responsible for their care, 
but may return them to the pool at its discretion. 
We are looking forward to rapid changes in the near 
future in the organisation of hospitals and of medical 
teaching. There is room for experiment and innova- 
tion, for while we think that our best achievement 
in the past has been very good we must admit that 
our average is capable of improvement. Sir THOMAS 
LEwIs’s views, backed by a lifework in which he has 
put them into practice with eminent success, will 
impress the arbiters of planning very strongly. 
His objective will be widely approved. His method, 
we hope, will be widely attempted, but it is probable 
that even he himself would not wish it to be the only 
experiment made.. Granted that the complexity 
of the teaching task calls for differentiation of function 
among teachers of medicine, the differentiation need 
not always be between professorial and non-pro- 
fessorial units. A ‘ vocational” professor might 
be combined with a “ theoretical” associate, or a 
“ vocational ”’ associate with a “ theoretical ’’ pro- 
fessor, within one department, the assistants gravi- 
tating according to their bents, or on occasion 
oscillating. Differentiation is easy to arrange for ; 
integration is equally necessary, but more difficult to 
achieve. Any scheme will fail if antipathy arises 
between the teachers or between their teachings, 
and the student will suffer rather than gain if he 
senses professorial scorn for the muddle-headed - 
clinician, or the practical physician’s faintly con- 
temptuous indifference towards the intellectual 
highbrows. Sometimes these attitudes may be less 
likely to develop between members within one ~ 
department than between separate departments. 
By more roads than.one we may come nearer the 
goal of grasping clearly the relations of the science 
to the art, and knowing much of the limitations, 
and the scope, of both. | | | 


e M ee O- aliia aMail i 


AT the request of the Minister of Health the Annual 
Representative Meeting of the British Medical Associa- 
tion called for July 18 has been postponed. until further 
notice, and the Panel Conference will not be held on 
June 28. This will have the effect of postponing 
negotiations on the White Paper. 
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- make metal fillings contract and fall out. 
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DRUGS UNDER THE TONGUE 
TWENTY years ago Grossmann and Sandor? proved 
beyond question that nitroglycerin is freeely absorbed 
from the sublingual space. An official palatable tablet 
is provided for use in-angina pectoris but it is still uncer- 


tain whether absorption is rapid enough to bring the drug © 


into action before the attack subsides spontaneously. 
The later assumption that morphine can be adminis- 
tered with advantage by the same route has been based 
largely on -analogy and perhaps hopeful thinking. 
Walton? has now shown by animal experiment and 
human controls that unless morphine which is placed 


under the tongue is subsequently swallowed an amount © 


at least ten times as great as the subcutaneous dose is 
needed to produce comparable effects. For the relief of 
pain therefore at least two grains would be required and 
this might prove dangerous if swallowed. | Dihydro- 
morphinone (‘ Dilaudid’) and codeine proved equally 
ineffective sublingually. Diacetylmorphine (heroin 
made a better showing with a sublingual/subcutaneous 
effective dose ratio of five instead of ten to one, but this 
still seems outside the range of safe therapeutics. Drugs 
can be classified from this point of view into four groups. 
First, there are those sufficiently well. absorbed in the 
mouth to.be operative in reasonable dosage—e.g., 
nitroglycerin, apomorphine, cocaine and nicotine—even 
if some of them, such as ergotamine tartrate, are more 
effective when swallowed. In the second group are those 
which are well absorbed but only effective when given in 
doses which would be dangerous if ingested—e.g., 
morphine, strychnine, atropine and picrotoxin. Then 
there are some which though absorbed usefully are either 
irritant locally, such as pentobarbital, or too insoluble 
to go into solution in the small amount of fluid available. 
Last come a large group of drugs which fail to penetrate 
the mucous membrane or are only taken up at insigni- 
ficant rates, for example, leptazol, strophanthin, digoxin, 
ergometrine. The sublingual route may prove valuable 
for the administration of substances which are destroyed 
by the ordinary processes of digestion. Thus it has been 
reported ? that in Addison’s disease adequate amounts of 
desoxycortone can be introduced in this manner over a 
considerable period, and posterior pituitary extract, in 
double the intramuscular dose, is sometimes given in the 
same way. Several testosterone compounds and cstro- 
gens are also usefully absorbed and so support Walton’s 
thesis that there is a close relationship between the lipoid 
solubility of a drug and its ability to pass the buccal 
mucous barrier. The correlation however is not suffici- 
ently close to remove the necessity of investigating the 
behaviour of each individual substance before relying on 
sublingual absorption. 


TOOTHACHE AND AVIATION 

Apart from the emotional stresses to which the 
airman is subjected, three main physical strains are 
placed upon him—low temperature, low pressure and 
centrifugal force, the. effect of the first two being in- 
creased by altitude and the third by tight turns or loops. 
The possibility of low temperature at high altitude 
causing dental pain has been greatly overrated and some 
curious statements have been made, apparently through 
forgetting that the cheeks, lips, tongue and saliva all 
insulate the teeth against temperature changes. Thus 
Koelsch * has suggested that the cold is ee 

ther 
writers have suggested that amalgam fillings would 
disintegrate, perhaps having in mind the fact that 
1. Grossmann, M. and Sandor, J. Klin. Wschr. 1923, 2, 1833. 
2. Walton, R. P. J. Amer. med. Ass. 1944, 124, 138. 


3. Anderson, E., Haymaker, W., Henderson, E. Ibid, 1940, 115,2167. 
4. Koelsch, F. Handbuch der Berufskrankheiten, Jena, 1935. 
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tin, which may be used in small quantities in the 
amalgam, rapidly becomes amorphous at —48° C. The 
fallacy in these suggestions has been shown by Harvey. 
Using a thermocouple sealed into a tooth he has demon- 
strated that when modern oxygen equipment is used 
the range of temperature recorded is about 20—45°C., 
well within everyday limits. An iced drink taken at 
ground level reduced the temperature of the tooth to 
12° C., far lower than the lowest temperature recorded 
for altitude. The deleterious effects of low barometric 
pressure at great heights have largely been countered 


by the use of the pressure sealed cabin. At medium or ` 


high altitudes, if the flyer is exposed to the fall in pressure, 
there is no reason why the normal tooth should be 
affected more than any other organ. ‘“‘ Bends,” due to 
the escape of nitrogen bubbles into the tissues, typically 
gives rise to joint and muscle pains, or more rarely to 
nervous signs, and though it may produce dental pain 
it iş unlikely to do so without other symptoms. Ina 
case of diver’s bends recorded by Donald ® the patient 


_had toothache as part of a severe temporary trigeminal 


neuralgia for which a bubble involving the second branch 
of the trigeminal nerve was blamed. It is of course pos- 
sible, in an improperly filled tooth with an air-space over 
the pulp under a sealed filling, that the change in volume 
with pressure might give rise to pain, and Restarski’ 
has shown by staining methods with extracted teeth 
that leakage round the margin of a filling takes place 
more readily under gross changes in pressure if the 
filling materials are improperly mixed. In a turn or 


loop centrifugal force is usually acting from head to feet. __ 


This is a well-known cause of ‘* blackout ” but is unlikely 
to cause dental pain. A tooth with a slight degree of 


. pulpitis might be made to ache by the increased blood 


content in the narrow pulp chamber when the centrifugal 
force acted in the opposite direction, but an aircraft is 
seldom manceuvred in such a manner. It will be seer 
then that none of the three main conditions peculiar 
to flying are likely to give rise to pain in sound teeth. 
Where however a pathological state already exists, 
known or unsuspected, flying conditions may exacer- 
bate it, and so draw attention to it. Regular dental 
inspections and X rays are clearly an important part of 
the periodical examination of flying personnel, and the 
rarity of toothache ‘in pilots and air crews on flying 
duties is a tribute to the efficiency of the RAF dental 
Service. . = ot 
DUST IN FOUNDRIES 


WORKERS in steel foundries, and -to a less extent in 
other foundries, are exposed to the risk of silicosis from 
inhalation of dust when moulding sand is being cleaned 
off the metal castings. War has brought with it more 
casting, more dust, and more risk. Silicosis became a 
matter of concern in America in the late ’twenties, some 
15 years after the increase of foundry activity which 
began in 1915-1916. A similar increase could no doubt 
be shown in other steel-producing countries and it is to 
be anticipated after this war unless active measures 
are taken te control foundry dust. These and other 
points are made è by Ross and Shaw from their observa- 
tions in 1942 of conditions in 28 foundries in three 
Australian States. From 15 foundries they took samples 
for counting and chemical analyses to determine the 
dust concentration and type of dust to which the workers 
were exposed—using the Owens dust counter and the 
Greenburg-Smith impinger. For their purpose the 
thermal precipitator was found less suitable. Their 
results embody a prodigious amount of tedious but 
useful work. Their method too of calculating and com- 
. Harvey, W. Brit. dent. J. 1943, 75, 221. 

. Donald, K. W. Brit. med. J. 1944, i, 590. 

. Restarski, J. S. Nav. med. Bull. Wash, 1944, 42, 155. 

. A. and Shaw, N. H. Dust Hazards in Australian 
Foundries. Technical report No. 1, Industrial. . Welfare 


us 
Division, Department of Labour and National Service, Com- 
monwealth of Australia, 1943. 
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paring dust exposures is worth a trial by other investiga- 
tors. It is best described in the authors’ own words : 


_ “Consider a foundry. process in which there are n distinct 


operations. Dust. samples are collected during each of 
these n operations and an average concentration for each 
operation is determined—C,, C,... Ca. The average 
duration of each operation is measured and is multiplied 
by the number of times the operation is repeated per hour 
to give the duration of each operation in seconds per hour— 
ty, te, .- - tn. Now suppose an operative inhales air at the 
rate of V c.c. per second, then in one hour he will inhale 
Cy t)V + Cyt,.V+ . . . + COCrtaV particles of dust—i.e., 
V(C,-t, t Certs . . . + Catan) particles of. dust. During 
the hour the operative inhales 3600V c.c. of air, so that 
the amount of dust inhaled is equivalent to that which 
would be inhaled if he were working in an atmosphere with 
@ constant concentration of 


V(C,‘t, + Cats + eee + Ca-tn) ae Cyt, Cate a 
| - 3600V = 3600 3600 
particles per c.c. 


The figure obtained represents the number of dust 
particles inhaled during one hour of the process for each 
c.c. of air breathed and the term ‘ particle-hour per c.c.’ 
is used to describe this quantity.” 

It seems possible by this method to assess the relative 
dangers of various foundry processes. One process 
might show a high dust concentration’ but the total 
exposure of the worker might be short ; another process 
might have a lower dust count and the total exposure 
longer. It should however be borne in mind that the 
index ‘‘ particle-hour per c.c.” does not take into account 
the relative dangers of dust clouds in so far as they 
- depend on the character of the constituent particles. 
For example, the dust arising in blasting operations (sand 
or shot blasting) may be more deleterious to the lungs 
because the sand particles have been freshly fractured. 


Cota 
= 3600 


MIDWIVES IN THE SERVICE 
APPENDIX A to the White Paper relates briefly how 


under the Midwives Acts 1902-1936 a domiciliary service 


has grown up under 188 local supervising authorities, 
which since the latter date have been charged to see that 
enough midwives are available. On the whole, it is 
said, the system though complicated has worked well, 
and there is little indication in the paper of the direction 
‘in which it will be changed except to dovetail into a 
regional plan. 
tion of Supervisors of Midwives on May 17 that the new 


‘national maternity service should allow for a growing 


preference among the women in this country to have 
their babies away from home, and should provide 
institutional beds for as many as 70% of them. The 


proportion of institutional confinements rose from 15%. 


in 1927 to 35% in 1937 and during the war more and more 
women are asking for it. The supervisors, who ought 
to know, replied that many of the women are asking to 
leave home only because they cannot get any help there. 
They suggested too that on social grounds it is better 
for the baby to be born at home because the birth, is 
then a family event in which the father has his share. 
Moreover mothers leaving hospital are apt to lose their 
milk on getting home (the surprisingly high proportion 
of 90% was mentioned and confirmed by Mr. Holland). 
At home the midwife has to attend for 14 days and can 
see that lactation is properly established before she 
leaves. Domiciliary midwifery is safe enough except 


for the case which goes wrong. For these, more im- - 


portant even than the specialist in Mr. Holland’s view, 
is a resuscitation team. The woman who dies in child- 
birth dies of shock, and the first to come on the scene 
in an emergency should be a squad with the means and 
equipment to give transfusion. The specialist can follow 
a few minutes later. Emergencies would of course 
be fewer if the women to be confined at home were 
carefully selected. Any woman who has already borne 


MIDWIVES IN THE SERVICE 


- antenatal clinic under the small local one. 


Mr. Eardley Holland told the Associa- 
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six children, he holds, should go to hospital. Speaker 
and audience were at one in demanding that the doctor 
to be called in by the midwife should have special 
experience ; supervisors naturally emphasised the point 
that the training of pupil midwives in the conduct of 
normal labour is far more thorough than that of medical 
students. The practitioner on whom the midwife 
calls for help should be one who has gained skill from 
long experience, or has held a good resident appointment 
in midwifery. In planning-the new service Mr. Holland 
thought an area of 1 million population with 15,000 
births yearly would be an economical unit. At the 
centre there would be a key institution, with 3 or 4 
smaller ones towards the periphery, and local units 
staffed by general practitioners and midwives. It 
would not do to divide midwifery, putting the institu- 


‘ tions and specialists under the regional authority, and 


the general practitioners and midwives with a small 
The picture’ 
Mr. Holland and the supervisors (or ‘‘ know-how’s’”’) 
have in mind is one of skilled and selected general 
practitioners supporting the midwives, and a first-class 
institution supporting both. | 


RICKETS IN WAR-TIME 


Wak and rickets seem to have become associated. : 


There was civil war at the time Glisson’s famous pam- 
phlet appeared in the seventeenth century, and it was 
in Vienna after the 1914-18 war that Harriette Chick 
and her co-workers made the detailed clinical studies 
which preceded the elaboration of vitamin therapy. 
So it was natural to fear that the present war might 


have arrested the steady fall in the incidence of rickets. 


in this country, and the committee advising the Ministry 
of Health on the welfare of mothers and young children 
suggested to the British Pediatric Association that. a 
national survey would be valuable. The report on such 
a survey, now before us,! cautiously concludes that there 
is no evidence of any war-time increase in radiological ` 
rickets. This terminology strikes a new note in public 
health inquiry, and indeed the value of the report lies 
not so much in its evidence about the amount of rickets 
in the community as in the light it throws upon 
the changing manifestations of the disease and ‘the 
need for revising our standards of diagnosis. Members 
of the association in- 23 areas in Great Britain and 


Ireland took part with the local authorities in the 


investigation. Children between the ages of 3 months 
and 18 months were ‘“‘selected’’ to secure a repre- 
sentative group of children, various ways being suggested 
according to local conditions. A clinical examination 


was made, the results being recorded in a standard . 


questionnaire, and an X-ray examination was made of 
one wrist in each child. The reading of the X rays was 
carried out by a committee of three radiologists, the 
majority view being accepted as the likely diagnosis. 
Statistical analysis of 5283 records was carried out by 
Dr. Percy Stocks, who has made a brilliant use of the 
material. presented. A mild winter and a warm and 
sunny period (mid-January to end of February, 1943) 
were unfortunate from the scientific aspect and the 
radiological survey yielded only 106 cases’ of active 
rickets, so that detailed analysis of the results as regards 


_ feeding and prophylaxis was not possible. ` The incidence 
‘of rickets diagnosed radiologically in children between 


3 and 18 months of age is assessed by Stocks at 23% 
before 6 months, 4% in the first year and negligible after 
that period. These figures are for Great ‘Britain ; 
the Irish results proved somewhat erratic. But the real 
interest of the report comes when the clinical diagnosis 
is discussed. The rates for active rickets diagnosed on 


orthodox clinical lines (enlarged epiphyses, enlarged . 


costochondral junctions, delay in closure of the fontanelle, 
L. Rep, publ. Hlth med. Subj., Lond. No. 92. HMSO, pp. 36, 
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craniotabes, late walking and delayed dentition) ranged 
from nil in St. Albans and Watford to 61% in Sheffield. 
For the country as a whole, only a small proportion of 
the clinically positive cases were confirmed radiologically, 
and this cannot be due to’a failure of radiology to 
detect cases of rickets since the clinical methods missed 
half of the active cases of rickets diagnosed by X rays. 
The truth is that there is a large subjective element in 
determining that an epiphysis is ‘‘ enlarged,” for this 
term.presupposes a normal standard in the mind of the 
clinical observer. So long as rickets was severe the 
bony changes were so gross that no doubt could arise, 
but severe cases are now rare. Spence? reported in 
1934 nearly 5% of severe active rickets among children 
of Newcastle-on-Tyne, whereas in the same city in 1939 
a similar group of children showed not a single case of 
rickets.’ As the disease has become milder so the 
border-line between normal and abnormal in the clinical 
findings has become blurred. The present report hints 
that transitory craniotabes may be physiological, and that 
bowlegs are more likely to be due to other things than 
rickets. It sums up the matter thus: ‘In the severe 
types the clinical diagnosis of rickets is usually easy, 
in the milder forms extremely difficult, and in the minor 
degrees of bony change quite impossible.” > Hence radio- 
logical diagnosis becomes increasingly important, al- 
though even the X rays can miss cases if the wrist alone 
is examined. Chemical assay, especially of the serum 
phosphatase, seems a more delicate method of detecting 
the minor aberrations of calcification of bone, and the 
report holds out hope that some centres will have 


obtained results by this method which may be published | 


separately. 
CEPHALH ZMATOMA 


Ir has always been assumed that a cephalhematoma 
is produced during the process of birth and that trauma 
is an essential factor in its causation. Chorobski and 
‘Davis’ suggested that in some cases small vessels 
passing from the vault to the pericranium are injured 
during birth, producing an effusion of blood. Naujoks * 
described how he first injured the scalps of stillborn 
babies by rubbing them forcefully, applied suction and 
produced lesions indistinguishable from cephalhsma- 
tomas. Sjövall, too, regarded trauma as a most 
important factor in the production of these effusions, 
and pointed out that they are much commoner in 
primipare than multipare, that 48% occur over the 
right parietal bone and 35% over the left, and that 11% 
are bilateral. De Lee’ also agreed with the traumatic 
view. Blair Hartley and Burnett ® draw attention to 
the paucity of X-ray evidence on this subject. Their 
observations on cephalhematoma have been incidental 
to their study of craniolacunia. They confirm the 
accepted teaching that cephalhsematomas tend to form 
over the right parietal bone, but say that the effusions 
are often multiple and in many cases only one of them 
can be discerned on clinical examination. They also 
confirm that cephalhzematomas do not extend quite to 
the suture line and have observed that if X-ray pictures 
are taken one side of the cephalhzematoma will be found 
to rise sharply from the skull, while the other edge 
shelves gradually. towards the parietal bone, and that 
ossification starts earlier on the pericranial or outer 
T. than on the inner or osseous one. The clinical 


. Spence, J. C. Investigation into the Health and Nutrition of 
certain of the Children of Newcastle-upon-Tyne between the 

_ ages of 1 and 5 ee Report published by Newcastle Health 
Department, 1934 


. Brewis, E. G., Da vison, G. and Miller, F. J. ane Report pub- 
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diagnosis in their view depends on the steepness and the © 


depth of the swelling in relation to its size. They also 
maintain that an association exists between the forma- 
tion of cephalhzeematomas and deficient ossification in the 
parietal bones. In one of the cases of cephalhzmatoma 
the cranial bones presented an appearance not far 
removed from overt craniolacune. It has long been 
recognised that babies who have been subjected to severe 
birth injuries commonly develop cephalhzematomas, but 
in most cases of cephalhematoma there is no history of 
antecedent trauma. Again, a birth injury may be 


| 


severe enough to fracture one or other parietal bone, - 


and yet will produce no effusion of blood. Hartley and 
Burnett say there is no incontrovertible evidence that 
cephalhematomas are always formed during birth, and 
suggest that, providing ossification in the foetal skull | 
is deficient, small effusions of blood may take place 
during the last month of pregnancy when the head is 


` subjected to a certain amount of pressure as it engages 


in the pelvic brim. This may be why cephalhematoma 
is commonest in first babies. Even if the cephalhæma- 
toma starts during the last month of pregnancy other 
hemorrhages are likely to follow as full term approaches 
and during labour itself. They suggest that these 
swellings may be thought to appear on the second or 
third day after birth when in some instances they were 
present at birth and were masked by the caput succed- 
aneum. They rightly draw attention to the important 
part which fetal blood deficiencies may play in this 
condition. An investigation into the relationship 
between hypoprothrombinemia and cephalhematoma 
might prove a fertile field for research. 


How HOT IS A BURN? 


To the familiar question of the surgeon—How deep 
is this burn ?—might be coupled a similar one from the 
pathologist— How ‘hot was this burn ? Data from human 
accidental burns are never likely to be obtained, but ' 
something has been learnt from experimental a 
Lewis 1 showed some years ago that water at 51—52° C. 
applied to the skin would produce blistering although 
the subcutaneous temperature did not rise above 42° C. 
Some more detailed experiments are now reported by 
Mendelssohn and Rossiter ? on the changes in the subcu- 
taneous temperatures in guineapigs when they are burned 


with an iron whose temperature can be acourately : 


controlled. By assuming that the temperature of the 
skin itself will lie somewhere between that of the burning 
iron and that recorded by a.thermocouple inside a needle 
placed in the subcutaneous tissues they conclude that 
irreversible changes take place in the epidermal cells at 
temperatures between 45° and 52°C. The living 
elements of the skin do not apparently differ from other 
body tissues in their ability to withstand heat. They 
also record the maximum rise in subcutaneous tempera- 
ture after the application of external heat for periods of 
a minute. With the highest temperature they used, 
70° C., 


taneous temperature. It would be interesting to extend 


there was a rise of about 20°C. in the subeu- © 


these observations to the effects of much higher tem- | 


peratures applied for shorter times, and also to in- 
vestigate the properties of samples of protective clothing. 
The success of the simple antiflash gear m use in the 
Royal Navy suggests a method for protecting againat 
high temperatures where exposure is likely to be only 
brief. The duration and mode of contact with the heat 
are obviously of greater importance in most cases than 
the actual external temperature. Thus a hot-water 
bottle at 60-70° C. may do more damage to the skin of 
an unconscious person than exposure to temperatures 
ten times as great will do to a person whose reflexes 
are fully active. 


. Lewis, T. and Love, W. S. Heart, 1926, 13 
. Mendelssohn, K., and Rossiter, R. J. Gor i exp, Physiol, 1944, 
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Reconstruction 


MINISTER AND BMA 
REPLY TO THE COUNCIL’S STATEMENT 


On May 17 in his constituency at Croydon, Mr. HENRY 
WILLINK, Minister of Health, spoke on the National 
Health Service proposals as follows :— 


This country has a good record in its health services, 
good in kind and good in results. 
that all of us, as individuals, can get all these services 
when we want them—that the public, in fact, can be sure 
of getting all that medical science is in a position to offer 
—hecause medical men and women still lack the fullest 
opportunity of giving this to the public as a whole. 
This is agreed by all. 

There is no reason why after the war everyone should 
not be able to live with the complete assurance, at the 
back of his mind, that whatever he needs in the care of 


ill health and help in good health will be there to his 
hand, as and when he wants it, for Fimgel and his. 


family. 

Let us be clear on this. - This is iot in any sense a 
policy of ‘“‘ something for nothing.” We are all going to 
pay as fully for our medical services and the care of our 
health as we have in the past. But we are going to do 
it in a new way, a way which will separate any problem 
of cost from the current anxieties of sickness. The 
nation as a whole, in future, will foot the nation’s bill of 
, health, all of us taking our full and appropriate share in 
the settlement. 

We shall arrange that anyone can use any of these 
services at any time, while not being in any way obliged 
to use any of them. If anyone wants to arrange any of 
these things privately for himself, of course he can do so. 
This is an entirely voluntary service. | 

We are not going to turn doctors into state officials 
and hospitals into state institutions, because we do not 
believe that this would be in the best interests of the 
people for whom the service is designed. In the health 
services everything depends on the individual and 
personal relationship of doctor and patient and nurse, 
and not on a system. So we are proposing instead to 
build up on the well-rooted foundations of the past and 
the present, to intervene—in the sense of state interven- 
tion—only just as much as is inevitable to ensure that 
people in fact get the service which they ought to have ; 
= but keeping, and guarding jealously, all the typical 

British traditional things which we value, the proper 
professional freedom of professional men and women, 
encouragement of variety and personal enterprise, the 
independence of self-governing voluntary institutions, 
— the representative local-government system—all working 
together in a common service for the community. 

The main object of the white-paper is to provoke and 
stimulate discussion. But discussion and criticism must 
be constructive, not obstructive. Naturally, any pro- 
posal for a great social advance on this scale is apt to stir 
up feelings a little ; and feelings, stirred up, do not always 


run in. helpful channela—and are not always unaccom- 


panied by misrepresentations of various kinds. The 
atmosphere is admitted to be thick with suspicion in 
certain quarters. Suspicion is apt to lead to distortion 
of judgment. : 


NO QUESTION OF ‘f WHETHER ” 


Let us be quite clear on this. We are determined to 
carry through what we believe to be a great stride forward 
in the national health. Our objective has been endorsed 
by Parliament. The public have welcomed it. 


sional men and women whose lives are directed to promot- 
ing health and happiness in the community. The pro- 
ject will go on. _ The Government will go to Parliament 


MINISTER AND BMA 


But it is not yet true 


We are - 
sure that it. commands the goodwill of all those profes- | 
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with a full scheme for health, as we have already gone 
with a great scheme for educational reform. 

There is no question of ‘‘ whether ”—only the question 
of “how ” or “in what form.” It is on that we want 
discussion—helpful, expert, critical discussion with all 
those who. are going to be in the front line of, this 
service. 

There will be no question of attempting to placate 
critics of this scheme by unjustified concessions to sec- 
tional interests—no matter how vocal some of their 
spokesmen may be. There will be every question of 


.trying—to the very limit of our energies and ingenuity— 


to adjust and adapt every detail of this scheme, in 
patient and tireless discussion if need ‘be, so as to- be sure 
that every helper in it, and every institution in it, gets a 
thoroughly fair deal and that the service to the public 
is not founded on the detriment or unhappiness of any 
pechon of the public. I believe we shall succeed. 


2 


‘© DREPOSTEROUS ACCUSATION ” 


Referring to the draft statement of policy issued by the 
council of the British Medical Association (Brit. med. J. 
May 13, p. 643), the Minister said :— 


In the main—however much I may disagree with this 
point and that—it is just the kind of thing we want and 
expect to see; full, constructive, detailed, well-mar- 
shalled criticism and review. On this sort of thing we 
want—and need—the profession’s expert help, and we 
want to talk all these points over as soon as the profession 
are ready. . 

Yet even ‘here the other, less helpful and more regrett- 
able, kind of approach finds its way in. As to this, plain 
speech is best. For instance, I do not believe that the 
interests of a great new social service which we all have at 
heart, or indeed the interests of one of the oldest and most 
respected professions, are best served by the preposterous 
accusation that the responsible Government of this 
country, in promoting this great measure, is really only 
scheming to gain control of the medical profession or to 
control medical certification—or that the inspiration of 
the new service is ‘‘ political rather than medical,” 
whatever that may mean. 

Nor am I impressed by the suggestion that the Govern- 
ment ought not to be replanning the nation’s health 
services in time of war. Was this an obstacle to the 
construction of our educational system ? I should have 
been reluctant to have had to say that the Government 
had decided not to try to get anything ready in this field 
for the return of all our young men and women from the 
Forces—and particularly that we were going to let all 
our serving doctors come back to a period of confusion 


and uncertainty as to what their postwar professional 


opportunities were likely to be. 

Nor, I think, is it very helpful or fair to imply that the 
public is being misled into believing that health is simply 
a matter of hospitals and doctors and bottles of medicine 
—and that it has not occurred to the Government that 
healthy living depends largely on health education, on 
good environment, on prevention as much as cure: Of 
course these things are, as the white-paper itself stresses, 
vital to health ; and a lot of other things are too—good 
employment, economic security, nutrition, the whole 
field of social organisation and progress. All these things 
have to be the related parts of a single reconstruction 


policy. 


&nd, surely, we have no cause to be ashamed of the 
achievements of this country already in these other 
fields—of the strides made before the war in housing 
and publie hygiene and the betterment of living stand- 
ards, of the millions spent so successfully during recent 
years on improving nutrition. and food standards and 
the knowledge of ways of healthier living generally. 
And after the war, we shall have every cause to be proud 
of further advances in all these fields. 


~ 
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“ GENUINE ANXIETIES ” 

I feel that some of these things need saying. At the 
same time the British Medical Association has produced, 
in this new document, a mass of good and fair criticism, 
a mass of practical points and proposals on the shaping 
' of the new service. I shall study these as attentively 
as I know will the thousands of working doctors on whom 
we shall confidently rely to give us the service when it 
comes, and whose every proper interest must and will be 
studiously safeguarded in the planning of it. l 

The doctors have some genuine and important anxieties 
in all this. ‘They fear that, however good our intentions 
may be,. the new arrangements might unintentionally 
turn out to have the effect of reducing professional life 
to some kind of dull uniformity, of discouraging some of 
the variety of enterprise and individualism which is— 
as I know well—the life-blood of a vigorous profession ; 
that the door might be opened to monotony and regi- 
mentation and interference with the doctor’s primary 
allegiance to his patients. But I agree assurances are 
not enough. The way to safeguard these things is not 
by verbal assurance—nor, I think, by loose phrases 
about “ bureaucracy ”-—but by us all sitting down to- 
gether to thrash out a detailed scheme in which these 
things will not arise. 3 

The spirit and intention of the white-paper is far 
removed from any notion of regimentation and control. 
But it is possible that the form of administration which 
the white-paper proposes can be altered and improved to 
give even surer effect to this intention. If so, I am wait- 
ing with a welcome for anybody’s constructive sugges- 
tions to that end, and I assure you that I shall be 
anxious to accept anything that can be shown to be a 
genuine and practical improvement. All that matters 
is that the new health service, on the need for which all 
responsible opinion is agreed, shall be so framed as to give 
the best possible service to the public who use it, and to 
the people who provide it a fair deal and a career of 
stimulus and interest. 

I want this to be a service of individual people for 
‘individual people. It must be a willing, enthusiastic 
service. I believe that we are on the threshold of the 
biggest single advance in the opportunity of health that 
this or any other country has had the opportunity of 
making. We want, and expect, the help and goodwill 


of all. 


THE WHITE PAPER’S PROPOSALS 
By AN ADMINISTRATOR 


THE purpose of the white-paper on a National Health 
Service is “to examine the subject generally, to show 
what is meant by a comprehensive service and how it fits 
in with what has been done in the past or is being done in 
the present ; and so to help people to look at the matter 
for themselves. . . . The Government want these pro- 
posals to. be freely examined and discussed. They will 
welcome constructive criticism of them.” 

That is a handsome offer and we should accept it in the 
proper spirit. Unfortunately: there was a long delay 
between the announcement of the Government’s inten- 
tions and the issue of their proposals. Meanwhile the 
medical profession and the other interested parties have 
been eating the air, promise-crammed. Aerophagy 
makes the critics full of wind, and their reactions are apt 
to be explosive. 


THE GOOD AND THE LESS GOOD 


Perhaps the best way of examining the Government’s 
plan is to find out what it proposes, and to what extent its 
scheme is an advance on the present services. It is 
hardly fair to begin by setting up a row of arbitrary 
principles and then show how far the Government has 
fallen short of your target. You can damn any scheme 
by such tactics. 


THE WHITE PAPER'S PROPOSALS 


[xray 27, 1944 


The most important. partner in the scheme is the 
patient or person to be served. At the present time our 
medical service has serious shortcomings : it covers only 
the insured worker and does not provide for his depend- 
ants; and it is limited to such medical care as is within 
the scope of the general medical practitioner. In other | 
words—to avoid a catalogue of well-known details—it 
offers a limited service to a limited class. The propogals 
in the white-paper extend this service to all who wish 
to make use of it, and to bring within its scope hospital 
and consultant services of every kind, together with 


. laboratory and other specialised aids to diagnosis and 


treatment. ‘‘ It ranges from the one extreme of highly 
specialised services, requiring relatively few centres for 
the country as a whole, to the other extreme of services 
involving a large number of local clinics and arrangements 
for care in the individual home.” 

Surely a broadly conceived plan such as this deserves © 
our warm support, especially as it involves no means test 
with its niggling financial inquiries. To this general 
approval there should be only one qualification : that the 
Government fails to bring industrial health into its 
scheme. This serious flaw ought to be remedied without 
delay, as the Government’s excuses (on p. 10 of the white- 
paper) for its failure are lame and unconvincing. It is 
clear that the doctor in a National Health Service, if-he 
is to be a health adviser in any real sense, must be re- 
sponsible for the care of personal health—which centres 
on the individual and his family, his home, his food and 
his work. In point of fact the great majority of workers 
are outside the scope of the industrial health services 
today ; soit is nonsense to suggest that ‘ the enlistment 
of medical help (for the purposes of industry) is part of the 
complex machinery of industrial organisation and wel- 
fare, and it belongs to that sphere more than to the 
sphere of the personal doctor and the care of personal 
health ’’—blatant nonsense. 

In this connexion it is illogical to complain that the 
white-paper does not deal with environmental and social 
conditions. It is true that these, as well as education, 
nutrition and many other matters are vital to the nation’s 
health ; but one must draw a line somewhere. The 
Government have quite properly limited their field of 
study to personal health, and it is in that field that 
we should offer constructive criticism. In that field 
the only significant. omission (apart from temporary 
shortcomings) is industrial health, which is inseparable 
from the services outlined in the white-paper because it. 
is intimately connected with the everyday work of the 
doctor—prevention, diagnosis, treatment, prognosis, 
and aftercare. 


DIFFICULTIES 


The administration of such a vast scheme is ad- 
mittedly difficult, because so many interests are involved, 
but we must be careful not to let administrative ob- 
structions choke a scheme which so clearly will benefit 
the people as a whole. 

The Government intend to use existing central and 
local-government machinery. Central responsibility will 
lie with the Minister, who must answer directly to 
Parliament ; and local responsibility with the major 
local-government authorities, who must answer directly 
to their electors. This is a plain and sound democratic 
principle; and the Government goes a step further in 
order to make sure of getting the best professional advice 
available : it proposes to create a central health services 
council, and local councils with corresponding advisory 
functions. 

Two practical difficulties stand in the path of efficient 
administration, and the Government should deal with 
them. (1) There are too many Government departments 
dabbling in medical matters. The people and the medical 
profession should be able to look to a single. central 
authority. The Government should put their own house 
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in order. (2) Many local authorities have not enough 
area, population or financial resources to run an efficient 
medical service. These small authorities should be 
amalgamated to create areas of sufficient size. The 
Government know perfectly well that their proposal to 
create joint authorities to administer certain services and 
: to plan others is a weak compromise. They know that 
they are thereby creating further divisions in a health 
service which ought to be one and indivisible. They 
know that they are building up immense possibilities for 
friction and ill-feeling, for jealousies and non-coéperation. 
They could, if they had the moral courage, create splendid 
new health authorities, democratically elected, and so 
lay the foundation-stone for a finer structure of demo- 
“a local government than we have ever known, 
ut... 
. A slight modification of the statement in the white- 
paper (p. 15) would meet the situation admirably :— 

The essential needs of a reorganised health service, based 
on a new public duty to provide it in all its branches, 
are these :— 

(a) The organising area needs to cover a population and 
financial resources sufficient for an adequate service 
to be secured on an efficient and economical basis. 

(6)-The area needs to be normally of a kind where town 
and countyy requirements can be regarded as blended 


parts of a single problem, and catered for accordingly. | 


(c) The area needs to be so defined as to allow of most 
of the varied health services (including domiciliary, 
hospital and specialist) being organised within its 
- boundaries (leaving for inter-area arrangement only 

a few specialised services). 


-. OPINION 


As regards the doctors themselves opinion seems to be 
hardening against the white-paper; and yet in time to 
come the average doctor will probably lament his short- 
sightedness if his opposition on points of personal interest 
serves to wreck the scheme :— 

“ For reasons not to love him once I sought, 
And wearied all my thought 

To vex myself and him ; I now would give 
My love, could he but live . . .”’ | 


Special Articles l 


‘A CLINICAL VIEW OF SHOCK * 


V. ZACHARY COPE, MD, MS LOND, FRCS 
SENIOR SURGEON TO ST. MARY’S HOSPITAL, LONDON 


SHocK’is a clinical state, and any definition must 
allow for the. variation characteristic of clinical states. 
It is customary. to speak of primary and secondary 
shock, but perhaps the terms immediate and delayed 
would be clinically prefergble. Immediate shock may 
last for only a short time unless the causative factors 
continue to act. 

It is generally agreed that shock is associated with 
impending or actual failure of the peripheral circulation. 
As a working definition we might say :— 


Shock signifies a condition following the application of 
harmful stimuli, or the rapid depletion of the body fluida, 
in which there is a serious and clinically demonstrable 
depression of the vital processes of the body, particularly 
of the circulation. 


This definition does not specify any particular symp- — 


toms, for the first thing the clinician should learn is that 
there is hardly one symptom of shock which is constant. 


RECOGNITION OF SHOCK 


What are its features? Let us take the description 
given by W. B. Cannon :— | 

“ We may say that shock is a general bodily state which 

occurs after severe injury and which is characterised by a 

persistent reduced arterial pressure, by a rapid thready 

pulse, by a pallid or graying or slightly cyanotic appearance 

* Extracts from the annual oration delivercd before the Medical 
Society of London on May 8. 
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of the skin which is cold or moist with sweat, by sweat, by 

thirst, by superficial rapid respiration, and commonly by 

vomiting and restlessness, by a lessened sensibility and 
_ often by a dulled mental state.” 


Apart from the omission of a subnormal temperature, 
this is a very good account of severe shock; but it 
does not apply to the lesser degrees. Moreover some 
serious cases depart from the classical picture. 
Reduction of blood-pressure-—Many refuse to recog- 
nise shock unless supported by the evidence of the 
sphygmomanometer; no fall of blood-pressure, no 
shock. Yet 30 years ago Parsons and Tyrrell Gray 
showed that clinical symptoms of shock might appear 
with a BP that was still high, and W. M. Bayliss pointed 
out that ‘ʻa high blood-pressure may coexist with a 
small blood-volume, the high pressure being kept up by 


powerful vasoconstriction.” In a recent series of 100. 


cases, the majority of which were clinically reported to 
be suffering from shock, R. T. Grant found no less than 
37 with either normal or raised BP, but noted that the 
raised BP might be associated with a small pulse. This 
is what one would expect. As Meakins says :— | 


“ After the. introduction of the sphygmomanometer our 
thoughts were slowly, ever so slowly, directed to the belief 
that a falling blood-pressure and shock were synonymous. 
This is to some degree correct, except that the real condition 
of shock has been initiated and has travelled well along its 
course before this spectacular and exact physiological 
disturbance occurs. It should be considered as one of 
the later findings to indicate the condition. It occurs 
after all compensatory mechanisms to maintain the circu- 
lation have failed.” | | 


. In judging the clinical significance of BP in relation © 
to shock three considerations demand attention. (1) 


In a hypertensive subject the BP may appear normal 
though in fact it has fallen considerably. (2) In some 
cases the systolic pressure remains approximately 
normal but failure of the circulation is indicated by a 
high diastolic pressure ; thus I have known a dying man 
show a systolic prenie of 135 while the diastolic pres- 
sure was 110. (3) In the development of delayed shock 
there is a'time when the failing peripheral circulation 
is barely compensated by vasoconstriction and the 


patient is on the verge of collapse though he may appear 


in fair condition. This I have called latent shock. 
In well-developed shock it is clear that the severity 


of the shock can best be deduced from the fall in BP. 


If the systolic pressure fall below 80 the condition is 
very serious, and a pulse-pressure of under 25 is of bad 
prognosis. 

Pulse.—In serious shock the pulse is usually small, 
weak and rapid; but there may be no increase in the 
rate. Cuthbert Wallace from his experience of the 
last great war concluded that there was a class of 
shocked men whose pulse remained slow, and he com- 
mented ‘these almost always end fatally.” In his 
analysis of air-raid casualties Grant singled out a 
group of’ clinically shocked cases in which the pulse- 
rate remained slow, and he called attention to the fact 
that most of these patients were over 50 years of age ; 


_in younger people the rate seldom remains slow. A. 


Kekwick and his fellow observers reported 5 cases in 
which the rates were 86, 82, 104, 92, 70 with systolic 
pressures of 55 mm. or less. | 
Temperature.—I have come to regard a subnormal 
temperature as one of the most constant signs. P. C. 
Kinnaman’s experiments showed that a fall in temperature 


. was a better guide to: shock than the fall in BP, and 


Kekwick states that ‘‘ the general temperature of all 
severe cases is invariably subnormal.” It is commonly 
thought that this fall in temperature is coincident with, 
and dependent upon, the fallin BP ; but we know that 
the temperature may quickly fall to 95° or 96° F. in 
cases of immediate shock without a great fall in BP— 
e.g., in perforated peptic ulcer in which the pressure 


seldom goes below 100 mm. Hg. From this and similar . 


facts I think it likely that in some cases of shock there 
is a direct reflex inhibition of metabolic processes. 


Other evidence of shock.—The skin is usually pale or | 


cyanotic and generally cold, and sweating may be 
It is often the onset of these two symptoms 
which indicate to the surgeon that shock is present. 
If the cheek feels cold to the back of the observer’s hand, 


e 


. mentally clear and rational. 


$ 


‘support from the clinician ? Certainly. 
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and if small beads of moisture appear on the forehead, 
one knows that the patient on the operating-table has 
had enough, even though the BP may still be within 
normal limits. Latent shock is becoming patent. 

Mental dullness is a variable symptom. It is quite 
true that many shocked patients are dull or even 
stuporose, but others are mentally alert. . Kekwick 
remarked that 17 ‘out of 24 shocked patients were 
It is difficult to account 
for these differences. 

DIAGNOSIS 


It is evident that if we are to diagnose shock early, 
before any damage is done to the tissues of the nervous 
system: and at a time when remedial measures will have 
the best chance, we must not wait till all the textbook 
symptoms have appeared. We must found our diag- 
nosis on a general appreciation of the clinical picture. 
Shock may be indicated by a subnormal temperature 
with a low BP, although the pulse-rate may be within 
normal limits. Or it may reveal itself by pallor, sweating, 
subnormal temperature and a small rapid pulse, while 
the BP may remain approximately normal. And there 
are also cases in which the appearance and mental 
condition give no indication of the serious state of 
the circulation which the sphygmomanometer may 
demonstrate. 

When: a person has sustained injuries which are 
likely to produce shock one must assume the presence 
of latent shock even though the general appearances. 
belie this diagnosis. The good clinician does not judge 
the picture by one single part of it. 


ZTIOLOGY AND PATHOLOGY 


The experimentalist suffers from two disadvantages 
in studying shock: he excludes pain and he does not 
deal with human beings. The clinician on the’ other 
hand is usually so concerned with the treatment of his 
patient that he cannot often or easily carry out all 
investigations. What view of the pathology fits in 
best with the experience of the clinician ? 


Let us start from the one factor in shock upon which ` 


all experimentalists seem to agree—i.e., there is a serious 
reduction in the volume of blood in effective circulation, 
or as Moon puts it “a volume of blood which is rela- 
tively inadequate to fill the vessels.” Does this view find 


volume rapidly diminishes from severe hemorrhage, the 


-- symptoms of shock appear; similarly, in cholera, the 


rapid depletion of the body fluids, which must reduce 
the bleod-volume, is followed by an acute collapse 
simulating shock.. This view is also confirmed by the 
effect of treatment, by transfusion or infusion. Hence 


- it is reasonable to accept the belief that both in 


traumatic and other forms of shock there is a diminution 
of the effective circulating blood-volume. 

The volume of the blood in active circulation may be 
diminished in one or more of three ways: (1) by gross 
internal or external hemorrhage; (2) by escape of the 
fluid part of the blood directly into the tissues or in- 
directly into the secretions (sweat) or excretions (cholera 
or dysentery); or (3) by stagnation of blood in dilated 
capillaries. - 

Every clinician is aware that the volume of blood in 


the vessels may be considerably reduced before any 


serious symptoms ensue, since the reduction is com- 
pensated by immediate vasoconstriction. The loss 


-of a pint of blood has little effect on the circulation. 


The loss of two pints may cause faintness, a temporary 
fall of BP, and acceleration of the pulse; but re- 
covery is rapid. A loss of three pints will cause serious 
symptoms—pallor, sweating, subnormal temperature, 


coldness of the extremities, rapid pulse and lowered 


BP. In shock which is unaccompanied by hemorrhage 
it must be assumed either that the fluid part of the blood 
transudes into the tissues or that blood is lost to the 
circulation by stagnating in newly dilated capillaries. 
Clinically both these mechanisms must be invoked to 
account for the different types of shock. Immediate 
shock must be due to an immediate cause—presumably 
a nervous reflex causing vasodilatation in some part of 
the peripheral circulation (splanchnic area, muscles, or 
elsewhere). ` 

The importance of this nervous reflex has been mini- 
mised by many; yet there is little doubt that strong 
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. which delayed or secondary shock is caused ? 


As the blood- — 
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afferent stimuli will of themselves cause shock.. G@. W. 
Crile’s view that this was due to an exhaustion of the 
vasomotor centre is no longer regarded as likely, but we 
must assume some inhibition or incodrdination of this 
centre to account for the onset of immediate shock in 
(for example) cases of perforation of a peptic ulcer, acute 
strangulation of intestine, or even severe colic. Though 
Moon asserts that ‘“‘ conditions accompanied by pro- 
longed intolerable pain such as renal or biliary colic 
do not cause shock ” the experienced clinician knows 
that this is too strong a statement. Hew can doubt that 
severe pain can initiate, accelerate or aggravate shock. 
When the sensorium is shielded by morphine, shock is 
much later in onset or may not appear at all. In 
immediate shock there is a natural tendency to recovery, 
which generally takes place within an hour or two of the 
removal of the causative agency; .and this supports 
the view that it is the result of a nervous reflex. 

What light can the clinician throw on the way in 

it 
due. to the loss of fluid into the tissues of the damaged 
part as asserted by A. Blalock ? Does it depend partly on 
the barrage of nervous impulses which ascend from the 
traumatised area and cause reflex vasodilatation as 
claimed by O’Shaughnessy and Slome? Or is it ever 
due to the absorption from the injured part of sub- 
stances which may injure the epithelium of the capil- 
laries and permit excessive transudation of fluid from 
the peripheral circulation? The climician must surely 


answer that none of these explanations is the whole 


truth. Much blood and plasma is certainly lost into 
the tissues of a traumatised area, but severe shock 
occurs in cases where it seems impossible that fluid has 
escaped in quantities sufficient to cause serious symptoms, 
and there is no reason why constant and powerful 
afferent stimuli from the injured part should not con- 
tribute—as they appear to do in immediate shock—by 
causing reflex dilatation of some part of the capillary 
circulation. 
The view that toxins formed in the breaking down 
of injured tissues produce shock was widely held 
during the last war but has since lost favour. Recently 


“however H. N. Green obtained a shock-producing sub- 


stance from fresh voluntary muscle and found that it was 
rapidly destroyed in the muscle after death. Given 
intravenously this substance had a powerful depressant 
action on the BP. Clinically one can say nothing as to 
the likelihood of shock-producing toxins from muscle, 
but no-one who has seen the occasional rapid develop- 
ment of shock after the relief of obstruction of a coil of 
small intestine can help thinking that toxins from the 
small gut may occasionally have a shock-producing 
effect. Such a toxin might either increase the per- 
meability of the capillaries or have a direct action on 
the vasomotor centre. | i 

It is a matter of common clinical experience that some 
cases of shock fail to respond to treatment or respond 
only for a time. In a patient exsanguinated by hæmor- 
rhage transfusion of blood usually brings rapid and 
permanent recovery, but in,a patient with severe shock ` 
the improvement sometimes lasts only so long as the 
transfusions are continued. Since the vessels cannot 
be for ever dilating it is certain that the fluid must be 
constantly transuding from the vessels, and quite 
probable that the vasomotor centre has in these cases 
lost its vitality. The damage to capillaries and nervous 
system has advanced so far that the process is irre- 
versible. 

Thus there are several mechanisms which may produce 
the same end-result—failure of the peripheral circulation. 


TREATMENT 

If immediate shock results from an immediate vaso- 
motor failure caused ‘through nervous channels, it will 
be clear that the head-down position should be adopted 
until the normal reaction re-establishes vascular tone ; 
at the same time the cerebrum should be shielded from 
pain by the administration of morphine. Body heat 
should be conserved by application of warmth, but not 
to such an extent as to produce or increase sweating. 
Oardiac stimulants may also be of use in such doses. 
In immediate shock fluid is seldom essential. 

In delayed shock, or in cases of immediate shock which 
do not recover within an hour or two, we have also to 


, 
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deal with the extravascular loss of fluid which urgently 
calls for replacement. Whole blood, plasma, or (when 
- nothing else can be got) normal saline may be used to 
replace lost fluid and. maintain the blood-pressure. 
This treatment must be continued until the blood- 
pressure is stabilised or until there is no chance of 
recovery. Operation should be postponed until the 
circulation has been restored as much as possible, and 
ey. care taken to minimise trauma during the opera- 
ion. 

While no drug will restore a terribly shocked body 
to its normal state, morphine will give much-needed 
rest to the nervous system. 


GENERAL MEDICAL COUNCIL 


PRESIDENT’S ADDRESS ` 


OPENING on Tuesday the 161st session, Sir HeRBERT 
EASON announced with regret the retirement from the 
council of Mr. John Charles Flood, representative of the 
Apothecaries Hall of Ireland, who (in his own words) had 
“ forsaken the scalpel for the cowl.” His successor, Mr. 
Myles Keogh, had extensive experience in the manage- 
ment of Dublin hospitals. He deplored the circum- 
stances which had prevented them from welcoming Mr. 
Edward Sheridan for his final appearance at their board. 
‘The council would miss their charming colleague and the 
Dental Board was losing one who represented the highest 
traditions of the dental profession. 


_ REVISION OF THE CURRICULUM 

Inspection of qualifying examinations in medicine, 
surgery and midwifery is now, the President said, 
approaching completion, but the examinations not yet 
inspected include some held in Eire. Attendance of 
inspectors at these being delayed owing to restrictions 
on travel, the education and examination committees 
may think it advisable to proceed, in order that the 
council may have the advantage of the information and 
conclusions derived from the inspection before entering 
upon the task of revising the curriculum. In view of 
the general ferment which has arisen in connexion with 
medical edueation, it may be profitable, he added, if I 
recapitulate shortly, for the benefit of the council and 
of the public, the action taken and the recommendations 
made by the council on such questions within the last 
year or two. i 


In the evidence submitted to the Departmental Committee 


on Curriculum and Examinations the council called attention 
to the poor standard of English which many students had 
attained by the time they began their medica) studies, the 
chief reason for this defect being premature specialisation at 
school. As long ago as 1934 the council had reached the con- 
clusion that the standard of general education for prospective 
medical students should be at least equal to that of entry into 
other learned professions, and not below that of the matricula- 
tion examination of universities. The.council added in 1942 
that this education should be broad, and cannot be regarded 
as complete unless it includes the general principles of physical 
and biological science. Courses leading to the first MB 
examination should be taken in a medical school. This con- 
sidered view was based on the facts that laboratory facilities 
at schools vary widely, very few approaching university 
standard. The teaching of these at school ‘encourages 
students to start specialising too early. If taken during the 
first year in a medical school it enables the authorities to make 
an initial assessment of the student for the medical profession, 
those who prove unsuitable being advised to withdraw before 
commencing professional study. 

In the evidence submitted to the Inter-Departmental Com- 
mittee on Medical Schools, the council emphasised that in most 
communities the medical man has always been looked on as 
an educated man of the world, whose opinions on problems 
other than those of medical interest carry a certain weight ; 
if this position is to be maintained, the medical student should 
have a high standard of general education, and an outlook 
beyond the confines of the best-planned examination syllabus. 
To ensure a complete and adequate medical education teachers 
should work in close coöperation, impressing upon the student 
the bearing of preclinical subjects upon ‘clinical studies. 
Clinical teachers should have associated with them the 
_teachers of purely scientific subjects in any investigation or 
research. As regards the curriculum as a whole the council 
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have to bear in mind that it is primarily that required for the 
general practitioner, higher medical education being rather a 
matter for postgraduate instruction. But the study and . 
teaching of social and preventive medicine deserve further 
encouragement, in order that medical students and practi- 
tioners may be better acquainted with the influence of social, 
occupational, genetic and domestic factors on the incidence 
of human disease and disability ; and that it is desirable to 
seek and promote measures, other than those usually employed 
in the practice of remedial medicine, for the protection of the 
individual and of the community against such forces as inter- 
fere with the full development and maintenance of man’s 
mental and physical capacity. 

The council had also expressed agreement with the draft 
interim report of the Medical Planning Commission that the 
medical student who has passed his final examination should 
spend some time in practice under supervision before embark- 
ing on his own account. To regulate this position, however, 
some amendment of the Medical Acts would be essential for 
the purpose of conferring upon him, during the interim ~ 
period, those privileges of a registered medical practitioner 
without which he could not profit fully by his experience. 


It is clear, the President concluded, that a revision of 
the medical curriculum is both required and desired, but 
I should point out that it is not the function of the GMC 


` to impose a curriculum upon the licensing bodies. All 


that the council do, and can do, is from time to time to 
issue recommendations on general lines to these bodies, 
indicating what are the desirable essentials of a curri- 
culum, - both as regards time and content. It is for 
licensing bddies themselves to arrange the curriculum as 
they think best in the interests of medical education, 
subject to the maintenance of the legal minimum 
standard. The Medical Acts Commission of 1881-82 

had stated : | na 


‘“ It would be a mistake to introduce absolute uniformity 
into medical education. One great merit of the present 
system, so far as teaching is concerned, lies in the elasticity 
which is produced by the variety and the number of educat- 
ing Bodies. Being anxious not in any way to diminish the 
interest which the teaching Bodies now take in medical 
education, or to lessen. their responsibility in that respect, 
we desire to leave to them as much initiative as possible. 
In certain matters of general importance, such as the dura- 
tion of study and the age at which a student should be per- 
mitted to practise, common regulations ought, we think, 
to be laid down; but we wish to record our opinion that | 
nothing should be done to weaken the mdividuality of the 
Universities and Corporations, or to check emulation 
between the teaching institutions of the country.”’ 


This, said the President, had reflected the policy of the 
GMC before that time, as it had anticipated their policy , 
since. | 

DENTAL REGISTRATION AND DISCIPLINE 


The council, said the President, had also completed the 
presentation of evidence to the Inter-Departmental 
Committee on Dentistry. They had proposed that a 
dental authority fully representative of dental licensing 
bodies and of the dental profession should be given 
responsibility, without any reference to the GMC, for 
matters of dental registration and discipline, for control 
of their expenditure, and’ for the exercise of their rule- 
making powers; that this authority should also replace 
the GMC as the authority responsible under the Dentists 
Acts for dental education and examinations ; but that 
they should, when acting in this capacity, have added 
to their membership a fixed proportion of members of 
the GMC appointed by the council, and should include 
these members in a statutory committee on dental 
education and examination. ee i 


ae . REGISTER OF SPECIALISTS 


The President went on to recall some apprehension he 
had expressed in his last address (Nov. 27) as to the pro-. 
ceedings of another organisation with regard to what he 
felt constrained to describe as a proposal to establish a 
register of specialists under the auspices of certain 
licensing corporations. The council’s anxieties in the 
matter will, he said, have been materially allayed by the 
answer given by the Minister of Health on Feb. 3 to a 
question in the House of Commons by Sir Douglas 
Hacking, a member of the council. This reply (which 


of “ regular jurymen 


706 THE LANCET] ; 


appeared in full in the Lancet of Feb. 12, p. 228) ended 
with Mr. Willink’s assurance to the effect that— 


“ If, at a later date, it were thought desirable that con- 
sultant and specialist appointments should be restricted to 
persons qualified in some particular manner and enrolled 
on a list for the purpose, it would be necessary to provide 
for the establishment of a register on a statutory basis in 
a manner approved by Parliament.” : | 


MEDICINE AND THE LAW 


Fresh Inquest Ordered 


In Rex v. Huntbach the High Court has taken the strong 
and unusual course of upsetting the finding of a coroner’s 
court. The judges, who had not seen and heard the 
witnesses at the inquest, substituted their own view of 
the evidence for that of the coroner who had.’ The 
application was made on behalf of the mother of a young 
miner who was found dead in a disused Coney working. 
He had been engaged as a haulage hand and was sent to 
the lowest levels of the pit. Complaining that the work 


was too heavy for him, he was directed to another part’ 


of the mine. He never appeared, however, at the place 
to which he had been directed. Later his dead body was 
discovered in the disused working; he had apparently 
climbed over an obstacle and past a notice which said 
“ No Road,’ and had succumbed to fire-damp. The 
coroner took the view that the deceased laboured under a 
sense of grievance on account of his treatment and, with 
his mind in some degree deranged, committed suicide by 
deliberately exposing himself to fire-damp in a part of the 
pit which he knew to be dangerous. 

The finding of suicide has little significance in law ; the 
decision of a coroner’s court has no binding effect outside. 
But, for sentimental reasons easy to understand, the 
mother deprecated and desired to displace the finding ; 
indeed it was said that the mine-workers, who knew the 
place, themselves resented the suggestion of suicide. 
The High Court judges considered that the coroner had 
misled himself into adopting a theory for which the 
evidence furnished no foundation. They recalled the 
dictum in Southall v. Cheshire County Mews, a workmen’s 
compensation case decided in 1912, that there is a pre- 
sumption against suicide. 

In this matter the High Court exercises jurisdiction by 
virtue of section 6 of the Coroners Act of 1887. It may 
order an inquest to be held where a coroner refuses or 
neglects to act, and it may quash the inquisition and 
order a fresh inquest where such a course is deemed 
‘“ necessary or desirable . . . by-reason of fraud, rejec- 
tion of evidence, irregularity of proceedings, insufficiency 
of inquiry or otherwise.’’ Section 6 was enlarged by the 
amending act of 1926, which declared that for the removal 
of doubts the court could exercise its powers whenever 
satisfied that ‘‘ by reason of the discovery of new facts 
or evidence ” a fresh inquest was necessary or desirable 
in the interests of justice. In the Huntbach case the 
judges made no criticism whatever of the coroner’s 
procedure ; it merely declared that there had been no 
sufficient evidence to justify the verdict. 

The chief authority on section 6 is the decision in Rex 
v. Divine in 1930 where two men had been killed in a 
traffic accident. The coroner, before holding his inquest, 
had viewed and discussed a damaged vehicle in a garage, 
taking with him a man whom he introduced as “‘ one of 
my regular jurymen’’; this man afterwards acted as 
foreman of the jury. 
Divine case that the only grounds on which an inquisition 
was ever quashed were either (1) interference with the 
verdict or deliberations of the jury, or (2) corrupt 
misleading of the jury, or (3) putting before the jury 
without warning evidence which was not on oath. The 
judges ordered a fresh inquest because, amongst other 
things, they disliked the practice of having a small panel 
” and the arrangements for the 
partial view before the inquest. ‘‘ If,” said Talbot, J., 
“ the inquest has been so conducted that there is real 
risk that justice has not been done, this court ought not 
to allow the inquisition to stand.” The Huntbach case 
seems to break fresh ground in the reassessment of the 
value of the evidence. The judges presumably con- 
cluded that the finding of suicide was one which no 
tribunal could reasonably have reached. 
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It was argued for the coroner in the . 
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In England Now 


_ A Running Commentary by Peripatetic Correspondents 


I HAVE suffered the ignominious experience of appear- 
ing in the unit returns as Supernumerary to Establish- 
ment. Worse still, my successor—a mere child with the 
RCP Censors’ branding marks still fresh upon him-—has 
shown to all the world how simple it is to do the work 
of a medical specialist in this unit and be finished in 
time for 11 o’clock tea in the mess. By one of those 
paradoxes which are commonplace in the Army, I find 
I have done more medicine in a month as supernumerary 
than in any previous three months while holding the 
combined appointments of medical specialist and 
“ 2i/c.” It happened that a minor deity, clad in crimson 
tabs and hat-band, discovered a neighbouring unit 
struggling along without `a physician to keep an eye on 
the surgeons, so he promptly arranged that I should 


NOW 


be loaned out to make good the deficiency. Thus I i 


have added to my experience by spending a month 
with a Dominions crowd, and excellent fellows they are. 


‘My gain in this direction has done something to com- 


pensate for my chagrin in witnessing how easily my old 


unit has managed without me, and how indifferent 


my new unit seems to -be about my delay in joining 
them. Thus, like Mahomet’s coffin, suspended mid- 
way between earth and heaven, I heard the Voice from 
the misty mountain tdp announcing that Major Popple- 
thwaite would ‘‘ proceed forthwith... .’’ Oompared 
with the gyrations of the military machine, the mills 
of God move with the speed of an electric centrifuge 


all out. 
xk * * 


One of the advantages of being the least peripatetic 
doctor in England is that I have had an excellent oppor- 
tunity of watching the change that has come over my 
part of the Home Counties since September, 1939. It 
is the villages and hamlets that intrigue me most. 


-‘Superficially, there is little change apart from the almost 


Edwardian quiet of their main streets, even if the village 
happens to lie on an arterial road. No matter what the 
time of day, there is seldom more than an occasional 
lorry parked outside a shop and one or two local trades- 
men’s vans, though with increasing frequency a pony and 
trap adorn the scene. Whether it be morning or evening 
the local thoroughfare is never crowded, just a few 
shoppers who have leisure for a gossip with the butcher 
or grocer standing in his doorway. The only time the 
village comes to life is when the children are on their way 
to or from school ; then the air echoes and re-echoes with 
their shrill cries. At first sight the war seems far away ; 
here is none of the rush and bustle of town with the 
passers-by snatching the latest edition from the news- 
vendor and the whole scene dominated by the variegated 
uniforms of the United Nations. It is all comforting 
and reassuring, especially after a hectic day in town; 
here, one feels, is the real England, the England which has 
changed very, very little during.the centuries. Dictators 
may come and go; political creeds may wax and wane, 
but our English villages, one would say, are not to be 
changed. 

But the changes are there, though they may not alter 
the essential character of the scene. In spite of the 
shortage of man-power, the streets are still tidy and the 
cottages do not appear neglected; the shop-wihdows 
still manage to make a brave display even though they be 
reduced to the restricted items of a war-time diet or a 
war-time wardrobe, but where are the men-folk ? Why 
is it that in the evening the village green has not its little 
groups of local politicians settling the local affairs of 
state? What is that notice pinned to the door of the 
inn, ‘‘ Only open 6-8 tonight.” ? Then there are those 
little wooden shelters, each accommodating three or four 
sacks neatly labelled ‘‘ Paper,’ “Tins,” “ Rubber,” 
‘‘Bones’’; and the dustbin marked ‘‘ Pig Food ” not 
far away. Most topical of all is the crash of a military 
convoy suddenly. bursting on the, scene. Lorry after 
lorry, or gun-carriage after gun-carriage rushes through, 
each keeping its set distance from its predecessor, with 
roundhead motor-cyclists in attendance, the whole 
preceded by a lorry bearing a gaily coloured flag. Outin 
the open country you soon meet evidence of the tree- 
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feller. A familiar stretch of road looks somehow 
different ; suddenly one realises that the lovely avenue 
of beeches has gone to swell the war effort. Fortunately 
the loss is often compensated by the opening up of lovely 
vista. The fields are a hive of activity, with the Women’s 


Land Army in their attractive uniform everywhere. 


Perhaps that is the biggest change of all—the women 
on the tractors, leading cart-horses, driving the Royal 
Mail, the milk van, the grocer’s van. Even the local 
police force is becoming ladylike, though the male holds 
sway over patrol duties. , 

Sunset brings back the Middle Ages. No longer is the 
eye cheered by the lighted window in the labourer’s 
cottage. No longer do the scattered street lamps throw 
down their yellow pools about the sleeping street. Al 
is dark as Egypt’s night. England seems to have gone 
to earth, and so effectively that one’s tired mind some- 
times wonders whether it will ever come to life again. 
‘Even the full moon does not altogether remove the sense 
of foreboding. The owl may still hoot from the distant 
coppice, the farm-dog may still break the silence of the 


night, but there is only a prowling warden to show that 


this is a human habitation. 
x% * $ ° 


In the remote days of June, 1940, the hotel manager 
asked my wife and me if we would help, in case of need, 
at the first-aid post he was establishing in the gentle- 
men’s hairdressing saloon. With the proviso that our 
other duties and. commitments should come first, we 
readily agreed. Being psychiatrists whose knowledge 
of surgery was by then wellnigh twenty years out of 
date, and being determined not to disgrace ourselves 
or our great profession in front of the tried first-aid 
veterans of the hotel staff, we hastened to purchase first- 
aid manuals. Somehow we never had leisure to read 
them and it was a long time before we needed this 
elementary knowledge. But we did in the end. It was 
customary, immediately the alert sounded, for the 
Flag Officer in command of the port and its defences 
to leave the hotel and board his waiting car. This craft 
appropriately carried the white ensign and was manned 
by two lusty ratings. One evening, the admiral’s exit 
synchronised with an attempt on the part of several 
people the worse for liquor to enter the hotel. The 


situation was one dear to the heart of the ratings, who 


had: long chafed at their relative inactivity. Ome of 
them, giving full rein to his previously frustrated aggres- 
sive impulses, sailed in striking hard and true. Owing 
to the fact that the action was fought at night in black- 
out conditions there occurred some misunderstanding as 
to targets, with the result that the head night-porter, 
elderly, dignified and grave, was soon a casualty. So 
there sat Charles, calm as ever, though with countenance 
somewhat asymmetrical, enthroned on one of those 
contrivances, -half chair, half operating-table, which 
adorn a gentlemen’s hairdressing saloon. We diagnosed 
a fractured jaw. But how to set about it? . How to 
strap it up or whatever one does with such things ? 
And then, echoing down the long galleries of memory, 
the recollection came ... the student days... the 
practical surgery theatre ... the practical surgery class. 
Charles’s jaw was soon at rest, and, as I was immensely 
gratified to learn from the surgeon subsequently, ‘‘ in 
good position.” In my ignorance I was gravely con- 


cerned because of the patient’s dysphagia, a common . 


enough symptom my little book afterwards told me, as 
also it told me that jaw fractures are often bilateral. 
(Preserve us!) Anyway I lost no time in driving 
Charles to the hospital and delivering him into the cool 
and capable hands of the youthful RSO. It’s grand to 
be a real doctor once in a while. ` 


x * * 


Can any of our medical families, I wonder, count. 


more than seven generations of practitioners in the 
male line? The results of last month’s examinations 
enable us to welcome to the profession the first medical 
great-great-great-great grandson of Joseph Fox, who was 
born in 1719 and practised at Falmouth. If female 
descent is accepted, the family has had eight medical 
generations, for Joseph Fox’s wife was the daughter of an 
apothecary. 


PARLIAMENT 


(MAY 27, 1944 707 
Parliament 


ON THE FLOOR OF THE HOUSE — 
MEDICUS MẸ 


Tars week we have discussed rural water-supplies, 
the cleanliness of milk and a new method of scrutiny by. 
Parliament of war-time orders and regulations. Not 
long ago we had a debate on water policy in general and 
now we have proposals for rural water-supply and rural 
sewerage, which Mr. Willink described as an instalment 
of a general national plan, ‘‘ preparatory legislation,” 
but which members called many things less polite. 
The sum of £15 million is to be spent on rural water- 
supply and rural sewerage in England and Wales and 
over £6 million in Scotland in grants-in-aid by the 
Government. The balance was estimated at £75 
million for England and Wales to come from local 
‘authorities, and Mr. Walkden wanted a large share of it 
to come from the Treasury. Mr. Clement Davies asked 
for the bill to be withdrawn in favour of a ‘‘ real national ”’ 
proposal. Mr. T. Levy, who,has made a study of water- 
supply, is also all out for a national scheme. He said the 
original statement of water policy in the white-paper ‘‘ was. 
based on platitudes ’’ and the production of this little 
rural supplies bill was ‘“‘ treating this House of Commons 
with derision.” The bill, he affirmed, would not bring 
a single pint of water to anyone living in a remote rural 
area and was “a sham, a pretence and camouflage.” 
No-one else was quite as scarifying as this, but no-one 
particularly liked the bill because it was an improvisation 
rather than a part of a plan; and the Government, 
while talking of its plans for housing and water.and other 
reconstruction projects, has up to date produced mostly 
improvisations. No-one in the debate raised the ques- 


‘tion of the disposal of sewage, but we cannot go on 


indefinitely pouring potash into the sea. 

The Food and Drugs (Milk and Dairies) Bill discussed 
on Friday was in a different position. It was brought 
forward by the Minister of Agriculture, and agriculture 
has been planned more successfully than almost any 
department of our national life. The object of the bill is 
to produce. milk of steadily improving quality, ‘‘ milk in 
which the public and the medical profession could have 
complete faith.” The consumption of liquid milk has 
been raised during the war from 860 million gallons a 
year to 1185 million gallons. The Minister wanted to 
raise it by a further 350 million gallons and to do away 
with rationing. This is a big, though not impossible, 
demand to make on the dairy farmers of the country, 
but it can only be done by increasing the efficiency of the 
industry. The National’ Farmers Union backs the 
Minister’s proposals. A group of Tory members had 
tabled an amendment rejecting the second reading on 
the ground that the bill ‘‘ deprives local authorities of 
their existing responsibilities ” and urged that legis- 
lation should be deferred until a Royal Commission had 
“ reported on the measures necessary to secure efficient 
administration.” The bill centralises veterinary in- 
spection and the environment of the cows in the hands 
of the Ministry of Agriculture. The responsibility of 
the MOH concerned for control of disease in humans 
remains unimpaired. But it is clear that many local 
authorities have not set up a sufficiently high standard of 
cleanliness of shippons or of milking processes. When 
the bill becomes law the new machinery will make it 
easier to remedy this. More veterinary officers will be 
required, and fortunately the intake of students has 
risen considerably lately. | i 

This bill is part of the Ministry of Agriculture’s bigger 
plan for a more efficient farming industry. The reign 
of dirty milk is being brought nearer to its end. Members 
who were at first inclined to support the amendment 
found that the debate cooled their ardour. The amend- 
ment was withdrawn and only 13 voted against the bill. 


Somoor Mrats.—Mr. CHUTER EDE gave the number of 
departments of public elementary schools for whose pupils no 
school meals are available as approximately 11,000 out of 
28,000. A large amount of new provision is under con- 
struction, he added, and only a small number of secondary 
schools are without facilities. 
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FROM THE PRESS GALLERY 


Malaria in West Africa 


In the House of Lords on May 16, in reply to Lord 
TEVIOT, the Duke of DEVONSHIRE, under secretary of 
state for the colonies, said that Professor Blacklock of 
the Liverpool School of Tropical Medicine had recently 
returned from a second visit to West Africa, where he 
had again surveyed the antimalarial measures in pro- 
gress, and had examined the work ‘which had been 
carried out since his previous visit in 1940. Although he 
had not yet submitted a report, he was understood to 
. be satisfied that a great deal had been done by the civil 
and military authorities and that the position had much 
improved. Dr. Bruce Wilson, of the Rockefeller 
Foundation, was at present visiting West Africa, and 
would be given every opportunity of seeeing and com- 
menting on antimalarial measures there, in the light of 
his experience as chief officer in the Foundation’s recent 
campaign (reviewed in the Lancet of May 20, p. 664) 
in Brazil to eliminate the anopheles mosquito, which 
was also the predominant species in West Africa. For 
nearly two years a special investigation, financed by 
a grant from United Kingdom funds, had been pro- 
ceeding in regard to this mosquito in British Tropical 
Africa, with particular reference to methods of control. 


QUESTION TIME , 
Certification 

Dr. RussELL THoMas asked the Minister of Health if he had 
now framed rules for certification of sickness by doctors under 
the proposed National Health Scheme, or whether he proposed 
to leave such certification to a doctor’s free and unfettered 
professional opinion in accordance with the tradition of medi- 
cal practice.—Mr. H. Wii11nxk replied: The answer to the 
first part of the question is No, and to the second part that the 
form and method of medical certification is one of many 
questions which I. hope to discuss in due course with the 
profession’s representatives.—Dr. THomas: In view of the 
fact that the white-paper, of necessity, involves rules for 
certification, which must again involve penalties on the 
doctor, are not these rules directed to ensure the increased 
productivity of the patient rather than his health and happi- 
ness? Do they not prepare the way for the mobility and 
direction of labour when the war is over ?—Mr. WILLINK : 
No. The purpose of certification is to give those entitled to 


insurance benefits the evidence which they need.—Mr. G. 


GRIFFITHS: Will the Minister keep as stiff a back on this 
_ matter as he kept last night at Croydon ? 


Professional Secrecy 


Dr. THomas asked the Minister whether he would give an 
= assurance that under the proposed National Health Scheme 
no doctor would be called upon to divulge the illnesses of 
patients to a third party, except in a court of law, in accord- 
ance with the tradition of medical practice.—Mr. WILLINK 
replied: There is no intention of departing, in this respect, 
from the familiar principles which have hitherto governed the 
doctor-patient relationship.—Dr. Tuomas : In view of the fact 
that the illnesses of nearly all of us will be known to the 
Ministry of Health, could not these facts be used by a Govern- 
ment department for its own secret purposes, contrary to the 
ancient tradition of privacy which has always existed between 
' doctor and patient ?—Mr. WILLINK : My honourable friend 
has referred to something that could be done. I.have said 
there is no intention of departing from the present practice. 


Production of Penicillin 


Mr. T. H. HEwett asked the Minister of Supply whether 
he could report on the possibility of producing penicillin in 
any bacteriological laboratory with a well-trained staff.— 
Mr. C. PEAT replied : Small quantities of penicillin in its crude 
filtrate form can be produced in any bacteriological laboratory. 
This penicillin could be used for treatment in certain classes of 
case under special medical supervision. Such laboratories 
would not be able to make any significant amounts of pure 
penicillin for general distribution. | 


Notification of Leprosy 


Mr. T. Drizerc asked the Minister of Health if he would 
make leprosy a notifiable disease.—Mr. WItLINk replied : 
No. Iam advised that leprosy is not in the same category as 
the diseases to which compulsory notification applies in this 
country, where conditions are such that it is most unlikely to 
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spread. The disease is almost exclusively contracted abroad 
and administrative arrangements are in force whereby any 
case of To found by the Service medical authorities or 


through the Emergency Hospital Service is brought to my 


department’s notice: and all practicable steps are taken to 
deal with it with due regard to the medical and social well-being 


of the unfortunate sufferer. ; 
Smallpox at Yeovil 
Mr. W. Leaca asked the Minister the date on which. the 
Yeovil school-teacher reported to be suffering from smallpox 
entered hospital; whether she was still there and, if not, the 
date on which she left the hospital; how long she had spots 


before the investigation was made; how many doctors were 


engaged in the investigation ; whether they made the diagno- 


sis of smallpox which was not confirmed ; and whether doctors 


from his Ministry examined the case.—Mr. WILLINK replied : 
The patient was admitted to hospitalon April 1, and discharged 


on April 20. My information is that she had spots on March 


28, but was not able to visit her doctor until two days later. 
Nine doctors were concerned in the investigation of the case, 
including three of my medical officers. The opinion reached 
by six of them that it was a case of smallpox was not shared 
by two of my officers, but the precaution was taken of treating 
it as a case of smallpox. I am advised that occasionally 
the diagnosis of smallpox presents great difficulties and there 
is ample room for differences of medical opinion. At least 
three of the local doctors who judged this case to be one of 
smallpox were practitioners with substantial experience of the 
disease. 


VACCINE Lympu.—Mr. WILLINK said experience had 
shown. that the tests for the purity of vaccine lymph pre- 
scribed in the regulations of 1931 resulted in the rejection of 
considerable quantities of safe material. The new regulations 
prescribe a revised schedule including a less stringent test for 
the presence of bacteria. A secondary effect of the revision is 
to remove the requirement that the prescribed tests shall be 
applied at the final stage of manufacture. The application 
of tests for the presence of living bacteria is replaced by a 
provision specifying the maximum number of living bacteria 
which may be present. 

VACCINATION OF Non-Conracts.—Mr. WILLINK pointed 
out that in the circular issued to local authorities in 1929, 
the recommendation that school-children and young adults 


. Should not be primarily vaccinated unless they had been 


in personal contact with smallpox was qualified by the words 
‘‘so long as smallpox prevalent in this country retains its 
present mild character.” This did not apply to the most 
recent occurrences of the disease. 


On Active Service 


AWARDS | 
THE following honours have been conferred in recogni- 
tion of gallant and distinguished services in Burma :— 
~ DSO 
Major B. G. A. LILWALL, MB LOND, FROS, RAMO 


, MC 
Captain H. O. BANIK, 1amo 
Lieut. BASHIR AHMAD, IAMC 
The following immediate award has been made in Italy : 
, MC 
Captain ELSTON GREY TURNER, MA CAMB, MROS 
Throughout the period when his battalion was being constantly 
attacked and subjected to artillery, mortar and small-arms fire, 
he showed complete disregard for personal safety in caring for 
the wounded. ing to the nature of the country it was found 
impossible to establish a regimental aijid-post to carry out its 
normal function and Grey Turner went at all times to the places 
where the shelling was most severe, or the battle fiercest, and 
tended the wounded under fire, often in front of our own 
positions and he organised their evacuation. He injured his 
knee in @ fall but did not disclose this fact until the battalion 
was relieved, but carried on over very difficult country, in the 
discharge of his tasks. 


CERTIFICATE IN PSYCHIATRIC SociaL WorkK.— The Univer- 
sity of Edinburgh has approved regulations for a new course 
to train and qualify social psychiatric workers. Candidates, 
who should be over 21, must hold a social study diploma or 
certificate, or a degree in sociology. The course will last a 
year and will normally start in October. Applications should 
be in the hands of the director of studies, Department of 
Social Study and Training, by Sept. 1. 
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po o Lettere to ihe Editor 


NOTIFICATION QF TUBERCULOSIS 
THE PATIENT WITH A PRIMARY INFECTION 


Sık, —In view of the difficulties about to confront 
local authorities responsible for the treatment of all 
forms of tub 
action should be taken when a primary tuberculosis 
complex is discovered. Mass radiography will make 
such cases more numerous. 

Undoubtedly there is a great concentration of tuber- 


culous morbidity in the first few years after the primary 


infection. Nevertheless in the great majority of cases 
this initial infection resolves spontaneously with no 
clinical signs or symptoms of intrathoracic disease. 
‘Everyone is a positive skin reactor by the age of 45; 
and at some time or other everyone must have developed 
a primary complex. Examination of stomach washings 


at that time would possibly have revealed tubercle 
bacilli | 


` For the purpose of the annual returns required by 
Memorandum 37/T, patients suffering from pulmonary 
tuberculosis include persons having tuberculosis of the 
pleura and intrathoracic glands ; and the same memoran- 
dum classifies notified cases into TB= and TBt groups. 
Discovery of the tubercle bacillus by any method and 
from any source (sputum, pleural fluid, fæces, &c.) is 
sufficient to warrant classifying a patient as TBt. 
Hence every case of primary infection in which gastric 
lavage is positive should be classified as ‘‘ open.” But 
if everyone’s stomach washings were examined shortly 
after the acquisition of a positive skin reaction to tuber- 


culin, a great number of people now enjoying perfect 


health would have been classified as TB+ cases of 
pulmonary tuberculosis; and according to the memo- 
randum a case classified as TB* can never, from a 
statistical point of view, become TB~. sa 

Cases of primary infection which will heal unevent- 
fally constitute the majority of cases picked up by the 
- tuberculosis ‘officer during examination of contacts of 
known ‘‘open’’ cases. At the moment there is only 
one course which he can take—i.e., to notify them as 
cases of pulmonary tuberculosis. This carries many 
disadvantages. i 

Children so notified will remain on the tuberculosis 
register for at least 5 years, and will suffer from the 
stigma which attaches to periodic visits to the dispensary. 
Yet to admit such cases to an institution would be a 
great waste of beds and money, and would result in a 
grave gap in their education at a time when education 
is of most value. There are, of course, teaching facili- 
ties at most institutions, but these cannot be compared 
with ordinary schooling. Finally such children would 
enjoy small privileges entailing the expenditure of public 
money on extra milk and treatment, which in many 
cases would be quite unnecessary. l 

It seems, therefore, that some modification of the 
existing tuberculosis scheme is now necessary. Positive 
reactions are undoubtedly potential sufferers from 
tuberculous meningitis; bone and joint tuberculosis, or 
adult phthisis ; but since only a small fraction of them 
will develop these conditions, it is unnecessary to notify 
all cases of primary infection discovered. 

The difficulty could be overcome by classifying the 
primary lesion separately so that its recognition carries 
none of the consequences of ordinary notification. It 
would probably be sufficient to keep such cases under 
supervision for a couple of years only, to tide them 
over the immediate, danger period; after that they 
could be written off as ‘‘ healed.” , Oases requiring in- 
stitutional treatment at the outset but are likely to 
heal uneventfully should be admitted to special open-air 
schools, not shared by children with other. illnesses, 
where they could be kept under careful medical super- 
vision, away from the source of infection and without 
a break in education. At present there are few facilities 
for their reception : convalescent homes, perturbed by 
the TBt gastric lavage will rarely accept them, and it 
is undesirable that they should be admitted to sanatoria 
with open cases. | a Pi 

It must be recognised that there are two types of casè 


‘in which tubercle bacilli may be demonstrated: the. serum with a bacteriostatic sulphonamide, 


erculosis, it is important to consider what . 


primary infection with its tendency to regress and 
resolve ; and adult phthisis with its tendency to progress 
and cavitate. The regulations should be so amended 


that notification of pulmonary tuberculosis is confined 


to the latter class. | 
Kettlewell Hospital, Swanley. ROBERT LIVINGSTONE. 


THE WHITE PAPER REVIEWED 


S1r,—I should like to endorse the view of the white- 
paper, and the concept of a national medical service, 
expressed so ably in your issue of May 6 by Dr. Hopkins. 
I am, I imagine, a contemporary of his, and I feel about 
it much as he does; he strikes the note which is all too 
seldom heard in the criticisms of the scheme and which 
were mentioned on April 22 by Dr. Mole—namely, the 
point of view of the patient and the people in general. 
That they are not served as they should be, under the 
present system, is surely clear; otherwise the state 
would not have felt impelled to interfere. If we have 
been unable to provide an adequate service for the 
whole community after all these years, can we grumble 
when the matter is taken out of our hands? Let us 
by all means amend the scheme as necessary ; I am not 
attempting to say it is perfect in every detail. But let 
us at least admit that the Government has produced a 
very reasonable basis for a national medical service. 

The criticism that the standard of medical practices 
will tend to fall in such a service uncovers a very low 
estimate of one’s fellow men. The quality of a man’s 


‘work depends on his idealism and the quality of work 


need not suffer in a state service in any degree more 


than that which each one of us allows it so to do. But, ` 


while this is perfectly true, we must be honest enough 
to admit that a large self-interest dominates idealism 
in most of our motives. To give a more complete 
service to the community we require a measure of 
control, and that control can be given by the state 
without undue interference. A free profession as we 
know it is an ideal which I believe we, as a whole, 
have shown ourselves unable to fulfil; ‘and I, for one, 


-am not afraid of the different freedom promised us in ` 


the comprehensive national medical service. 


After four years in a state-run medical service I know - 


something of the snags and dangers of bureaucratic 
control, but I believe that in a nation-wide scheme they 
would be less than is feared, and I also believe that, in 
the interest of the community we serve, we should be 
prepared to take that risk as well as sacrifice our present 


“ freedom.” Huen R. ARTHUR. 


SULPHONAMIDES IN DERMATITIS | 
HERPETIFORMIS |, | 


Srr,—As a contribution to the question raised by 
Dr. Barling in his article of April 15, I am reporting a 
case in which I deliberately applied unusually high 
doses. I had the patient in my care while I was working 
a year ago in the Halifax General Hospital under Mr. 
H. I. Deitch. 

A red-haired boy aged 5 years had been an inpatient of 
the hospital continuously for more than half his life. During 
this time he had been seen by several distinguished dermato- 
logists and pediatricians who all diagnosed dermatitis 
herpetiformis. All treatments tried (Liq. arsen., ‘German,’ 
‘ Aolan,’ ‘ Livogen,’ sulphanilamide ointment, calc. lact., 
orange juice, vitamin D 100,000 units daily, AT10, anti- 
diphtheria serum, &c.) were completely in vain. The child’s 
skin was covered all the time with weeping sores; for many 
months healing ulcers were at once replaced by new ones. Asa 
consequence the boy’s mental state became very poor and his 
behaviour completely apathetic. His condition seemed so 
bad and the outlook so hopeless that a heroic decision seemed 
justifiable. Our reasoning ran like this. As dermatologists 


agree, there is in all such cases an element of nervous insta- ` 


bility. This was especially true for our little patient’s skin, 
which was certainly highly sensitive and irritable. We thought 
that the most active irritant was the infected material dis- 
charged from the infected blisters on to the skin; this pro- 


voked new blisters, these became again infected, and so on. ` 
There was apparently a firmly fixed vicious circle which had 


to be broken if any improvement was to take place. This 
might be done by preventing secondary infection of the 
blisters. I tried to achieve this by saturating the exudated 
and chose 
t \ 


Pa 
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sulphadiazine (by far the least toxic of all sulphonamides) 
applied over a long period. The experiment proved success- 
ful. The boy had 3 grammes of sulphadiazine daily for a 
fortnight, 1:25 g. daily for the next, four weeks, 0°75 g. for a 
fortnight, and then 0:375 g. daily. Altogether about 100 g. 
was given in two months. He made slow but definite progress 
and the weeping ulcers healed up. He became a lively and 
gay child and was soon out of bed all day, only now and then 
small blisters appeared on his skin which contained only 
serum and no pus. His mother asked to take him home, and 
we could allow him to go after the dramatic change the 
illness had taken. 

I would like to end with two remarks. First, the 
child was not cured of his fundamental condition—in 
spite of sulphadiazine, new blisters appeared now and 
again. Secondly, sulphapyridine and also sulpha- 
diazine had been tried several times during the years of 
his illness in the form of two or three day ‘‘ courses ” 
without effect. Sulphonamides are not harmless drugs 
to be given in every low-grade infection which heals up 
spontaneously (sore throat, upper respiratory infections, 
&c.), but if there is a real indication they should be used 


with courage and without the physician’s mind being 


~ 


~ 


not exist, to a recognised correspondence course. 


fixed on the rare event of agranulocytosis. Is the 
surgeon kept from performing an appendix operation 
because of the rare accidents which may happen, if the 
indications for the operation are well founded ? 


Perthshire, PAUL KAZNELSON. 


RUBELLA AND CONGENITAL MALFORMATIONS 


Smr,—I have read your annotation on p. 316 of 
March 4. Among the inaccuracies are the following : 
(1) Geographical. 
(a) Dr. Gregg’s work was performed in New South Wales. 
(b) There are no “states” in South Australia. South 
Australia (population about 600,000) is a state of 
the Commonwealth of Australia. 
(2) Medical. 
Only one case, not “‘ two,’ was described of congenital 
malformation following maternal mumps in pregnancy , 
As far as the remainder of the annotation goes I hope 
that a few of your readers will find time to read the 
original articles for themselves. 
Institute of Medical and Veterinary 
Science, Adelaide, S. Australia. 


*,.* The articles to which Dr. 


CHARLES SWAN. 


Swan refers are b 


N. McA. Gregg (Trans. ophthal. Soc.: Aust. 1941, 3, 35) 


and by C. Swan and others (Med. J. Aust. 1943, ii, 201). 
A further article is in course of publication in the latter 
journal.—ED. L. 


THE LABORATORY TECHNICIAN 


SIR, —Your article of April 29 (p. 575) suggests that 
the intermediate technical examination shall consist of 
subjects which would level out the standard of education 
of entrants, but already one of the generally accepted 


‘school certificates is required of candidates before they 


are registered as students of this Institute, on the same 
principle as that adopted by other qualifying bodies. 
It is realised that potential entrants will not always be 
in possession of such an educational standard, for the 
Institute, as yet, cannot and is not willing to control 
the recruitment of juniors into medical laboratories ; 
and in these cases the proposed student is referred to 
the local educational authorities or, where eas oo 
y 
on the acceptance of their educational qualifications are 
they admitted to student membership of the Institute. 
They then continue their studies in the basic scientific 
subjects of physics, chemistry, biology and physiology, 
until, at the age of 18, they can commence the Institute 
tutorial classes. ' l 
Our instructional classes are to be conducted at 
many centres in the country, by fellows and associates 
of the Institute, in preparation for the Institute’s 
diplomas.. There is much to be said for your suggestion 
regarding the personal, as against the class, system of 
teaching during the professional training proper, pro- 
vided that there is some standardisation of the quality 
of the teaching and also of the teaching methods, and 
my council have prepared their syllabus, and have 
chosen their instructors and tutors, so that this standard ` 
teaching shall exist. The periods of professional 
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of the bridge in gall-bladder surgery. 


scientific writings. 


‘the cinema as in the case of the Harvey film. 
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training are three years for the intermediate examination 
and a further two years for the subjects of the final 
examination—i.e., pathological technique, bacteriological 
technique and chemical pathology technique. 
Institute of Medical | J. M. SIGNY; 
Laboratory Technology, Secretary and Registrar. 
- Buckingham Street, W.C.2. 


THE BRIDGE IN GALL-BDADDER SURGERY 


Str,—Mr. Holman has. questioned the usefulness 
It is difficult to 
see how the use of a bridge could affect the incidence of 
pulmonary embolism—its incidence is notoriously 
capricious. But on another count I believe its us i is to 
be discouraged. Hyperextension of the lumbar spine 
is likely to be conducive to pain in that region afterwards, 
particularly in the type of patient who is most liable to 
suffer from gall-stones. I have not used a bridge in 
gall-bladder operations for the last twenty years, having 
learned from the late Lord Moynihan that it was quite 
unnecessary. His teaching that an adequate incision 


` and proper use of the assistant’s left hand would always 


provide an excellent exposure has seemed to me to be 
fully justified. i 


London. GEOFFREY KEYNBS. 


| | “Q” AND ANTIBODY 

Sm,—Sir Arthur Quiller-Couch’s book, On the Art of 
Writing, must have helped many to improve their 
In it he states, ‘‘ But, though Tess 
important, it is good to recognise that, as sons of Cam- 
bridge, we equally offend against her breeding when in 
our scientific writings we allow ourselves to talk of a 
microbe as an ‘antibody.’ ” ‘Fhe word, ugly as well 
as hybrid, did not convey to “ Q” that its antibody 
fought the microbe. 

Cannot we cease to offend against our breeding by 
coining a new word ? Having learnt just enough Latin 
to pass the matriculation examination (alas, twenty-five 
years ago!) and no Greek, I will leave it to others to 
propose a word, but remind them of Quiller-Couch’s 
advice, ‘‘ Almost always prefer the direct word to the 
circumlocution.” I sincerely hope some son of Cam- 
bridge will produce a single generic word for the chemical 
substances fighting in our blood and tissues. This will 
show our appreciation of ‘‘ Q’’’ who, as the obituary 


notice in the Times said, may not have founded a famous. 


school but certainly helped the average man to rise 


above his mediocrity. 


Rugby. - R. E. SMITHA. 


SUPPLY OF BODIES FOR DISSECTION 


SIR, —In Dr. Goodman’s Arris and Gale Lecture, sum- 
marised in your issue of May 20, he expresses the belief 
that there will be a gradual falling off in the number of 
unclaimed bodies available. In this he is no doubt right, 
for when we are all insured against every contingency 
in life from the womb to the tomb and given in addition 
a handsome tip to Charon in the form of a burial allow- 
ance, few bodies are likely to be unclaimed. But is he 
not too sanguine in thinking that if the method of 
leaving bodies by bequest was, better known the gap 
would rapidly be filled ? Some years ago a friend of mine 
asked his executors to bequeath his body to a medical 
school, but the professor of anatomy did not jump 
at the offer on account of the tiresome formalities to be 
observed, although—my friend being an agnostic—there 
was no occasion for a burialservice. Inany case one need 


: not be a sentimentalist to have qualms about handing 


over that old fried the body, which has served one 
pretty faithfully for perhaps 70 odd years, to be pickled 
in formalin, laid on a table and cut to shreds by the 
scalpels of a group of young men and women. Better 
by far for it to be picked to pieces by real vultures on 
the Towers of Silence like a Parsee ! 

No; the solution of the problem is not more corpses 
but less anatomy. Let us give up the fetish that the 
whole body must be dissected by every medical student, 
reduce drastically the amount of anatomical detail that 
he is expected to know, make more use of ready-pre- 
pared specimens, models and drawings, and call in the 
help of X rays used on the living subject, and a of 

ar 


fewer bodies would then be wanted. FRCP. 


THB. LANCET] 


Ae Obituary 


JAMES JOSEPH DOCHERTY 
M B GLASG; CAPTAIN RAMC 
Captain James Docherty, who was killed in action on 


- .he Italian front in January, was the eldest son of Mr. 
-and Mrs. Michael Dorberty of Glasgow. He was 


s 


educated at St. Aloysius’ College, 
Glasgow, and at the University of 
Glasgow. After qualifying in 1940 
he was invited to join the staff of 
the Southern Genera] Hospital, 
where his promising work as a 
student was known. Dr. John 
Hewitt, one of his chiefs there, 
writes: ‘“‘ Docherty had already 
shown a skill and soundness of 
judgment unusual for one of his 
years. His death has ended his 
medical career before it had 
properly started, but nothing can 
destroy the memory of his calm 
unassuming efficiency and his 
T grace and ‘charm of manner.”’ 
While one of his contemporaries 
assesses him as a man with a 
= fair for essentials and a bappy> knack of trans- 
lating knowledge into action.” Wiry and of medium 
build, Docherty had a breezy personality and a great 
capacity for friendship. His hobbies were music and 
photography, and he was a good golfer. 

He was commissioned in November, 1941, and after 
a few months’ service in Iraq was transferred to the 
8th Army in which he served through the North African 
campaign. As a company commander of a field ambul- 
ance he went to Italy with the 5th Army and was killed 
during the ‘fighting near Cassino. He was 27 years of 
age. | : 


Lafayete 


'  GALEB GREENWOOD PENNY > 
MRCS 3; CAPTAIN RAMC 


- “Captain Penny,- who has been killed in Burma at 


the age of 30, was the only son of Dr. R. A. Greenwood 
Penny, acting superintendent of 
Exminster Hospital. He was edu- 
cated at Exeter School, University 
College of the South West, King’s 
College, London, and St. George’ Ss 
Hospital, and qualified MRCS in 
1941. After holding house-ap- 
pointments at St. George’s and at 
Exminster Hospital he joined the 
RAMC in 1942. A strongly built 
young man, Greenwood Penny 
was a vigorous and 
Rugby player and captained his 
hospital team in 1940-41. Many 
- of his fellow students will remem- 
=: ber him, in a fisherman’s jersey 
and a pair of old corduroy trousers, 
giving a running commentary from 
the roof of St. George’s on the 
petieity of the Luftwaffe. Here, as in other walks of 
life, his humour and fearlessness at once amused and 
encouraged his companions. 


- Vienne toe Benia 


Dr. WALDEMAR BARTHOLIN SOMMERS died at his home 
at Redhill, Surrey, on May 9, after a long illness. He 
came to Edinburgh from New Zealand to study medicine 
in 1902 and graduated MB with honours in 1908. After 
a year as house-physician to Professor Greenfield he was 
appointed medical officer to the Burmah Oil Company at 


' Syriam. While on leave in 1914 he returned to Edin- 


burgh and took his FRCSE. His bealth was never over- 
robust and at the end of his contract in 1925 he retired to 
Redhill. J.C. L. writes: ‘ Bart Sommers started medicine. 
rather later than the average student. Quiet and rather 
reserved, he did not make friends easily, but he was 
always helpful in advice, both professional and social, to 


_ those. younger than himself. A sound physician he 


earned much gratitude and praise both from the officials 


t 
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and from the natives. He bore his illness with the 
philosophy and fortitude which those of us who knew 
him had come to expect.” 


= Mr. Hurry Fenwick was barn at North Shields in 
1856, seven years before his father, Dr. Samuel Fenwick, 
migrated to London. He died in his 88th year. 


Public Health En 


“ Scarlet Fever” 


For some months the Essex Epidemiological Com- 
mittee—whose members include representatives of 
general practice, the public health service, and hos- 
pitals—has been considering the definition of ‘‘ scarlet 
fever.” After consultation with the Ministry of Health, 

: it has asked its chairman, Dr. W. A. Bullough, MOH for 
the county, to circulate the following memorandum to 
‘local MOHs, hospital officers, and practitioners : ae 

It is generally agreed that “‘ scarlet fever ”?” has become so 
benign as to make largely unnecessary its administrative.. 
control as previously exercised. It is recognised also that 
this condition is only one of the many manifestations of 
infection with group A hemolytic streptococci and that there 
is no justification for isolating in hospital individuals suffering 
from streptococcal sore throat associated with a rash, whilst 
ignoring those with a similar sore throat and no rash. To do 
so does not protect the community, but it is impracticable 
to remove to hospital all those suffering from streptococcal 
sore throat and it follows that the needs of the particular 
patient should decide whether ornohe should be given hospital 
accommodation. 

Cross-infection, which is largely responsible for, the com- 
plications 9f ‘“‘ scarlet fever,” does not occur if the patient 
is nursed at home, and this is one of the main reasons for 
advocating home treatment of this disease wherever possible. 
Although the welfare of the patient.is the first consideration, 
other aspects of the problem, cannot be ignored, and one of 
these is the possibility of the spread of infection by milk or 
faods which are consumed uncooked, whilst another is the 
risk of infecting a woman in the later stages of pregnancy. 
Where, therefore, a case of “ scarlet fever ’’ occurs in a house- 
hold, a member of which is a food-handler, or where there is a 
woman approaching confinement, it would be inadvisable to 
have the patient nursed at home. It is, therefore, recom- 
mended that admission (of cases of ‘scarlet fever”) to 
hospital should be determined by: (1) the severity of the 
disease ; (2) the home nursing facilities ; (3) the employment 
of another member of the household in the preparation or 
_ distribution of food for public consumption; (4) the ap- 
proaching confinement, say within one month, of any female 
in the patient’s home. 

It is highly desirable that the public should be informed — 
of the altered view now taken by the medical profession of 
‘“ scarlet fever,” and it i is felt that this can best be done by the 
family doctor. l 


Infectious Disease in England and Wales 
i WEEK ENDED MAY 13 


Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, 1 (at Birken- 
héad); scarlet fever, 1791; whooping-cough, 2548 ; 
diphtheria, 584 ; paratyphoid, 10; typhoid, 8 ; measles 
(excluding rubella), 2132 ; pneumonia (primary or in- 

‘fluenzal), 704 ; puerperal pyrexia, 150; cerebrospinal 
fever, 70; poliomyelitis, 2; polio- encephalitis, 0; 
encephalitis lethargica, 4; dysentery, 280; ophthalmia 
neonatorum, 75. No case of cholera, plague or typhus 
fever was notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on May 10 was 1730. During the 
previous week the following cases were admitted : scarlet fever, 116; 
diphtheria, 48 ; measles, 62; whooping-cough, 83 


Deaths. —īn 126 great towns there were 1 (0) deaths 
from an enteric fever, 2 (1) from scarlet fever, 4 (2) from 
measles, 14 (2) from whooping-cough, 7 (0) from diph- 
theria, 53 (7) from diarrheea' and enteritis under two 
years, and 14 (0) from influenza. The figures in paren- 
theses are those for London itself. = 


Sheffield reported the fatal case of enteric fever. 
3 deaths from whooping-cough at Birmingham. 


The number of stillbirths notified during the week was 
208 (corresponding to a rate of 25 per thousand total 
births), including 20 in London. 


There were 
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: Notes and News 


: A CENTENARIAN NURSE 

Mrs. Rebecca Strong, who died at the age of a hundred at 
Chester last month, was born at the Blue Boar in Aldgate in 
1843. Left an orphan at an early age, she married young 
(her maiden name was Thorogood) and was left a widow with 
one daughter when she was twenty. Tales of the Crimea 
turned her mind to nursing, and she entered Florence Night- 
ingale’s pioneer school at St. Thomas’s as one of the earliest 
probationers. After training she was chosen by Miss Nightin- 
gale to go with five or six other nurses to reorganise the 
nursing of Netley Military Hospital. 

An offer of the post of matron at Dundee Royal Infirmary 
took her north in 1874, and five years'later she became 
matron of the Royal Infirmary, Glasgow. Here things 
moved too slowly for her; when she suggested that a home 
should be built for the nurses the board felt she was going too: 
far. She resigned, and started a private nursing-home, 
taking cases for William Macewen, then casualty surgeon to 
Glasgow City. Six years later the infirmary asked her 
to come back; she now found an enlightened board of 
management, and settled down there to achieve the ad- 
vances in the education and status of nurses with which 
her name is associated. 

In 1907 she retired ; but after a few years she was up and 
doing again, engaged in active nursing propaganda. This 
took her to Finland, Palestine, Ceylon and the United States. 
In 1918 she was responsible for founding the Scottish Nurses’ 
Club in Glasgow. Her last journey in the cause of her nurses 
was made at.the age of 86, when somewhat to the con- 
sternation of her family (she was travelling quite alone) she 
visited Canada and made a, lengthy tour. 

Her interests were broad; she'read widely in English and 
French, and for many years spent her halidays climbing in 
the Alps. On New Year’s Day, 1939, she made her last 
public appearance, when she met the nurses and governors 
‘at the Glasgow Royal Infirmary. She received the OBE on 
the same day. Her hundredth birthday was no disappoint- 
ment: she received deputations from her own and other 
hospitals, and greetings from the Royal Family, and later 
sat at the head of the table of her great-nephew, Dr. Charles 
Tisdall, and made a characteristic little speech of thanks. 


University of Sheffield - 

The university has received from the J. G. Graves Charit- 
able Trust £25,000 for establishing postgraduate research 
fellowships in medical sciences. 


Royal College of Surgeons of Edinburgh 

At a meeting of the college on May 18, with Prof. R. W. 
Johnstone, the president, in the chair, the following were 
admitted to the fellowship : 

A. F. Anderson, MB EDIN.; D. M. Dunn, MB DURH.; James Gar- 


den, MB GLASG. ; Clement Grimshaw, MB, EDIN.; H. I. J. Kellam, 
MD TORONTO; Alfred Standeven, MB CAMB.; and C, L. Thomas, 


MD TORONTO. 
Exhibits in Edinburgh University Library 

To illustrate Dr. Douglas Guthrie’s lectures on the his- 
torical background to modern medicine, & collection of early 
printed medical books has been placed on view in the Upper 
Library Hall of Edinburgh University. It includes first 
editions of Vesalius’s De Corporis Humant Fabrica (1543). 
and Harvey’s De Motu Cordis (1628). The exhibition will 
remain open from May 29 to 31 (10 till 4). 


British Medical Bulletin 

The British Council has been permitted to print a small 
edition of British Medical Bulletin for sale in the United 
Kingdom. The primary purpose of the Bulletin is to inter- 
pret British medicine to the overseas reader: it contains 
reviews, abstracts, book notes and a list of the contents of 
current British medical and cognate journals. Applications 
for annual subscriptions or for single parts may be addressed 
to BMB, 3 Hanover Street, London, W.1. 


Harveian Society of London 

Surgeon Vice-Admiral Sir Sheldon Dudley will deliver the 
Harveian lecture on Monday, June 5, at 4 pm. He will 
speak on state medical service problems in the light of Royal 
Naval experience. The meeting will take place at the Royal 
College of Surgeons, Lincoln’s Inn Fields, London, W.C.2. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paner should not be taken 
as an indication that they are necessarily available for export. 
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On May 8 the Medical Society of London elected Mr. W. 
SAMPSON HANDLEY to its honorary fellowship, reviving this 
jealously guarded privilege as a recognition (in the President’s 
words) of lifelong devotion to the advancement of surgery and 
of the application of pathology to practice. 


Local Planning of Rehabilitation 

Addressing a conference at Loughborough on May 3, Dr. 
Harold Balme, of the Ministry of Health, described rehabilita- 
tion as a medico-sociological problem, to be solved by medi- 
cine and industry in partnership. He hoped that social 
insurance would do away with lump-sum compensation, 
which was a serious deterrent to rehabilitation, and he looked 
forward to rehabilitation workshops throughout the country 
in which men would work until their earning capacity ,was 
restored. In each town a small joint council should be formed 
to find out how many people need rehabilitation and what 
facilities for it exist. : ; 


British Institute of Philosophy 

At 5 pm, on Friday, June 2, at 14, Gordón Square, London, 
W.C.1, Prof. H. H. Price will give a lecture on two theories 
of perception. 


— 


Appointments 


KELYNACK, AGNES V., MD LOND. : assistant secretary to the Britis 
Bi Mens peony. aai w - ai 
tIGGAL, R. M., LROP: medi superintendent, Northumberlan 

House, Finsbury Park, London, N. 
SrA ers J. V., MRCP, Dane: Coneniting radiologist for Bristol. 
, I., MRCS: visiting ophthalmologist at Hillingdon Count 
Hospital, Middlesex. 5 sae 
WILTON, B. J., MRCS: examining factory surgeon for Islington, 
Middlesex. 


Births, Marriages and Deaths 


BIRTHS 


BARRETT.—On May 16; at Gerrards Cross, the wife of Lieutenant 
G. M. Barrett, RAaMC—a daughter. 

CURRIE.—On May 12, in Capetown, the wife of Major J. A. Currie, 
SAMC—a@ son. , 

D’Srtva.—On May 18, in London, the wife of Dr. Jobn D’Silva— 
a son. 

DONALDSON.—On May 15, in Edinburgh, to Dr. Nancy Donaldson 
(née Ferguson), the wife of Surgeon-Lieutenant E. M. Donald- 
son, RNVR—A& son. 

EDHOLM.—On May 16, the wife of Dr. O. G. Edholm, of Belfast— 
a daughter. 

KEvaNns.—On May 17, at Llanelly, the wife of Surgeon Lieutenant 
A. J. Evans, RNVR—a daughter. 

FYNN.—On May 14, at Cherwell, Oxford, the wife of Dr. Robert 
Fynn—a son. 

GIBBs.—On May 15, at Cobham, Surrey, the wife of Dr. A. J. 
Gibbs—a son. 

HENDERSON.—On May 16, in London, the wife of Dr. Norman P, 
Henderson—a son. 

HvuGH-JONES.—On May 16, at Poole, Dorset, the wife of Dr. Philip 
Hugh-Jones—a daughter. 

LEMPERT.—On May 8, to Dr. Susan M. Lempert, wife of Dr. Hyme 
Lempert of Didsbury, Manchester—a daughter. 

LISTER.—On May 13, at Twyford Bury, Bishop’s Stortford, the 
wife of Lieut.-Colonel Arthur Lister, RaMc—a daughter. 

PARKINSON.—On May 14, at Wanstead, the wife of Mr. 
Parkinson, FRCS—a daughter. 

TAYLOR.—On May 16, at Birmingham, the wife of Dr. A. Brian 
Taylor—a son. 


Roy 


MARRIAGES 
ACKERLEY—GIBBINS.—On May 18, James Ackerley, captain 
RAMC, of Kersal, Manchester, to Joan Christine Gibbins. 
DAWKINS—DaAVirs.—-On May 6, Robert Cecil Dawkins, group- 
captain RAF, to Joan Mary St. Venant Davies, MB. 
GourTrrMaNN—ROSENBERG.—On May 18, in London, Eric Guttmann 

MRCP, to Klizabeth Rosenberg, MRCP, major RAMC, : 
HARGREAVES—THOMSON.—On May 19, G. E. L. Hargreaves 
paymaster captain RN, to Christina Thomson, MB, of Plymouth. 
HaYwarRvp—PiInie-Corrin.—On May 9, in the Middle East, Edwin 
William Hayward, colonel RAMc, to Monica Pine-Coffin 
section-othcer WAAR, j 
Mackay—HooLs.—On April 20, at Port Said, S. James Craufurd 
Mackay, MD, to Sybil Mary Hoole, section-ofìicer WRNs. 
SMALL—Woop.—On May 8, at Witney, Michael H. Small, surgeon 
lieutenant RNVR, to Margaret H. Wood, QARNNS (R). 
WATKINS—CARINGTON.—On May 12. at Chenies, P. F. Anthony ° 
Watkins, lieutenant RAMO, to Alison Eirene Carington. 


B DEATHS 

BaNGAY.—On May 17, at Southsea, Hants, James 
Bangay, OBE, MRCS, surgeon captain RN ret. 

BuRNEY.—On May 15, in London, Charles Dudley Francis Burney, 
MRCS 

CAHILL.—On May 14, Robert Jobn Cahill, DSO, MB RUT, 
ljeut.-colonel RAMC retd. 

Cousins.—On May 10, at Almora, North India, Ethel Constance 
Cousins, MA OXFD, MD LOND. 


Dorrington 


DPH, 


FENWICKE.—During .February, at Worthing, William Soltau 
Fenwicke, MD STRASBOURG & LOND., MRCP. 
HALsTEAD.—On May 15, at Rickmansworth, Herts, Douglas 


Vernon Halstead, MRCS, formerly of Ramsgate, aged 54. 
STANLEY.—On Dec. 1, at Malai Camp, Singapore, Cuthbert Arthur 
Stanley, MB LOND., DO, DTM, Colonial Medica) Service. 
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EDUCATION FOR HEALTH * 


JoHN A. RYLE, MD LOND, FROP 
PROFESSOR OF SOCIAL MEDICINE, UNIVERSITY OF OXFORD 


THE history of medicine is largely the history of dis- 
coveries, methods and disciplines, and of the slow 
application to practice of principles based on these, In 
the record of our own small island we regard with pride 
Harvey’s discovery and experimental method; Syden- 
ham’s naturalistic teaching ; the discipline of the Guy’s 
school of physician-pathologists, including Bright, 
Addison, Hodgkin, Gull and Wilks; the establishment 
of new preventive principles by Jenner and Lister; and, 
in our own time, the work of the nutritional physiologists. 
Where fundamental contributions to knowledge are 
concerned it is impossible and unnecessary to apportion 
credit, but when we take for our measure the direct 
benefit. of the common man the palm should probably 
go to those whose curiosity concerned them with causes 
and prevention rather than with description, classifi- 
cation or the intimate study of physiological or patho- 
logical processes. ` I would suggest that our next advance 
will again be concerned with causes, but with the ultimate 
rather than the intimate causes, of disease—with the 
living and working conditions of the people; with their 
houses, their economic insecurity and their ignorance 
rather than with the bacteria and nutritional deficiencies 
for which all these provide the opportunity. Here, 
looking back, we shall trace our debt to Chadwick and 
Farr, to Southwood Smith and Simon and Octavia Hill ; 
‘and, looking forward, we shall base our new campaigns 
and changing discipline on a closer alliance than here- 
tofore between the medical and social sciences and 
educational endeavour. Everywhere men are beginning 
to ask not only why there are so many sick people but 
why there are so few healthy ones, and what might now 
be done-to improve the chances of health for all. - 

Of the effective instruments of social and individual 
medicine, or social and individual hygiene—for these are 
scarcely ce mat | no means the least is health- 
education. We would do well to inquire how it may 
come to be better organised within the framework of 
the numerous social changes and humanistic requirements 
which we have in contemplation for the postwar world. 
We would do well to consider what fundamental studies 
are needed to ensure that the principles of our education 
for health shall be sound and their applications fruitful. 
and we must, at the outset, be reasonably critical of 
past trends in our own education,and practice which 
have ever imposed the emphasis on sickness and led 
to so curious a neglect of those more balanced pro- 
‘cesses of body and mind from which all sickness is a 


ap jarture, , 

- While regarding the treatment of sick persons and 
their restoration to health as a main objective of medi- 
cine we have in our teaching too commonly failed to 
discuss with our students the very meaning of the words 
“ disease” and “health.” Until lately the public 
health services, dealing rightly in the first instance with 
the urgent problems, have been more concerned with the 


prevention and control .of infective diseases in the com- 


munity than with the building of bealthy communities. 
If there be those still among us who would regard the 


cure or alleviation of disease as the sole and proper’ 


function of the practitioner of medicine, is it not time 
that we reminded *them that the word doctor means a 
‘teacher, and that this function of teaching, as distinct 
from therapeutics, has been too long and largely in 
abeyance ? Our neglect can be partly excused by the 
many exacting preoccupations of the surgery, the clinic 
and the consulting-room, and partly by the forms of our 
service and the systems of remuneration for it, which 
have discouraged health-examinations and the giving 
of health-advice to the individual in times of well-being 
or incipient disorder and to the community as a whole 
at all times. Let us allow that the good family physician 
takes such opportunities as he can to distribute health- 
advice, and gives some hard-won time to lectures or 
welfare and clinic work, but his early training and the 
‘present organisation of practice have rarely included 
health-teaching as a special responsibility. For the 


* A lecture to the Cardtff Medical Society on March 22, 1944. 
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assumption of such responsibility our new service should 
make better provision. _ ; - 


THE MEANING OF HEALTH 


So confused has been our thinking about health that — 
when at length we begin to consider it as a proper pro- 
fessional concern we allow a curious term like ‘‘ positive 
health ” to creep into our terminology—as though there 
were some other sort of health that was ‘‘ negative.” 
The old English word “ hale,” which means healthy, is 
etymologically the same as ‘‘ whole.” The healthy man 
is the ‘‘ whole man,” whole in a functional regard, in the 
enjoyment of his faculties and well adapted to his 
environment. Health, like disease, and similarly in its 
time-behaviour, is a continuing and fluctuant rather 
than a static process; its features vary with age, sex 
and other circuntstance. Between health and disease, 
be it admitted; there is no sharp and clear-cut boundary. 
Nevertheless it is important to accept that health is 
something different from the state of ‘‘ no demonstrable 
disease,” with which it has been too readily confused. 
Young army recruits are enrolled: in their thousands © 
under category Al, but their rapid gain in weight and 
improvements in respect of appetite, bearing . and 
efficiency under the influence of good food, fresh air and 
physical training suggest that, although ‘no disease ”’ 
was found at the medical boards, ‘‘ Al ’’ and “ healthy ” 
are not identical, and that the conditions requisite for 
health could not have obtained in the previous civilian 
life and work of-a large proportion of Service. men and 
women. School meals and other amenities have. helped 
to produce significant improvements in the physical, 
mental and moral growth and stature of elementary- 
school children and have brought them nearer to a state ` 


- of “ wholeness ” than was possible for the children of 


earlier generations. . The state of mind and body of any 
one of us at the end of an overdue holiday may be so 
different from our state before it that we. may well doubt, 
in retrospect, whether we had justified the common 
claim that we were-healthy folk. Ofthe patients referred 
to consulting physicians a large proportion require. no 
more to bring them nearer to health than a routine 
examination, a clear explanation, and a simple and 
vigorous reassurance, often with particular advice to 
discontinue an unnecessary regime or treatment which 
they have adopted with or without professional advice. 


CAUSES AND ASSESSMENT OF HEALTH 


It is clear that health is something worthy of study 
for its own sake and for the better applications of know- 
ledge to its promotion and maintenance. It. has, like 
disease, its causes, its manifestations and its consequences, 
about which a great deal remains to be discovered and 
towards the better understanding of which methods of 


observation and experiment already employed in the 


clinic could be readily adapted. Too many of our 
“ normal” standards employed in the ward and the 
laboratory have been based upon the examination of 
patients. In consequence we have seen a world-wide 
acceptance of uncontrolled tests or methods and the © 
creation of countless invalids through the findings of 
the stethoscope, of radiography and of each new endo- 
scope, findings which often represented no more than the 
range of ‘‘ normal ” variability. ae TE 
There are many fundamental studies which will be 


necessary to the orderly. development of our programmes 


and policies of health-education. We know already that 
sound parentage, proper standards of nutrition and 
housing, fresh air, and adequate sleep and holidays are 
prominent among the causes of health. The symptoms 
and signs of health and their variations with age and sex 
are available for study in the home, at welfare clinics 
and schools, and in our universities and the Services 
during the more formative periods of life which come 
between birth and full adulthood. ` Some of the conse- 
quences of health, like those of disease, are measurable 
in terms of output or by other forms of achievement, 
and can be recorded both qualitatively and quanti- 
tatively in the individual by careful observation and 
physical and psychological assessments. The social 
and other factors subserving a people’s health oppor- 
tunity which still remain to be assessed are numerous. 
They must include the creation of good conditions as 


714 THE LANCET] 


well as the abolition of bad ones. Setting aside the 
contributions of other improvements in our social and 
economic structure may we not reasonably argue that 
national fitness in the future will owe much to the teach- 
ing and guidance which a fruitful marriage of our health 
and educational services should provide? Ignorance 
on the part of some or all remains the most potent cause 
of loss of health. Today we must confess that much 
of our unfitness is due to continuing ignorance or neglect 
of well-established facts and indisputable rules of living. 


THE EDUCATIONAL FIELD 


In approaching this very large problem, the first 
question to be asked is: ‘‘ Whom should we educate 
and how shall we educate them? ” 
the first question is ‘‘ everyone,” but at least six groups 
are worthy of particular mention: =: 


(1) The clinical teacher and his students, the practising doctor, 
the nurse, the midwife, the health visitor and the hospital 
or municipal social worker, for these will have an ever 
extending sphere of influence as our new services 
develop. Mg 

(2) The educationists ; that is to say, the teachers in school, 
college and university, for they have the necessary close 
contacts with the young in the most active, inquisitive 
and responsive period of their development. 

(3) The infant, the child and the adolescent themselves, who 
are not only in a pliable phase of life but as yet unem- 
barrassed by prejudice or the pressure and conflict of 
affairs. . : 

(4) The adult, and especially the parent and: prospective 
parent, who are generally anxious to do well by their 
offspring, and among whom a growing desire for enlighten- 
ment in the matter of health is already manifest. 

(5) The employers of labour, since they control the conditions 
of a large part of the lives of our huge industrial com- 
munities. 

(6) The elected representatives of the people, whether in 
central or local government, for these hold the responsi- 
bility for policies and legislation, directly or indirectly 
affecting the health of large or small, of urban and of 
rural populations. = wo 


Let us briefly consider each of these in turn. I do not 
wish to enlarge on the vexed problem of reforms in 
medical education, but let us remind ourselves in passing 
` that the study of anatomy and physiology, although they 
may help to define certain physical forms and standards, 
is. not the study of health. Neither before nor after he 
enters the wards does the student find occasion for the 
frequent examination or study of the healthy subject, 
and even in the wider world of practice—unless he be 
concerned with‘ the routine work of an insurance company 
or the examination of recruits for a Service—he remains 
without opportunity for intimate observations on persons 
in health or near to health. His’ practice is with sick 
people. 
sultations for all are still a remote ideal. And yet 
health and disease are surely better studied by com- 
parison or in contrast than in isolation. The symptoms 
and physical signs of health, and, where possible, the 
measurements which support a diagnosis of health, can, 
as has been said, be studied by the same methods and 
instruments as are employed in the study of disease. 
The causes of health are to be found in heredity and 
environment just as are the causes of disease. Both, 
have their necessary and complex, and counterpart, 
ætiologies in which immediate and remote factors 
participate. All of these should be a concern of the 
physician as teacher and it is through him that the 
medical student and members of the ancillary services 
will have to acquire their new orientation. I can think 
of few changes that would better balance the medical 
curriculum than the introduction into the preclinical 
period of the study of subjective and objective health 
phenomena by ‘clinical’? and physiological methods, 
and, in the wards, a return to the old and thorough 
clinical disciplines, with particular emphasis on the 
examination and treatment of the patient as a person 
and not merely as an elaborate problem in pathology. 
In close association with such clinical teaching oppor- 
tunity should be provided for complementary studies in 
social etiology, diagnosis and rehabilitation. In the 
course of such studies the main effects and needs both 


PROFESSOR RYLE: EDUCATION FOR HEALTH 


The answer to. 


Periodic health examinations and health con- 
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of health and sickness become apparent and can be. 
. viewed in their proper relationship and perspective. 


EDUCATIONAL GROUPS AND STAGES 


The health-education of the young falls into three 
main stages. First comes the stage of health habit 
formation, which starts directly after birth and is assisted 
by the institution of regularities in respect of sleep, 
feeding and bowel and bladder function—a conditioning 
of reflexes in other words—and is later sustained by 
the simple routines and disciplines of the nursery, the 
daily outing, the bath, the lavatory, the play-times and 
the sensible balancing of ‘liberties with those small but 
necessary restraints which the good mother, with proper 
training and opportunity, learns for herself in varymg 
measure and the good day-nursery seeks to imitate with 
its larger brood. 

The stage of simple health-insiruction in the school 
period comes next with its class-room and outdoor 
disciplines, its explanations and illustrations of simple 
biological phenomena, its elementary hygiene, and, at 
the right times and by appropriate gradations, its sex- 
education and mothercraft discussions. . 

To this succeeds the stage of education in health- 
responsibility for the adolescent and young adult at 
home and in school, in workshop or in university, in the 
Services, in town or village. Health as a duty, and 
not only a right, of citizenship can here be made a suitable 
and arresting subject for lectures and discussion groups. 
Diet and. cooking, cleanliness and the use of leisure 
should have special emphasis. The stage of education 


in health-understanding and responsibility should there- , 


after continue into adult life. The periodic health 
examination (in itself a contribution to health-education 
and quickly appreciated as such) must in time become 
available not only in infancy and childhood and for the 
school-leaver but also as a statutory preliminary to 
employment or ta student life, and at intervals there- 
after. If it is considered necessary for the fighting men 
it must be allowed that those others who work for their 
country in times of -peace or war deserve it no less, 
Pre- and post-marital and ante-,and post-natal advice 
can greatly assist human adjustments in the home, 
whether it be obtained from the family doctor (as it 
should be when better training or the experience of years 
have given him wisdom) or failing this from a specialist 
physician or matrriage-guidance clinic. Let us hope, 
however, that we shall not tontinue to subdivide our 
special centres unduly and add to our birth-control 
clinics a multiplicity of others for birth-encouragement 
or the treatment of Sterility, thereby dismembering the 
study of the most important and intimate of all human 
relationships and often disturbing, instead of assisting, 
processes whose natural and personal harmonies and 
social uses are so closely interwoven. 

In the matter of health-responsibility the industrialist 
and ship-owner have still to learn that their most 
sensitive and indispensable machine is the human 
machine and that the improvement in the near future 
of working and living conditions on land and sea is both 
a human duty and an urgent economic necessity. The 
doctors and statisticians and welfare officers must be 
their teachers, the architects and engineers their 
associates. l ; 

But how, last of all, are we to devise an education for 
our legislators ? How can we ensure that the chairman 
of a local health committee or a Minister of Health shall 
not in future take office, as he commonly has done in the 
past, no more informed than other laymen about the 
basic problems of health and sickness and everything 
pertaining to them? Would it be too much to suggest 
that simple courses of instruction in vital statistics ; in 
the correlation of mortality with occupation and over- 
crowding; in the recreational, nutritional and environ- 
mental needs of the people—in fact in the broader 
principles of social medicine and hygiene—should be 
made available for those who sit in the Commons and 


‘the Lords and on the borough and the county council ; 


and that attendance should be obligatory ? 


EDUCATIONAL METHODS 
It would be beyond my scope to discuss methods of 
health-education in any detail. My purpose has rather 
been to indicate some dominant needs and principles. 
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The film, the broadcast, the wall-poster and the authori- 
tative newspaper article can undoubtedly play their 

. It might reasonably be required of all picture- 
houses that they should include in every show a simple 
and suitable health-film as a contribution to popular 
interest and instruction, and to counteract for the 


common weal the lurid and anti-social films which bring 


profit only to the trade. As in all education, however, 
direct personal influences are the most to be encouraged 
and desired. If we should in time, as I trust we may, 
see family practice in our towns and cities conducted. in 
and from well-conceived and wisely staffed health- 


centres, let us hope that these centres will live up to, 


their name and that they will make „periodic health 
examinations and simple health instruction regularly 
available for the families they serve. The multiplication 
of large units of the Peckham type with manifold social 
amenities and a combination of community- with health- 
centre would not at once be practical, nor necessarily the 
best policy. But the pioneer studies conducted by the 
authors of the Peckham experiment have already helped 


to demonstrate and emphasise the importance of con- 


tinting first-hand knowledge of family problems and 
relationships and the benefits to communal health and 
happiness which can accrue from skilled medical guidance 
and.a sensible stimulation of interest in healthy living. 
In conjunction with personal teaching at the hands of 


the family doctor, since hygiene is both a public and a | 


personal concern, it may well become a function of local 
authorities to further health-education through closer 
collaboration on the part of trained and selected medical 
officers and their health visitors, on the one hand, and 
those responsible for schools and voluntary associations 
or factory welfare departments on the other. Oxford- 
shire has recently appointed a whole-time assistant 
medical officer with responsibility for the organisation 
of health education in the county. 
= Should not biological and health teaching and physical 
education become recognised as an integral part of all 
‘training for citizenship in our schools and universities ? 
‘They should ‘not surely be confined to isolated courses 
or to any special period or age-group. They have their 
affiliations with other subjects. History and geography, 
- illustrated by accounts of the influence on human popu- 
lations of climate and food or famine and of endemic and 
epidemic diseases; and zoology, supplying examples 
of the part played by insect and animal carriers of 
disease on human morbidity and mortality, can provide 


-an introduction to the story of pioneering activities in ~ 


the field of social hygiene and of their contributions to 
general progress. In the uses and effects of physical 
training and holiday adventure, in .class-room and 
dormitory hygiene and the properties and preparation 
of foods, in the reasons for immunisation and the pas- 
teurisation of milk a wealth of illustrative material is at 
‘hand from which the enlightened teacher of the later 


age-groups might select. School curricula are surely — 


‘not so rigid that we cannot, in our new educational era, 
find a place for lessons in things so pertinent to the more 


robust and understanding life we would have our children ` 


come to lead. Doctor and parent, school teacher, 
physical or ‘games instructor and psychologist will some- 
day meet more freely in consultation; they have a 
‘common field of action and much to give to one another 
on. behalf of national vigour and the growth and spread 


-of the general idea of communal responsibility for health. » 


“ VULGAR ERRORS ”’ 


A hundred popular fallacies, as foolish and harmful as 
‘any of those described by Sir Thomas Browne in his 
Vulgar Errors remain to be dispelled. Disease-phobias 
due to ignorance, the advertisements and ‘‘ know-all ” 
neighbours are prevalent in every social class. The 
-evils of patent medicines and the wasteful expenditure 
on them; the bad effects on mind and body of the 


‘* bottle of medicine ” habit and especially of purgatives ; - 


of food-fads and over- and under-eating ; of under- and 
over-work; of excesses in smoking or drinking; of 
‘sexual anxieties and family misunderstandings—what a 


large proportion of our patients are the victims of no: 


more than these. 

One of the most remarkable introductions to the study 
of educational method, written by no less a person than 
the author of the Essay of Human | Understanding, 
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‘does not hold the reaction ; 
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devotes a full third of its content to the subject of 
health-education. John Locke, physician and 
epee in his‘small book, Some Thoughts concerning 

ducation, written in 1692 when he was well advanced 
in years, left advices on diet which closely conform.with 
our modern views; on sleep; on the virtues of light, 
loose clothing; on the importance of ‘“ hardening ”’ 
activities and fresh air; on the follies of purgation ; 
on punishment and more especially its abuses—in bréef 


on the basic. principles of physical, mental and moral 


health-education in the child, who, after all, is father of | 
the man. In an introductory paragraph he says : 
“ The Consideration I shall have here of Health, shall be; 
not what a Physician ought to do with a sick and crazy 
Child ; but what the Parents, without the help of Physick, 
should do for the Preservation and Improvement of an 
healthy, or at least not sickly Constitution in their 
Children.” | a 
While not decrying the uses of “ physick ” in a variety 
of emergencies, is it not time we made a more serious 
and nation-wide attempt to discover what might be 7 
achieved without it, and to lessen the occasions sought 
or made for unnecessary medical and surgical inter- 
vention and the heavy expenditure on illness and 
hospitalisation ? Ignorance is still our most present 


. and destructive ill. Its remedies, difficult though they 


be to dispense, are better understood than the remedies 
for most of our other chronic diseases. ‘‘ Homes, food 
and work ”—an advance on “ bread and circuses ’’— 
may be the primary needs of the people, so that they 
may know a better Jife than their forbears, but without 
a sound and sustained education in the art of living they 
will not reap the advantages ‘that good environment 
and greater security might otherwise provide. Many © 
collaborators will be needed but the leaders in the school 
we contemplate should be the medical men and women 
of the younger generation and those who follow them. 
We can only express our hopes and help to direct their 


changing disciplines. 3 


RETROBULBAR OPTIC , NEURITIS 
A PATHOGNOMONIC SIGN . 


R. AFFLECK GREEVES, MB LOND, FRCS 
CONSULTING OPHTHALMIC SURGEON TO THE MIDDLESEX 
HOSPITAL ; CONSULTING SURGEON TO THE ROYAL LONDON 

e OPHTHALMIC HOSPITAL ` ~~. 


_ Besıpes the central scotoma, certain accessory signs 


-and symptoms in the early stages of acute retrobulbar 
optic neuritis are generally recognised. These are (1) 


partial dilatation of the pupil, which reacts to light but 
(2) a sensation of pain 
when the eyeball is moved; and (3) tenderness of-the 
globe to pressure. It does not seem to be commonly 
known, however, that this tenderness is usually experi- 
enced only when pressure is applied to the upper surface 
of the eyeball, and that it is limited to a spot in the 
middle~line corresponding roughly to the site of the 
attachment of the superior rectus. tendon, For many 
years I have regarded its presence as pathognomonic of 
retrobulbar neuritis; but the textbooks I have con- 
sulted, both English and foreign, merely ‘state that 
the eyeball is tender on pressure without specifying a 
localised area. i 


The patient may not be aware of the tender spot until 


its presence is discovered by pressure, but afterwards- 


he can readily find it with his own finger. The sign is 
most commonly elicited in patients who feel pain on 
movement, but it may exist independently. It may 
be detected both in slight and severe cases; I have 
noted it in several patients whose visual acuity was not 
reduced below 6/9. It is present only in the early stages 
of the disease and, like pain on movement, disappears 
in a matter of days.. 

Of the accessory signs I have mentioned, the imperfect 
pupil reaction is in my experience the most constant, 
but even this may be absent or anomalous. I have, for 


_ example, recently seen two cases with less than 6/60 visual 


acuity, in one of which the pupil was of normal size 
and showed a normal reaction, while in the other the 
pupil was dilated but no direct reaction to light was 
obtainable. In neither was there pain on movement 
or tenderness to: pressure. _ | 
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WOUNDS OF THE BLADDER 


J. G. SANDREY 'R. A. Moae 
= MB SYDNEY, FRCS MB WALES, FROS 
TEMP. SURGEON CAPTAIN RNVE; SURG. LIEUT.- COMMANDER 
CONSULTANT IN GENITO-URINARY RNVR ; GENITO-URINARY 
DISEASES, ROYAL NAVY SPECIALIST, ROYAL NAVY 


eTHE last war produced classical papers on wounds of 
the bladder, by Fullerton, Legueu and.others. The 
present war has now lasted nearly five years without 
any important addition to the views then expressed, and 
the possibility that new fronts may soon be opened 
seems to justify a review of the subject in the light of 
modern urological knowledge. i 

The series of 5: cases we record here is small but is 
fairly representative of the various types of injury. The 
patients were all seen at Royal Naval hospitals in Great 
Britain, though 2 had been treated abroad. One case of 
rectovesical impalement was not due to enemy action, 
but is included because this type of injury may be com- 
.- moner in coming campaigns (e.g., among paratroops). 

In the 1914-18 war, Fullerton (1918) estimated that 
among BEF casualties evacuated to base hospitals in 
France the incidence of bladder wounds was not more 
then 1 in 3000 or 4000. The incidence on the battlefield, 
however, was probably much higher, for the more severe 
injuries are rapidly fatal and. many receiving them must 
have died before the diagnosis of a bladder injury could 
© be made. Analysis.of British and French records for 

1914-18 show that the bladder was involved. in about 
5% "of all abdominal wounds (Young 1942). There is no 
reason to expect any difference in the incidence during 
the present conflict. 7 


’ PATHOLOGICAL ANATOMY 


Wounds of the bladder are nearly always complicated, 
because the viscus (unless much distended) is entirely 
surrounded by the bones, muscles and ligaments of the 

i 7 pelvis. When it be- 
comes distended the 
apex rises ‘into the 
abdomen, and it is 
then more vulner- 
able, not only be- 
cause it lacks the 
protection of the 


it presents a larger 
target (fig. 1). 
Moreover, intraperi- 
toneal rupture of a 
distended bladder, 
without an external 


wound, can result 

\ from comparatively 

l trivial trauma to the 

Fig. I—A full bladder presents agreatertargetto ` anterior abdominal 
an anteroposterior missile. A vertical missie > wall. Fullerton 


is likely to involve both the intraperitoneal: notes that nervous 
' and the extraperitoneal surfaces, whether the | k; F 
bladder is full or empty. tension before going 


7 j into action usually 

causes a desire to micturate, and which helps to explain 
for the relative rareness of intraperitoneal rupture among 
battle casualties. : 

The anatomy of the pelvic fascia determines the course 
of a perivesical effusion, whether of pus, urine or blood. 
Satisfactory -drainage can ‘be established only by a 
carefully planned anatomical approach. 


Below the attachments of the peritoneum, the vesical part 
of the visceral layer of the pelvic fascia completely invests the 
bladder, to which it is loosely attached, particularly at the 
front and at the sides. The space between the fascia and the 
bladder wall allows the bladder to distend within the. pelvis 
during the filling phase (fig. 2a and 3). | 


PERIVESICAL EFFUSIONS 


The powers of resistance to infection in the perivesical 
space seem to be low and an effusion into it of urine or 
blood, if allowed to remain, will rapidly suppurate. In 
the 1914-18 war pelvic cellulitis was responsible for more 
deaths than any other single cause in patients who had 
survived the immediate hazards of a bladder wound. 


t 


pelvis but because _ 


. depths of the pelvis. 


. suprapubic or perineal route. 


In addition, most of the later complications (persistent 
cystitis, stone-formation, osteomyelitis, sinus and 
fistula formation and ascending renal infection) were 
attributable in the first instance to chronic perivesical 
cellulitis. c.f 
- Destructive osteitis of the symphysis rami of the 
pubis is among the commonest sequele of chronic infec- 
tion of prevesical cellular tissue (cases 2 and 4). Beer 
(1928) and others have described similar osteitis after 
suprapubic operations (e.g., prostatectomy) and their 
accounts suggest that the cause was the same, 
The most important factor in the treatment of any 


. bladder wound is thus the prevention of any effusion, 


either of blood or.urine in the perivesical tissues. Immediate 
suture of the wound or wounds of the bladder wall, to 
prevent extravasation of urine, should be the first object 
of treatment, and an unsutured perforation of the bladder 
should give rise to as much anxiety as an unsutured 
perforation of the gut. . 

Diversion of the urine by suprapubic cystotomy will 
put the bladder at rest and facilitate healing, besides 
preventing leakage of urine through the suture line. 
In addition, the perivesical tissues adjacent to the per- 
foration should always be freely drained. From the 
surgical point of view, it is convenient to diyide the 
perivesical space into two compartments, an anterior 
and a posterolateral compartment, though it should be 
remembered that there is free communication between 
the two (fig. 2A and B) | 

The anterior, or prevesical, space (space of Retzius) 
can be readily approached suprapubically by stripping 
the bladder from the pubis. _ : 

The posterolateral, or paravesical, spaces (fig. 2B) 
communicate freely behind the base of the bladder and in 
front of the rectum, immediately below the rectovesical 
pouch of peritoneum. An effusion in the anterior part 
of the space may track along the vas to the inguinal 
canal, and where the pubic bone has been damaged 
it may sometimes extend laterally deep to the attach- 
ments of the adductor muscles of the thigh. Posteriorly, 
an effusion will always tend to gravitate to the loose 
fascial space between the rectum and bladder. Here, it 
can usually be recognised per rectum as a diffuse boggy 
mass immediately above the prostate gland ; and when 
the abdomen is opened, the rectovesical pouch will be 
found to be diminished in depth by the underlying effu- 
sion. Very large effusions in this area may burrow under 
the peritoneum of the posterior abdominal wall and 
track upwards as high as the lumbar region. Owing to 
their depth they may be very difficult to recognise. 

The paravesical space is approached by the suprapubic 
route. Adequate exposure can usually be made by 
stripping the lateral wall of the bladder from the side of 
the pelvis. Counter-openings in the inguinal or crural 
regions may be necessary when these areas are involved. 
A midline perineal approach is recommended when 
adequate drainage of the posterior part of the paravesical 
space is needed. This provides ..dependent drainage 
and is of particular value when there is a wound of con- 
tinuous areas of bladder and rectum. - 


THE VEINS OF THE BLADDER 


Many large thin-walled veins transverse the spaces in 
front and at the sides of the bladder. They are most 
numerous towards the base, where they communicate 
freely with the prostatic venous plexus and the dorsal 
vein of the penis ; they are often damaged in wounds of 
the pelvis, particularly with injuries at the level of the 
bladder base or the prostate. They give rise to a con- 
tinuous venous ooze into the loose extravesical cellular 
tissues, and an enormous hematoma may form around the 
bladder base and. extend upwards beneath the peritoneum. 
of:the posterior abdominal wall. This type of’ hzemor- 
rhage is often difficult to diagnose, béing concealed in the 
It should be suspected when a 
boggy mass is felt per rectum above the prostate gland, 
and when symptoms of internal hemorrhage are present. 
Treatment consists of evacuation of all clot -by the 
If possible, the severed 
vessel should be ligated, but where it has retracted and the 
bleeding point cannot be secured light packing against 
the side wall of the pelvis may be needed, though mere 
removal of adherent clot will often allow the vessel to 
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oe 2—Diagram of paravesical cellular space at level of hip-joint. 
. (A) Transverse section; (B) vertical section. 


Muteant, and bleeding will cease spontaneously. The 
risks of infection in a perivesical hematoma, have already 
been emphasised. 


INJURY TO THE BLADDER 


Gonticion of the bladder wall may result from slight 
ee ; extensive lacerated wounds may destroy a 
e segment of the bladder; and when the. anterior 


poms wall is injured, the bladder may herniate 


through the wound—‘ l’extrophie traumatique ”?” of 
Tekusa (1918). Through-and-through wounds are fairly. 
common and a search should be made for the exit wound 
when the missile is not retained in the bladder. Small 
clean incised or punctured wounds are often difficult to 
find at operation, because they are apt to seal themselves 
off, but they can readily be seen on cystoscopy. 

The actual wound of ‘the bladder will depend on the 
missile, its. track, and the state of fullness of the 
bladder at the time of injury. As with wounds else- 
where, the most extensive injuries are due to shell or 
bomb fragments. All high-explosive wounds give rise to 
infection because they tend to carry in fragments of 
clothing and particles of soil. Bullet wounds and bayonet 
stabs are usually clean perforations. The damage caused 


to the soft tissues by any missile may be enormously 


increased if it first strikes the bony pelvis, particularly if 
the pubic bone is damaged. This bone being compact, 
comminution is likely, and multiple bony splinters are 
driven into the soft tissues (‘‘ blessure & grand fracas ”’ 
of Legueu). The wound must be carefully searched for 
bony fragments, which if missed give rise to the inevitable 
sequele of infection and stone-formation. ` 

Since the sacrum and the iliac bones are largely can- 


cellous,’ clean-cut perforatidns or fractures without 


comminution are the rule when they are injured, and 
damage due to bony fragmentation is less when, the 
posterior part of the pelvic girdle is affected. 

The track of:the missile is usually oblique. Fullerton 
(1918) states that in three-quarters of his cases there was 
a wound of the buttock. Any deep. wound of the buttock 
should therefore be.regarded with suspicion and carefully 
investigated as soon as possible. The missile is usually 
retained, but may emerge in the groin or ‘suprapubic 
region. Anteroposterior wounds are much less common. 


The wound of entry is usually in the region of symphysis, 


which may be shattered, with extensive secondary dam- 
age to the anterior wall of the bladder. Other routes are 
via the thigh, groin, perineum, iliac or sacral regions. 
Transverse wounds are rare and often HaNchye the 
hip-joint. 
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Wounds of the bladder are usually divided into intra- 


: peritoneal and extraperitoneal. In the former the bladder 


is usually distended at the time ` of injury, especially 
when the track of the missile is in the horizontal plane. 


/ 


Vertical wounds (e.g., via. -perineum) may damage the | 


peritoneal surface even when the viscus is empty (fig. 1). 


ASSOCIATED INJ URIES - 


Sometimes an associated lesion—e.g.; perforation of 
bowel—may be so serious that it overshadows the bladder 
injury and must take precedence. in treatment. The 


bones of. the pelvic girdle will be damaged in over half _ 
according . to Legueu and Gouverneur. 


the cases: 
(1919-20), fractures: were present in 40 out of their 61 
Injury to the rectum is.to 
be expected in about a third of the cases, and is specially 
likely- when the track of the missile traverses the area 
where the two viscera are in close contact at, or just 


` below, the reflection of the peritoneum ¢ of the rectovesical 


pouch. 


- Intraperitoneal wounds are likely tó be complicated | 


by i injury to the small intestine, for one or more loops. of 


ileum are always in contact with the peritoneal surface 
of the bladder. 
may be damaged. Other important structures liable to 


injury are the ureters, the posterior urethra and prostate, 
the seminal vesicles, the iliac vessels and the sciatic nerve. . 


CLINICAL FEATURES so 


_ As a rule there is no external evidence of bladder 
injury. 

Shock varies greatly and is usually due to associated 
injuries or to hemorrhage. Contrary to 
teaching, it. can be stated that perforation of the bladder 
alone, however extensive, gives rise to little shock ; 


. indeed, uncomplicated closed ruptures, especially if 


intraperitoneal, are notoriously difficult #0 diagnose in 
the early stages. 

“Hemorrhage may be extravesical or intravesical. 
Extravesical hemorrhage is the commoner and more 
dangerous, and it may be intraperitoneal or extraperi- 
toneal, according to the site of the- bladder lesion. 
Shifting dullness in the lower abdomen may indicate an 
intraperitoneal collection of fluid with extraperitoneal 


For the same reason the pelvic colon | 


the usual- 


bleeding ; a large perivesical hematoma may track up- | 


wards along the psoas muscles as high as the kidneys, and 


in such cases preoperative diagnosis is seldom possible. 
Intravesical hemorrhage is rarely prominent ; in fact 
the urine in the bladder may contain little or no blood 


even when the rupture is severe, with profuse extravesical 


hemorrhage. Injuries involving the iliac vessels are 
rarely seen, for such hemorrhage i is usually fatal. 
Fistula.—Leakage of urine from the external wound, 


though common, is not invariable, because the bladder 


wound tends to close. Appearance of urine from a 
wound of the buttock is in any case likely to be delayed 
for several days, especially where there is a long narrow 
track through the glutei. 


When doubt arises as to the nature of a oleae effusion from 
a surface wound, its urea ‘content should be estimated. No 
body fluid is likely to contain more than 0-1% urea, so a higher 
figure identifies the effusion as urine. An alternative method 
is to give the patient an intravenous injection of 4 c.cm. of 
0-4% of indigo-carmine; this is excreted rapidly by the 
kidneys and gives a blue colour to urine. 


Rectovesical wounds generally give rise to an internal 
urinary fistula. In such cases, urine tends to flow into 
the rectum rather than fæces into the bladder. 

Retention of urine after bladder wounds is usual but not 
invariable. Urine may be passed without difficulty 
when wounds have sealed. Dysuria may be noted when 
a projectile or other foreign body has impacted at the 
bladder neck. Tenderness and rigidity of the lower 
abdomen are unreliable signs and may merely indicate 
contusion of abdominal muscles. 


INVESTIGATION 


The patient should be asked whether the bladder was 
full or empty at the time of i injury. The following scheme 
of investigation is useful. 


l. Examine the entrance wound ; urinary fistula may be - 


present, and the wound of exit may "be found. 


1 


r 


. bladder. 
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RR rays will locate the missile, if retained, and show bony 
damage. 

3. Reconstruct the track of the missile by joining entrance 

to exit wounds or entrance wound to retained missile. (Study 
of serial anatomical sections is a great-help.) 
- 4. Rectal examination may reveal fractures of the pelvic 
bones, perivesica]l effusion or a rectal wound in cases of 
‘rectovesical injury. When a rectovesical fistula is present a 
gush of urine may come from the rectum after dilating the 
external sphincter. 

5. Catheterisation is of little value except to obtain a 
specimen of urine. The introdiction and withdrawal of a 
measured quantity of fluid into the bladder may give fallacious 
results, because a small wound of the bladder may be 
temporarily sealed off. 

6. Cystoscopy should be routine wherever possible. 
will. reveal perforations, retained missiles and other foreign 
bodies. It is safe provided sterile water is used to distend the 


parations) are contra-indicated because of the dangers of 
absorption. 3 


7. The bladder should be explored in doubtful cases. This 


is justifiable whenever injury to the bladder is suspected, 
especially when, through lack of special equipment, full 
investigations cannot be carried out. Suprapubic cystotomy 
and exploration of the perivesical space is analogous to explora- 


_ tory laparotomy for suspected intra-abdominal perforation 


or pemnorrnaee: 
TREATMENT 
Each case will present its own problems, but some 
guiding principles may be useful. 
1. Operation should be undertaken at the earliest 


` possible moment in order to prevent perivesical extra- 


vasation of blood and urine, to remove any source of 
infection and to control hemorrhage. 

2. The bladder should be systematically exposed by 
the suprapubic route. The peritoneum must be opened 
and the peritoneal surface of the bladder and adjacent 
pelvic viscera carefully examined; any intraperitoneal 
lesion should -be dealt with and the rectovesical pouch 
drained. The bladder is opened, either by enlarging an 
existing wound or by a separate incision anteriorly. 
Foreign bodies within the bladder wall are removed and 
the exact location of any wound of the wall ascertained. 
Perforations are closed by interrupted catgut sutures 
placed 4 in. apart and including the whole thickness of the 
wall. Small incised or punctured wounds of the bladder 
—particularly on the peritoneal surface—tend to come 
together and thus seal themselves off, but too much 
reliance should not be placed on this asa safeguard against 
leakage of urine. These wounds should always be sutured 
at once, otherwise an insidious pelvic cellulitis or peri- 
tonitis may develop. 
= 3. The bladder should always be drained suprapubic- 
ally, no matter how small the perforation. ~ This puts it 
at rest, and diversion of the urine prevents leakage 
through the suture line. The tied-in catheter has no 
place in the treatment of wounds of the bladder, however 
slight they may be: the drainage it affords is very 
uncertain because the catheter tends to slip out, and 
‘because the small eye of the catheter is likely to get 
blocked by mucus or pus, which makes the catheter act 
as & plug instead of a drain. It is impossible, moreover, 
to avoid the development of urethritis, and this, with, its 
common sequel of vesiculitis and epididymitis, will add 
to infection in and around the bladder. Periurethral 
suppuration, followed by fistula and stricture, are addi- 
tional hazards from a tied-in catheter. 

The reluctance of many surgeons to drain the bladder 
suprapubically appears to be based on the false assump- 
tion that a persistent suprapubic fistula is likely to form 
along the track of the tube. But a urinary fistula of this 
kind is always due to persistent infection, deriving either 
from an overlooked foreign body or from perivesical 
cellulitis. If there is no infection the suprapubic track 
will always close rapidly after the tube has been removed. 

4. The perivesical tissues adjacent to any extra- 
peritoneal wound of the bladder should be carefully 
explored. Foreign bodies are removed and extravesical 
hemorrhage controlled. Formal excision of the track 
of the missile is of course quite impossible. Free drain- 


age of the perivesical tissues adjacent to the bladder 


wound is essential. Counter-openings may be necessary 
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Antiseptic solutions (particularly mercurial pre- - 


where extravasation is already widespread (e. 
perineum, or medial aspect of thigh). 

Before laparotomy, wounds of the buttock or sacrum, 
especially when ‘lacerated, should be explored from 
behind. A tube should be inserted into the depths of the 
wound to drain the pelvic cellular tissues, since adequate 
drainage through the abdomen is often impossible. 


Where the rectum is involved, an attempt should always 
be made to suture the rectal wound from behind. This 
may be facilitated by removal of the coccyx or even the 


lower part of the sacrum (Gordon-Watson 1942). Colos- 
tomy should always be performed when there is a wound 
of the rectum. 

When a fracture of the pelvic girdle is present, 
careful search should be made for all loose fragments of 
bone ; the’ rough edges should be rounded off, and the 
wound of the bladder made watertight to prevent leakage 
of urine round the site of fracture. 

Where the lower end of a ureter is severed, the upper 
end should be mobilised and implanted into the bladder 
without tension. 

FIRST-AID 


Conditions seldom favour major abdominal surgery 
at or near the front line. In such circumstances, every 
effort should be made to give the patient with a bladder 


wound priority of transport to hospital. First-aid 
measures may save life during the interval. 
1. Where there is an external urinary fistula, the 


wound should be gently dilated and a tube inserted down 
to, or if possible into, the bladder. This will help to 


- divert the urine and prevent extravasation. 


2. In some cases catheterisation may be necessary to 
relieve retention of urine. The use of a tied-in catheter 
is justifiable during transport. Treatment by ‘“* emer- 
gency cystostomy ” is not recommended : if facilities are 


' available for this operation, closure of bladder wounds 


and extravesical drainage can clearly be attempted at 
the same time. Cystostomy alone is inadequate and will 
not prevént leakage of urine from an unsutured perfora- 
tion. Apart from the danger of extravasation, a second 
operation undertaken later to close the rent is always 
made more difficult by contraction of the bladder wall, 


CASE-HISTORIES 
Case 1.—Able seaman, aged 21, admitted to hospital on 


July 28, 1943, with multiple injuries received in a naval action. 
Traumatic amputation of left foot, penetrating wound of left 
ankle-joint and multiple injuries of the lower third of the left 
leg. Multiple lacerations of right foot and leg and two small 
wounds of the medial side of the left thigh near perineum 
(fig. 3). Wounds produced by a cannon- -shell exploding at his 


foot on the deck of his ship. Amputation of the left leg at'the 
site of election, and debridement of the remaining wounds 
after resuscitation. After 
operation, he complained | oreg wec 
of hypogastric pain, and * 
his urine contained 
masses of red cells. 
Radiography showed 
metallic foreign body in 
the suprapubic region. 
July 29: cystoscopy 
demonstrated a metallic 
fragment lying on the 
posterior wall of the 
bladder. Suprapubic 
cystotomy performed. 
Moderate degree: of 
hemorrhagic effusion into 
the perivesical cellular 
tissue and contusion of 
the left anterior lateral 
wall ‘of the bladder, 
marking the wound of 
entrance which had sealed off. The track of the missile passed 
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Fig. 3—Case l, wounds of thigh, near 
perineum. 


down towards the medial side of the thigh, below the inferior 
ramus of the pubis. The missile, measuring $ by ł in., and ragged 
in contour, was removed. Suprapubic cystotomy performed 
through the contused area of the bladder wall and the track 


of the missile and perivesical space drained. 

Convalescence uneventful. Perivesical drainage-tube re- 
moved on the 10th day. -Suprapubic catheter removed on the 
20th day and the patient passed urine. Suprapubic wound 
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soundly healed on the 25th day. The patient 
was invalided from the Service, was fitted with 
-an artificial limb and is leading a normal life. 
_ The good functional results and absence 
of complications in this case were due 
to the proper application of surgical 
principles. 

Case 2.—Able seaman, aged 19, accidentally 
injured in North Africa by a revolver bullet, 
Feb. 1, 1943. Entrance wound below the 
crest of the left ilium ; no exit wound but the 
bullet was palpable under the skin behind the 
right trochanter and was removed (fig. 4). After injury he 
passed a little blood-stained urine per urethram. On the 
same day the peritoneum and bladder were explored through 
a lower midline incision. There was no intraperitoneal] lesion 
but a wound was discovered in each anterolateral wall of the 
bladder. Suprapubic cystotomy and perivesical space packed. 
Bladder not sutured. After removal of suprapubic catheter 
(16 days later) the fistula would not close and the patient 
had pyrexia varying from 100° to 102 F°. He was invalided 
home. 

The suprapubic fistula continued to discharge urine and pus, 
and various attempts were made to drain the bladder with a 
tied-in catheter during the passage to the UK. On April 27 


(A) 


Fig. 5—Case 2, (A) osteitis of the pubis; (8) pubis consolidated, 


he was admitted to a Royal Naval hospital. Suprapubic 
cysbotomy was performed and the infected perivesical space 
drained. Radiography showed osteitis of the os pubis (fig. 
54). On May 23 the perivesical space was still discharging 
purulent exudate. June 16: perivesical tube removed. 
June 20: suprapubic catheter removed. June 23: passed 
urine perurethram. Aug. 16: fit and well, all wounds healed, 
pubis now consolidated (fig. 5B). 


In this case no attempt had been made to suture the 
wounds of the bladder. Suprapubic cystotomy was 
performed, but the prevesical space was packed with 
gauze and not drained. Infection in the prevesical space 
prevented the suprapubic wound from healing on removal 
of the suprapubic catheter, and osteitis of the os pubis 
followed. When suprapubic drainage was restored and 
the prevesical space was drained, the osteitis rapidly 
resolved and the suprapubic fistula healed. 


CasE 3.—A boy aged 18 fell 5 ft. from a tree on to a sharp 
stump, sustaining a perineal wound. Admitted to hospital 
on Sept. 13, 1943, 3 hours after accident with retention of 
urine, & lacerated wound of perineum and a laceration of the 
anterior wall of the anal canal. Pain, tenderness and rigidity 
in the lower abdomen. Bloodstained urine withdrawn by 
catheter. At operation, 6 hours after injury, the laceration of 
the anal canal was found to extend into the bladder above the 
prostate. 
An intraperitoneal perforation of superior surface, 1 in. long, 
was sutured and the rectovesical pouch and prevesical space 
were drained. A urethral catheter was tied into bladder. 

Sept..16: poor drainage from catheter of bloodstained 
urine. Suprapubic cystotomy performed, and an extra- 
peritoneal wound situated behind the trigone sutured. Left 
inguinal colostomy. -Developed signs of mild pelvic peri- 
tonitis after operation, which gradually subsided. Oct. 9: 
suprapubic tube removed. Oct. 24: progress satisfactory ; 
extraperitoneal closure of colostomy. Nov. 14: all wounds 
healed.. Defecation normal. Some difficulty of micturition, 
possibly due to angulation of urethra from scarring of bladder 
base. Treated by regular passage of bougies. 


Owing to a delay of 48 hours in suturing one of the 
bladder wounds, pelvic peritonitis developed. This 
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Fig. 4—-Case 2, entrance and pee unas ` 


subsided rapidly after closure of the bladder wound and 
drainage of the pelvic peritoneum. 

Case 4.—Able seaman, aged 22. Completė siy records of 
this case were lost owing to enemy action. Wounded in right 
buttock on July 10, 1943, by a piece of mortar shell (fig. 6) 
and 5 machine-gun bullets, 2 of which passed through the left 
thigh and 3 through the suprapubic region. The mortar-shell 
fragment was retained in the hypogastric region. Severe 
laceration of the bladder and compound fracture of the pelvis. 
“ Emergency treatment. „to wounds and suprapubic and 
urethral catheters tied in.’ 


_ July 12: admitted to hospital; large, gaping wound of — 


3 buctook. leaking urine; general condition poor. July 19: 


mortar-shell fragment 
5 by 6 cm. removed 
_from the left inguinal 
region ;‘ suprapubic 
singe of bladder 
begun again. Aug. 3: 
double plaster „spica. 
applied to immobilise 
fractured pelvis. Aug, 
8: transferred to base 
hospital. Suprapubic 
catheter remaved and 
urethral catheter tied 
(B) Midi in. Aug: 17: Trans- 
ferred to.’ another 
hospital; leaking 
urine through right buttock. Aug. 20: urethral catheter 
removed, passed urine normally; plaster spica removed. 
Aug. 24: catheter replaced. Aug. 26: X rays revealed 
infective arthritis of right hin joint: (fig. 7). Sept. 2: spica 
reapplied, suprapubic cystotomy performed and fragments of 
bone removed from a grossly infected bladder. Fistula from 
right side of posterior wall of bladder entered right hip-joint, 

while fistula from left side -of anterior wall of bladder con- 
nected with the fracture of the left side of pelvis. 

On Sept. 25 he arrived in the ‘United Kingdom. Sintiges 
present in the left groin, large sinus in right buttock, the latter 
leaking urine. Sinuses opened and freely drained, continuous 
drainage of bladder by a cystostomy. Oct. 29: 


Fig. 6—Case 4, missile. 


great improvement, wounds clean and draining well; X rays 
show decubitus calculi in kidneys. Feb. 1: now ambulatory 
in hip spica; wounds clean and healthy, no urine draining 
from nent buttock, but sinus not healed. 


Failure to suture the wounds of the bladder and drain 
the perivesical tissues in this case resulted in eae 
prevesical cellulitis and osteitis of the pubis (fig. 7). 
attempt was made to drain the infected cellular Hees, 
and infection gained access to the hip-joint through the 
fracture in the acetabulum. There was 9 days’ delay 
before the missile was removed and no attempt was made 
to drain the track. Attempts to divert the urine by means 


1 


‘ densely adherent to each other. 
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of a tied-in catheter were futile. It was fortunate that 


the large gaping wound of the right buttock led directly - 
_ to the wound of entrance into the bladder : 


this not only 
diverted the urine while the patient was recumbent but 
also partly drained the Parone cellular space, thus 
saving his life. 


Case 5.—A man, aged 24. Wounded in action on July 10, 


1943 ; through-and-through wound from right buttock to the 


hypogastric region. Admitted to hospital with urine leaking 
from the hypogastric wound and with signs of injury to the 
abdominal viscera. X rays showed shell fragments in the 
lower abdomen and right thigh. At operation a through-and- 


through intraperitoneal wound of the bladder was sutured, 


together with two small perforations of the ileum. Urethral 
catheter tied in and wounds of buttock partly excised. July 
18: catheter not draining, urine leaking from buttock ; 
buttock wound drained and shell fragment removed from its 
depths. July 25: poor general condition, catheter not drain- 
ing well. Suprapubic cystotomy (local anesthesia). Pre- 
vesical] space filled wth sloughing necrotic tissue. Large 
shell fragment removed from behind right ramus of pubis. 
Bladder, when opened, was found to contain a necrotic 
splinter of bone, and a large gaping wound of the right lateral 
wall of the bladder was discovered and this was sutured. 
Suprapubic drainage of the bladder and draindge of. the peri- 
vesical spaces. ` -> 

Progress satisfactory until Aug. 8, when signs of intestinal 
obstruction developed. Operation revealed considerable 
pelvic peritonitis and perivesical cellulitis, with loops of bowel 
Obstruction was relieved, 
but the patient died the same day. 


Two intraperitoneal bladder wounds were sorely 


‘sutured at operation, but the, bladder was not-apened an 
the perivesical tissues were not explored. No attempt . 
was made to remove missiles from the prevesical space ` 


and buttock, and there was inadequate drainage 
of the track. The conspicuous failure of the tied-in 


Fig. 7—Case 4, osteitis of the pubis and Infective arthricis, right hip-joine. 


catheter to provide adequate bladder drainage was again 
demonstrated. If the interior of the bladder had been 
explored at the first operation, the piece of bone could 
have been removed and the third perforation of the 
bladder would have been seen and sutured. The wide- 
spread perivesical infection rapidly developed in this case 
mainly as a result of leakage from an unsutured extra- 
peritoneal bladder wound. ` 

The prognosis of bladder wounds must always be 
serious. ` Apart from fatal associated injuries, the chief 
cause of death in the 1914-18 war was pelvic cellulitis. 
Young (1942) records a’ mortality-rate of 61% in 57 cases 
among American casualties in France at that time. 
This appalling rate will only be diminished when the 
principles of the correct primary treatment of bladder 
wounds are universally adopted. 


SUMMARY 


Wounds of the bladder are illustrated by 5 
histories. 

Any wound of the bladder must be closed at once. 
To leave it unsutured is to invite effeets comparable to 
those following unsutured perforation of the gut. 

Failure to realise this is, in our opinion, responsible for 


case 


` 


'H. F. GREEN, MB CAMB, DPH 


` 


; 1944 


the unnecessarily high mortality and EUrETE of 
bladder wounds. 

Suprapubic drainage plays a very important part in- 
healing. The tied-in catheter never provides adequate 
drainage, and its use is strongly deprecated. 


Free drainage of the perivesical cellular tissues 
` adjacent to a perforation of the bladder wall is an 
essential part of the treatment in every case, whether 


extravasation of urine has occurred or not. 

We wish to express our thanks to Surgeon Vice-Admiral 
Sir Sheldon Dudley, FRS, medical director-general of the Navy, 
for permission to publish these cases. We are also indebted to 


‘Miss Anderson, VAD, for her help in preparing the si ae 


and to Miss Tucker, VAD, for her drawings. 
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STOMATITIS DUE TO RIBOFLAVIN 
DEFICIENCY . 


H. EVERLEY JONES T. G. ARMSTRONG 
MB LOND, MRCP MD CAMB, MRCP 
LIEUT.-COLONEL RAMC MAJOR RAMC ` 


V. CHADWICK, MB MANC 
CAPTAIN RAMC 

A CAMP in North Africa contained 10,313 men of many 
races, including Arabs, Berbers, and a- mixture of Negro, 
Ethiopian, Turkish and even European elements, Of 
these, 1746 (16-93%) were observed to have stomatitis. 

The symptoms comprised sore tongue, sore lips (to a 
lesser extent), some degree of trismus from the cheilosis, 
and excessive salivation. The pain was variable and 
did not always correspond with the degree of change 


MAJOR RAMC 


observed in the mouth. An early sign was the avoidance 


a pepper of which these men eat ordinarily a considerable 
uant. Salivation was often troublesome, and some- 
anes so excessive that saliva dripped from the mouth 
when this was opened for examination. 
All patients questioned stated emphatically that, 
except for their mouths, they felt in excellent health. 


THE TONGUE 


In the mildest cases the patient coipiained of soreness 
at the tip and/or edges of the tongue. These areas were 
seen to be reddened and the papille less conspicuous than 
usual. As the condition progressed the change spread 
backwards in a triangular pattern with the base of the 
triangle at the tip and the advancing apex central and 
pointing towards the root of the tongue. In addition 
small islands of atrophy were often present in the 
unaffected areas. 

As atrophy advanced, the redness usually diminished. 
During this intermediate stage it was not uncommon 
to see some of the papilla become enlarged and flat- 
topped—a process best described as '‘ mushrooming.” 
Of this there were two types :— 

(1) Large, pale- flat-topped papille (‘‘ white mushrooms ms 

(2) Papille with a bright red centre. The tops of these were 

usually less flattened than 1 (‘‘ red mushrooms”). 
The ‘‘ white mushrooms ”’ seemed to be altered filiform 
‘papille, the red ones being enlarged fungiform. They 
were the more distinct because of surrounding atrophy ; ; 
but sometimes the tongue was covered with large ‘* white 
mushrooms ” close together. 

In more advanced cases the tongue became increasingly 
smooth and shiny and fissures started to develop. 
Generally a central fissure along the median raphe was 
visible, and branch cracks spread out from this. This 
appearance was by no means constant, and sometimes 
fissures were in evidence very early when other changes 
were. in their infancy. In these examples the fissures 
were usually small and situated at the tongue edges ; they 
were commonly about 1 mm. deep, but in some cases 
there were painful shallow ulcers, rather larger than a 
pin-head. 

In the final stage the anterior part of the tongue was 
completely smooth and atrophic. 


The papillæ had. 


_ indeed have unusually prominent papille, giving a false ~ 


” 


teristic of riboflavin deficiency was not seen. 
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disappeared and the superior surface was glazed, often 
showing a white atrophic patch in the midline. Wasting 
occurred and, the edges were sharp rather than rounded. 
Indentations caused by the teeth were not uncommon. 
Occasionally a few petechial hsemorrhages were observed 
on the under surfaces. 
The magenta colour of the tongue described as charac- 
ese 
tongues did not differ in their later stages from those of 


pellagrins. 

Slit-lamp findings.—Further examinations of the ton- 
gues were carried out by means of the slit-lamp normally 
employed in ophthalmology which gives a very clear 
picture at a large magnification. It was found desirable 
to record the changes in the papille in two situations— 
the tip, and the central area near the median raphe— 
where the changes were most frequent and severe. 


FINDINGS IN NORMAL CONTROLS 
The slit-lamp showed many mushroom-like, dome-shaped 


` fungiform papille, with the smaller filiform papille in the 


interstices. Both sets of papille appeared to be covered 
with a thick transparent gelatinous membrane through which 
leashes of capillaries could be seen in full detail. The spark- 
ling clarity and translucency of the papillz was very striking, 
and, with their sharp margins and distinctive shapes, made a 
typical picture. Sometimes the white or yellow tentacles of 


the filiform papille were seen floating in the saliva round the- 


domes of the fungiform papille : sometimes the whole length 
of the pyramidal, or truncated pyramidal, masses of the fili- 
form papille could be seen with their short hairs attached to 
the free ends. At the tip of the tongue the filiform papille 
appeared to have fewer and shorter hairs than in the central 
area. Indeed, sometimes there were nene at all, but the 
papillz never lost their clear, translucent appearance and the 
contained capillaries were sharply defined. 

Central area.—Here there were filiform papille, but few 
if any fungiform. An unbroken surface of fine yellowish- 
white filaments might be seen floating in a matted conglomera- 
tion in the saliva. When this was so, no actual papille could 
be detected, for they were covered by their own filiform 
processes. In other cases many separate papille could be 
seen, separated from one another by clefts produced by the 
tension in bending the tongue., In these cases the papillæ 
showed themselves as tall pyramids with steep sides and often 
with truncated tops. From the tops and upper parts of the 
sides sprang the many fine filiform processes. Again, the 
whole papillz were translucent and through the thickness of 
the epithelium the contained leash of capillaries was visible. 


In the tongues seen in this series the characteristic 
finding was denudation of the filiform papille of their 


filamentous processes and subsequent atrophy of the 7 


papille themselves. The tongues appeared to be 
divisible into two groups, the atrophic and the hyper- 
trophic—of which the atrophic were by far the com- 
moner. The slit-lamp microscope demonstrates the 


earliest change (loss of the filiform processes) in tongues | 


which may appear macroscopically normal and may 


impression. 

In both atrophic and hypertrophic groups the tip of 
the tongue showed the same changes. Both types of 
papillæ. were somewhat swollen, and their margins came 
togéther forming a more or less smooth pavement without 
denudation. 
opaque and their contained capillaries could only be seen 
as a vague blur through the thinned and opaque epithe- 


4 lium with which they were covered. The filiform papillæ 


lost their hairs and were seen as naked structures with 
Opaque, pearly-white epithelium covering them and 
obscuring the blood-vessels. They began to resemble 
the fungiform papille in shape and sometimes it was not 
easy to differentiate between the two. 

an the central area the atrophic type pHowed three 
stages. 


(1) The papillae were denuded of their hairs. To the jakoa 
eye these tongues did not seem smooth. Microscopically the 
appearance may be likened to shark-skin. Each individual 
papilla : was seen as an opaque, pearly tooth-like process 
standing up from the surface of the tongue. The sides and 


_top were bald and devoid of the norma! tuft of hair. 


(2) In subsequent stages the papille themselves atrophied. 


_ It looked as though the sharply indented contours of the tooth- 


The fungiform papillæ sometimes became. 


_ surrounding reddened mucosa. 
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like processes were gradually rubbed smooth. In the next 
stage the papillæ appeared like pebbles but retained their 
individual identity. Later the appearance was reminiscent 
af a cobbled street. Still later, even the cobbles had been 
smoothed. away and only the shallow furrows between 
adjacent ““ stones“ remained—an appearance recalling crazy 
paving. 

(3) Finally, all traces of papille disappeared and an entirely 
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smooth surface was left, through which the linear streaks of — 


the underlying blood-vessels could be seen indistinctly. 


This description applies’ also to the hypertrophic 
variety, except that during stage 1 the filiform papille, 
besides losing their hairs, actually grew larger. 
microscopical picture is similar to the shark-skin appear- 


_ ance of stage 1, but the papille varied greatly in size 


and often resembled the fungiform papille quite closely, 
except that, as usual, they were pearly-white and opaque 
and their blood-vessels could not be seen. 

In many tongues all three stages were seen at once, ' 
and fields could often be found in which every grade 
from normal to complete denudation was visible. It is 


perhaps important to emphasise that in none of the — 


abnormal tongues was there any sign of inflammation. 
Histology.—Two sections from tongues in this series 

were compared with a section from a normal tongue. 

The keratin layer was of less than the normal depth and 


the papille were flattened. The epithelium showed * 


down-growth, with little ramification. The palissade of 
growing cells was absent or at ‘most represented by a thin 
line or isolated groups of cells. In a severe case the total 
thickness of the epithelium was greatly reduced and the 
keratinised layer, though not excessive, was. relatively 
prominent owing to the thinning of the underlying grow- 


ing epithelium. The stroma appeared normal and there © 


was no sign of inflammation. 

The changes were therefore: (1) flattening of surface 
papille; (2) loss of ramification of down-growing 
epithelial processes; and (3) complete cessation of 
ee growth. 


LIPS AND CHEEKS 


The second important change was an angular stoma- 
titis. This started as a tiny, painful, raw, red area at the 
commissure of the lips where the mucous membrane 
joins the skin. The red area spread along the mucosa 
of the cheek and lower lip, but tended to be confined to a - 
size of less than a square centimetre. Quite early. the 
reddened patch became covered with white epithelium, 
looking like sodden blotting-paper, which could not be 
scraped off easily. This white coating sometimes ex- 
tended to form quite large sheets which might be 
criss-crossed by cracks, giving the appearance of sun- 
dried mud which had flaked. Concurrently, small 
fissures often developed in the skin at the corners of the 
mouth ; they were apt to be very painful. 

The above changes were not infrequently unilateral. 
Or one side usually showed more advanced changes than 
the other. 

The changes tended to spread to the mucous mem- 
brane of the lower lip. Here the raw areas were. 
often larger and the epithelial plaques thicker. In 
several advanced cases oval ulcers developed and caused 
much pain no doubt because of secondary infection. 
These lip changes nearly always showed themselves near 
the skin margin, the gingival parts being spared. 

A less common finding on the mucosa of the lower lip 
was a group of small papular swellings, each about the 
size of a pin-head and usually slightly paler than the 
They varied in number 
from two or three to a score and never increased in size. 
They were mostly near the gingival margin of the 
mucous membrane. The connexion between these 
papules and the more usual changes described is obscure. 
It was thought that the papules might be an early stage 
in the process, but this is unlikely because they were 
nearly always near the gingival margin, whereas the 
other changes were rarely in that position. Also, no 
papule was ever seen to ‘ break down ” into the 
commoner lesion. 

One striking observation was the sparing of the upper 
lip. In only 20 of the 1746 cases affected were lesions. 
seen on the mucous membrane of the upper lip, and in 
each of these they were small. One exception was a 


`~ 


The 


i 
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case in which the mucous membranes of both lips were 
covered by a continuous sheet of white epithelium. 

Some of the cases in which the lips were affected could 
be detected before the mouths were opened, because a, 
fine white line (‘‘ chalk line ’’), due to epithelial changes, 
was visible running from the angles of the mouth along 
the labial margins. eo 7 


PALATE 


The incidence of changes on the palate was about 5%. 
They took the form of raw, red areas similar to those on 
the lips, but they always had a serpiginous outline. The 
edges were generally overhung with a rim of sodden, 
white epithelium, but the plaques present on the lips 
were never seen. A common site for these lesions was 
well back on the hard palate, but occasionally there was 
a larger area of redness near the alveolar margin. 


FURTHER INVESTIGATION ` 


A group of men suffering from these changes was 
admitted to a British general hospital. Their ages 
varied from 21 to 48 and they were selected at random. 

None showed wasting. Their skin was glossy and 
healthy, and no pellagrous changes were seen. No case 
showed scrotal changes. Four had. slight seborrhoeic 
overgrowth in the nasolabial folds, but this sulphur- 
granule appearance is not uncommon in North Africans, 
and 20% of 300 controls showed it in mild degree. 
The nails were well formed and strong, without koilo- 
nychia or fissuring. f 

Routine examination revealed no evidence of disease. 
Two out of 20 men had red-cell counts below 4 million, 
but these lower counts were not associated with more 
severe stomatitis. Leucocyte count were within normal 
limits in 20 cases. The stools contained no excess of 
fatty acids or undigested food, and on sigmoidoscopy 
(10 cases) no change in the bowel mucosa was noted, the 
anal canals and perianal regions being also normal. 
Fractional test-meals (21 cases) revealed no definite 
abnormality ; the free HCl was regarded as normal in 
12, and high in 6, while 3 had achlorhydria. The blood- 


urea (10 cases) varied from 18 to 42 mg. per 100 c.cm., 


and 10 men chosen at random had negative Kahn tests. 

A dental officer examined 20 cases and pronounced the 
gums healthy in 18. There was some sponginess in 2 
and ‘dental caries was noted only once. | 

As vascularising keratitis is said to be associated with 
mouth changes in ariboflavinosis, 75 cases were examined 
by an ophthalmic specialist who reported that all showed 
increased vascularity in mild degree but all were suffering 
from trachoma which is almost universal in North 
Africans. This change is characteristic of trachoma. 

Swabs were taken from the mouths of 30 sufferers, 
of whom 8 produced Vincent’s organisms in moderate 
numbers, and 1 monilia. The rest showed a normal 
mixed flora. There was nothing to suggest that infection 
was a cause of the condition, and local treatment with 
‘copper sulphate (5%), ‘ Protargol’ (5%), and flavine 
(2%) produced no improvement. ` 


TABLE I—ANALYSIS OF DIET, SHOWING DAILY INTAKE OF 


CONSTITUENTS 
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S.1 -, 1140 /116 450 3323 425| 31 2175 953 11-61 26-4 125 
S.2 .. | 125/123 420 13250! 430 | 27 |1839! 903 |1-45 17-1] 106 
March | 101; 81 400 /2716|359| 26 1830| 706 ; 0-97 12-8) 59-9 
g.2 J April |101| 81 405/2736357 | 26 1830 704 ; 0:97 12-9, 55-0 
«é d May |111/_ 97 367 /'2897|376| 26 |1833| 773 /1-08 11-2; 58-5 
June |114/104!/41513002|401 | 26 |1797! 814 |1-28 12-11 92-0 

S.3 .. |149 | 355 | 571 |6212| 911 | 34 |3510 991 |1-73 25-6, 151 


food was weighed on entry. For practical purposes it seems fair 
to assume that the entire rations were evenly distributed each month 
among the whole population. 


RELATION TO DIET 


From December, 1941, to March 17, 1943, the men 
had received the standard diet S.1 (see table 1). From 
March 17, 1943, until the end of June, 1943, diet S.2 
was issued, but there were considerable deficiencies as 
shown in the table. 


N 


All the men under our control were examined by one of 
us between March 18 and 25, and at that time no abnor- 
malities in the mucous membrane of the mouth or tongue 
were seen. The first cases of stomatitis and glossitis 
came to light in the second week in June—nearly 10 
weeks after the alteration of diet. A useful control is 
provided by a group of 670 men in another camp who 
did not change from diet S.1 to diet S.2 until May 20. 
Here the first cases of stomatitis appeared on July 24, 
9 weeks after the alteration of diet. Ta 


` It was noted that none of the 36 men employed in the 
bakery developed stomatitis. Their diet and habits were the 
same as those of the other prisoners, but they were accus- 
tomed to test the saltiness of the dough by tasting it, and by 
this means they may have obtained enough yeast to keep them 
healthy. The 50 cases of pulmonary tuberculosis in the camp 
hospital received, besides the standard diet, one pint of fresh 
milk and one egg daily, and none of them developedstomatitis. 


TABLE I1I—RESPONSE TO RIBOFLAVIN (100 MG. IN FIVE DAYS) 


Before treatment 


Case After treatmeut 
1 | Tongue: anterior half quite Tongue: smoothness gone; 
smooth. Fissures + papillæ clearly visible. 
Angular stomatitis + R & L. Angular stomatitis: only a 
Lower lip: mild changes. trace R. 
Pain and salivation +. Lip apparently normal. 
: Pain and salivation ceased. 
2 | Tongue: raw edges; teeth Tongue: rawness gone ; in- 
i indentation ; fissures +. dentations only just visible. 
Angular stomatitis: slight Angular stomatitis: just 
changes. Visible. 
| Lower lip: changes (conspicu- Lips:slight patchy erythema. 
| ous) with early ulceration. Pain cleared. 7 
| Pain in lip +. s 
3 | Tongve: dorsum completely | Tongue: papillæ everywhere 
| gmooth; ‘white mush- visible and even slight fur. 
| yooms ” at edges. | Angular stomatitis: much 
| Angular stomatitis + R& L. improved. 
Lower lip: papilla present and , Lip: faint blotting-paper 
usual changes +. | appearance. 
| Pain and salivation +. | No + pain nor excessive 
salivation. 
-4 ; Tongue: triangular area of | Tongue: apparently normal). 
atrophy. | Angular stomatitis : changes 
Angular stomatitis # R&L. | hardtosee. 
Moderate pain. | Pain ceased, 
5 | Tongue: atrophy and fissuring; | Tongue: papillæ visible 
red mushrooms.” everywhere; fissures al- 
Angular stomatitis : moderate most healed. 
degree. Angular stomatitis : changes 
f Lower lip: papules and large completely disappeared, 
| raw areas with much sodden Lower lip: changes com- 
|. epithelium and commencing pletely disappeared. 
| ulceration. No pain or salivation. 
Pain and salivation: severe. 
6 | Tongue : atrophy and fissuring. Tongue : papille everywhere 
| Angular stomatitis : moderate. visible. 
| Lower. lip: swollen, red; Angular stomatitis: just 
patches of sodden epithe- visible L. 
lium. Lip: almost normal. 
Palate : red serpiginous Palate: faint erythema at 
patches. site of patches, 


Pain marked. Pain gone,’ 


————s 


It was found that the condition cleared rapidly on 
addition of milk, meat or eggs to the diet. Other 
remedies tried were :— 


Calcium lactate, given in 30-grain doses daily to 10 men for 
10 days. No improvement. 

Red palm oil, containing 3800 IU vitamin A per oz., given 
in doses of 1/10 oz. daily to 200 men for 10 days. No 
improvement. 

Oleum vitamini (BP), containing 2250 IU vitamin A and 
250 IU vitamin D per drachm, given in one-drachm doses 
daily for 10 days. No improvement. 

Yeast, fresh or dried, given in doses of 4 oz. daily. R apid 
cure. Fresh yeast caused the soreness to diminish or vanish 
within 4 days, and most of the mouth changes disappeared in 
7-10 days. | 

Thus the cause of the stomatitis was evidently defici- 
ency of a factor present in milk, meat, eggs and yeast. 
and further attention was directed to two vitamins 
present in yeast—nicotinic acid and riboflavin. 

Nicotinic acid.—The table shows that during their four 
months on diet 8.2 the men had an average of 12-28 mg. 
nicotinic acid daily. (The normal intake is variously estimated 
at 5 to 25 mg., and an amount persistently lower than 8 mig. is 
said to cause pellagra.*) Five men with stomatitis receiving 
diet S.2 were given a supplement of 600 mg. nicotinic acid’ by 
mouth daily. for 5 days, but their stomatitis remained 
unchanged. em i 
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Riboflavin—Diet S.2 provided on the average 1:08 mg. 
riboflavin daily, sinking to 0-97 mg. in April, whereas the 
normal requirement is estimated at 2-3 mg.* The methods 
of cooling, storing, and cooking the foods were not such as to. 
cause appreciable loss of this factor. 

By courtesy of the consulting physician, MEF (Brigadier 
D. E. Bedford) a small quantity of riboflavin (Meads) was 
obtained. Of 20 cases of stomatitis admitted to hospital for 
investigation and fed on diet S.2, 6 (including examples of all 
the observed changes) were given 10 mg. riboflavin twice a day 
for 5 days. While the condition of the 14 controls remained 
the same, the 6 treated patients all showed striking improve- 
ment (table 11). As early as the second day they became full 
of thanks, which is the more remarkable because these people 
are usually grudging in their gratitude. 


. When the camp population was given diet S.3 (table 1) 
stomatitis ceased among them. 


SUMMARY 


Stomatitis was observed in 1746 of 10, 313 men in a 
camp in North Africa. 

On a diet containing an average of 1:61 mg. riboflavin 
per day the camp population had been free from stoma- 
titis. It developed about two months after the daily 
riboflavin intake was reduced to about 1 mg. per head, 
and it was not abolished by an intake of 1-28 mg. in the 
folowing month. — 

The stomatitis yielded rapidly to treatment either with 
` riboflavin (100 mg. in five days) or fresh yeast (4 oz. daily). 

The lesions on the tongue were studied with a slit- 
lamp. So far as we know, this has not been done before. 
The method is useful and might be exploited further. 


This investigation could not have been made without the 
enthusiastic help of Lieut.-Colonel G. Pascoe, commandant of 
the camp. We also received invaluable help from Major 
G. Raeburn, Ramo, pathologist, Major C. Cockburn, Ramo, 
ophthalmologist, and Captain J. H. Thomson, AD Corps, 
dental officer. The work was done in a desert hospital where 


- works of reference could not be obtained. 


EARLY MOVEMENT IN THE. TREATMENT 
OF CLOSED FRACTURES 


- B. H. BURNS R. H. YOuNG © 

MB CAMB, TR? M B CAMB, FROS 
SURGEON TO ST. GEORGE'S HOSPITAL SURGEON TO BOTLEYS 
AND TO BOTLEYS PARK WAR HOSPITAL PARK WAR HOSPITAL 


Tue fashion in treating fractures, as recent writings 
show, is tending towards more and more immobilisation. 
Fractures of the femur are treated on a'Thomas splint 
without knee-bending for about 14 weeks until union 
is established 1; fractures of the tibia are not allowed 
to bear weight until they are united.? 

In the past, the wheel has turned from rest to mobility 
and now it seems almost to have gone full circle back to 
rest again. The dominating influence in the seventies 
was Hugh Owen Thomas, with his ‘‘ rest, enforced, un- 
interrupted and prolonged.” On account of the neglect 
of treatment of soft parts and the stiffness that this’ 
involved, there was a reaction, led by Lucas Champon- 
niére, who advocated early movement, even at the 
expense of reduction of the fracture. This went too 
far to the other extreme. The need for a compromise 
was seen by Böhler (1928) who after reduction fixed the 
fracture,\and thé joints above and below it, in plaster, 
at the same time encouraging the fullest activity within 
these limits. Patients with a fracture of the tibia 
were allowed to walk in their plasters and those with 
fractures of the femur, treated by traction, were allowed 
to move the knee after.6 weeks. 

In this practice, and even more in the writings men- 
tioned above, treatment tends to wait for union of the 
fracture before attending to the soft parts. True, the 
patients are encouraged to do static contractions, but 
this is a poor substitute for free voluntary movement of 
all the joints; and treatment of soft parts is difficult 
when the limb is encased in plaster ; for however much 
the rest, of the body is exercised the joints above and 
below, the injury remain immobilised. 

However there also is a movement in the opposite 
direction. Perkins? savs: “ If there is a new school 


* Eddy, W. H. and Dalldorf, G. The Avitaminoses, London, 1941. 


of cancellous bone. 


union. 


joints can be encouraged. . 
.on soft parts; for instance, a patient with a fractured 
femur on traction can move the knee, and a patient with 


of thought regarding fractures, it is a school which 
teaches that bone and soft-part treatment are of equal 
importance and often should be simultaneously under- 
taken.” This school has not as many pupils as. it 
deserves. We support it, and this paper attempts to 
show that quicker and sometimes better results can be 
obtained by the use of early movement of -the joints. 
Our practice has been to obtain as full movement as 
possible as early as possible without endangering the 
position of the fragments or delaying union. In some 
fractures where it might delay union, early movement 


is made possible by internal fixation. 


DISADVANTAGES OF PROLONGED IMMOBILISATION 
The main disadvantage of long immobilisation is the 
stiffness of the immobilised joint. This stiffness is 
often overcome later, but in some instances a full range 
may never be restored, and in any case many weeks of 


rehabilitation will often be required. to overcome the ` 


stiffness. In the elderly the danger of stiffness is 
naturally much greater and more difficult to treat. . 

Immobilisation in plaster is inadequate unless the. 
joints above and below are also included in the plaster. — 
This often entails for mechanical reasons the immobilisa-. 
tion of many more joints than the two nearest to the 
fracture. For instance, in a fracture of the shaft of the 
tibia the subastragaloid, the midtarsal and the tarso-, 
metatarsal joints are fixed, and many even advocate 
elongation of the plaster so that flexion of the toes is 
prevented. Again, a shoulder spica for a fracture of 
the humerus involves the immobilisation of every joint 
from the carpometacarpal to the lumbosacral. 

In the lower limb, as an additional disadvantage, the- 
circulation comes to rely on the external support of the 
plaster, so that on its removal a semi-rigid ‘ Viscopaste ” 
dressing for 8 weeks is recommended, to make the transi- 
tion from absolute fixation to complete freedom more 
gradual, and thus give time for the vascular tone to be 
restored. Another disadvantage, particularly in the 
elderly, is the discomfort of’ an extensive plaster; a 
patient over 50 finds a plaster jacket or a hip-spica 
hardly tolerable. Occasionally it is even dangerous. 


ADVANTAGES OF MOVEMENT 


‘The less plaster there is, the less stiffness there will be. 
Where you can dispense with plaster and institute early 
movements to all.the joints, stiffness from adhesions 
will not occur, except where there is gross disorganisation 
or deformity of a joint. A full range will have been 
recovered by the time the bone is united and often long | 
before. The circulation is rapidly -restored to normal 
and the loss of vascular tone which follows long immo- 
bilisation in plaster is avoided. By the time the bone 
has united the limb appears normal in range of movement, 
colour and absence of cedema. 

It has been said that early movement delays the. 
disappearance of spasm and increases effusion. In our 
experience this is not so, so long as movements are not 
forced. Spasm is increased only if movements are ` 
pushed beyond. the extent that they are voluntarily 


~permitted. 


Broadly speaking, fractures may be divided into’ two 
groups—those that unite easily ‘and those that unite 
with difficulty. In the first group are fractures of the 
ribs, the clavicle, the femur, oblique fractures of the 
humerus, metacarpals and metatarsals, and fractures 
In these fractures, union will take 
place without firm fixation of the fragments. They do 
not require immobilisation for the sake of obtaining 
In consequence, the amount of splintage needed 
is very small and early movements of the neighbouring 
Treatment can concentrate 


& spiral fracture of the humerus, treated with a U-shaped 
slat can move the shoulder and elbow ; in most fractures 
of the metatarsals plaster can be avoided, since shoes ` 
give all the support necessary ; and a shoe can be taken 
off for exercises. 

The second group—those which unite with difficulty — 
includes fractures of the neck of the femur, transverse 
fractures of the shaft of the tibia, shaft of both kones 
of the forearm and some transverse fractures of the 
humerus. 


1 


In these fractures, on account of the difficulty of 
obtaining union, the chief consideration: is - fixation, 
which must be firm and of long duration. If this 
involves use of plaster or other splint preventing move- 
ment of joints, subsequent stiffness is. particularly 
troublesome. . However, the firmest possible fixation is 
obtained by internal splintage, and this will allow move- 
ments of the joints at once. Further, with internal 
fixation anatomical reduction is obtained and there 
is no danger of displacement or disali ent. The 
fracture is no longer a problem except that it should be 
protected from heavy strain. 
~ It is in fractures of the radius and ulna that internal 
fixation finds its fullest value. By other means it is 
often impossible to maintain reduction ; and if perfect 
reduction. is not maintained there will be some impair- 
ment of function afterwards. After plating, almost 
full function, except for lifting of weights, is restored by 
the end of the first fortnight. The patient can perform 
his own toilet and other non-strenuous tasks. One 
patient, without our permission, drove a car at a fort- 
night. Internal fixation, firm enough to dispense with 
external fixation, can also be achieved in the tibia and 
humerus. 

_ Internal fixation loses most of its point if it is not 
sufficiently firm to make external splintage unnecessary. 
Nailing a fracture of the neck of the femur was a great 
advance in this direction, but there has been a much 
greater reluctance to take advantage of a comparable 
opportunity in fractures of the tibia and radius and 
ulna. ‘The reason most often given is the danger of 
sepsis, but when the surgeon is trained in bone surgery 
and the operation is done in a proper setting, sepsis 
should not occur; the danger of it never prevented any- 
one from pinning a femur or wiring a patella or olecranon. 


FRACTURES INTO JOINTS 


So far we have been discussing mainly fractures of the 
-shafts. In fractures involving joints early movement 
is no less desirable. In general, and with the exception 
of the scaphoid, these fractures are through cancellous 
bone and therefore readily unite. Fixation is not neces- 
sary to obtain union. It is only required to maintain a 
corrected position after reduction. 

With very few exceptions it may be said that in 
fractures inyolving a joint the maximum displacement 
occurs at the time of injury ; and that so long as great 
strain-——such as weight- bearing —is not allowed further 
displacement will not occur. Therefore, if there is no 
deformity, or if the deformity is accepted because ‘it is 
not possible to correct it, there is no object in putting 
on a plaster. Only after reduction of displacement is 
fixation necessary. 

To amplify this statement about fractures into joints : 


1. If there is no deformity, plaster or other fixation is 
unnecessary. As the force of the injury has not produced 
displacement or dislocation, movements of the joint, or even, 
in some instances, weight-bearing, will not do so. Thus, 
a first-degree external rotation fracture of the ankle, or a 
crack fracture of the os calcis, can be allowed to w un- 


protected. This would seem to be stressing the obvious, but . 


it is astonishing how often plaster is applied unnecessarily, 
especially by those with no great experience. One should 
ask oneself: ‘‘ Is your plaster really necessary ? ” If plaster 
is avoided, movement.can.be started at once. 

2. When a deformity is accepted on account of the im- 
possibility of reduction, as in some grossly comminuted 
fractures, there is little object in putting on a plaster. There 
is no point in holding an unimproved position in plaster, 
except in rare cases, where ankylosis is aimed at. 

3. Only afterreduction of displacement is fixation necessary, 
and.this can be achieved either by plaster or internal fixation. 
The latter is possible, and indeed preferable, in many instances, 
such as fractures of the internal malleolus, anterior marginal 
fractures of the ankle, diastasis, some fractures of tibial and 
femoral condyles. Here again, when operation is performed, 
internal fixation should be as effective as to make it possible 
to dispense with external fixation. 


COMPRESSION OF CANCELLOUS BONE 


A fracture of cancellous bone which is badly com- 
pressed or comminuted is a difficult problem. The dis- 
advantages of prolonged immobilisation in an attempt 


- anatomical correction is obtained by operation. 


724 THE LANCET] MR. BURNS, MR. YOUNG : EARLY MOVEMENT IN TREATMENT OF CLOSED FRACTURES [JUNE 3, 1944 


to obtain consolidation in a corrected position may 
sometimes outweigh the advantages; for, even after 
prolonged fixation in plaster in an extreme position, the 


-correction may not be fully maintained. Reduction 
: merely opens up a space which, 


to some extent——but 
rarely completely—fills with bone. There is some 
permanent loss of bony tissue. This can be well seen 
in some fractures—e.g., severe compression fractures of 
the spine, pertrochanteric fractures of the femur, and in 
the type of bumper fracture in which the whole of the 
condyle is compressed ; and the difficulty of obtaining 
a good anatomical result in a Colles’ fracture with gross 
compression is well known. In all of these fractures it 
is not uncommon to see a return of the deformity after, 
removal of external splintage. In some of them the 
time of immobilisation is diminished and a better 
Severe 
comminuted fractures of the spine can be held corrected 
by a posterior graft; pertrochanteric fractures by a 
properly placed pin ; and in some bumper fractures the 
deformity can be corrected and the loss of bone made 
good by lifting up the depression and filling the gap with 
borrowed bone. | 


RESULTS OF TREATMENT OF REPRESENTATIVE FRACTURES 


We have endeavoured to follow the above-mentioned 
principles in our practice, and a brief account of our 
results in representative types of fracture follows :— 


I. Fractures of the shaft of the femur (treated by traction | 


by Steinmann’s pin through the tibial tuberosity).— 
The problem of the fractured femur is the problem of 
the stiff knee; for union takes place readily unless the 
fracture is distracted. Of our cases, 35 had early knee 
movement and 21 had no movement until the fracture 
was united. The average time of union, judged from 
the time of leaving off the traction, was 13 weeks in 
each group. The rate and completeness of the restora- 
tion of function is strikingly different, however. Of the 
35 with early knee movement all but 4 had more than 
90° at six months, and 13 had full range at six months. 
Of the 21 with late knee movement, 3 had a full range 
at 6 months, 5 had 90° at 6 months, and 13 had less than 
90° at six months. 

II. Pertrochanteric fractures (treated by nailing with 
a long SP pin inserted very obliquely into the shaft).— 
There were 20 patients, excluding one failure of technique. 
Their average age was 68}. The average time for the 
start of unprotected weight-bearing was 124 weeks. 
There was a full range of movement of the hip and knee 
at an average of 9 weeks. The great advantage of this 
method of treatment is the comfort of the patient, who 
is free to move about in bed. Moreover, the danger of 
coxa vara and fixed external rotation is avoided. It. is 
not possible to pin these fractures if there is much 
comminution. 

III. Fractures of the tibia.—A group of 34 patients 
with transverse fractures of the tibia were treated by 
plating with a long 6 hole plate, with no external fixa tion 
in the early stages, and with movements from the start. 
In 31 union took place in an average of seventeen weeks ; 
3 were grafted for non-union at about five to seven 
months and took a further three months to unite. Of the 
31, 19 had no ‘plaster throughout and all these had a 
full range of movement of the knee and foot at three 
to four weeks. Walking was started at six weeks. A 
group of 12 had plaster after about four weeks, when a 
full range had been restored and they were then allowed 
to bear weight. The plaster was applied on account of 
the lack of rigidity of fixation, due mostly to comminu- 
tion. It took an average of three weeks to get a full 
range after the plaster was removed. Subsequent 
stiffness is much less troublesome when a limb in which 
a full range of movement has been restored is put in 
plaster, than when plaster is applied immediately after 
the injury. 

IV. Compressjon fractures of the spine (excluding cer- 
vical spine).—When we have received patients from 
other hospitals in plaster with the fractwre unreduced, 
or when we have been unable to reduce the displacement, 
we have removed the plaster and instituted carly move- 
ment, and have allowed walking at three weeks. Also, we 
have not attempted to reduce fractures in the e Iderly or 
minor degrees of compression. Of a total of 55 cases, 30 
have been treated in this manner. Of these 30, treated 
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. with early movement, 24 had a full range of movement 


and no symptoms at six weeks, and those that have been . 


followed up are still free from symptoms. The other 
6 had some pain at three months, and 4 of them still 
have some pain. This compares favourably with those 
treated in plaster, who cannot have a full range before 
six months—i.e., two months after the removal of the 
plaster. We have examined the X-ray films of those 
patients treated with early movement and no plaster, 
“and we have only found 6 cases in which there was 
appreciable increase of the deformity. In none was 
it as much as} in. A few severely comminuted frac- 
tures have been grafted at an early stage and are 
excluded. : : 

V. Fractures of the external tibial condyle.—We have 
seen 36 bumper fractures; 21 have been treated by 
early movement and light traction for some weeks and 
no weight-bearing for twelve weeks; 15 were treated 
in plaster. Those in each group were of comparable 
severity and in both groups a proportion were oper- 
ated on to improve the position, or for fixation. Of 
the 21 with early movement, 18 had a full range at 
nine weeks and 3 had a half range at twelve weeks. 
Of the 15 immobilised in plaster, 4 had a full range in 
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twenty-five weeks, 8 had half range in eighteen weeks, 
2 had a third or Jess at a year and one required arthro- 
desis. The position was equally well’ maintained by 
either method. — : sae y 
. CONCLUSION : 

The stage has passed when we have a right to be 
satisfied by union of the bone in good position: that 
can be expected in most instances. Not only is full 
restoration of function required, but we must concern 
ourselves with its early return. This is greatly facili- 
tated by early active movement of the joints; and in 
some fractures internal fixation makes’ this possible. 


By early movement, stiffness is prevented and progress 


towards full recovery is smooth and’rapid. The patient 
will have little need of rehabilitation. But if, from 
immobilisation, the joints have become stiff, he will 
neede rehabilitation in all its manifold varieties. 


REFERENCES 


1. Diggle, W. S. Lancet, 1942, ii, 355. . Watson-Jones, R. Fractures 

ana Jomi. Injuries, Edinburgh, 1943. Charnley, J. Lancet, 
2. Watson-Jones, R. and Coltart, W. D.'Brit. J. Surg. 1943, 30, 260. 
3. Perkins, G. Proc. R. Soc. Med. 1936,29, 1055. 


Medical Societies 


BRITISH ORTHOPÆDIC ASSOCIATION 


TaB Spring meeting was held at Leeds on May 12 
and 13 with Mr. ST. J. D. BUXTON, the president, in the 
chair. — ` | 


' FOLLOW-UP OF CARTILAGE OPERATIONS | 


Major R. H. METCALFE, RAMC, had studied two, large 
series of cases in consecutive years in the same military 
hospital.’ In 1942, 600 knee cartilage cases had been 
seen in outpatients, of which 100 were admitted to the 
wards, and of these 60 had been operated on. In 1943, 
800 cases were seen, 170 were admitted, and there were 
100 operations. Through the Army system of medical 
categorisation a convenient and accurate follow-up 
was possible. During the first year the average time 
off duty for those operated on was nine weeks and the 
ultimate category was A 60%, B 28%, Ù 8%, E 4%. 
Category C means a man with a severe defect of locomo- 
tion, unfit for overseas service, and E means discharge 
from the Army. The most common cause of a bad 
result was abnormal anteroposterior mobility, which 
was not in most cases the result of operation ; less 
common causes were osteochondritis and osteo-arthritis. 
The question of military morale undoubtedly affected 
the result. The first year’s results suggested also that 
‘ 6 rehabilitation ” had been too vigorous and tended to 
arouse latent anxiety. In 1943 more stringent physical 
and psychological selection of cases for operation was 
practised, with a shorter period off duty and less vigor- 
ous after-treatment. By getting the soldier back to his 
unit within the permitted period of three weeks before 
being.“ Y ” listed the best results of all were obtained. 
This was possible in 20% of all the cases operated on in 
1943, and the present categories of these men were 
A 81%, B 14%, C 5%, and none has been discharged. 
For the entire 1943 series the present categories were 
A 71:5%, B 20:5%, O 7%, H1%, . 

. Major-General D. O. Monro emphasised the recognition 
of military unit morale as a factorin the recovery from this 
and ‘other injuries.—Brigadier W. R. BRISTOW indicated 
the need forimproved treatment in knee cases, asis shown 
by the figures for 1058 cases operated on in Army and 
EMS hospitals in 1943: A 51%, B 35%, C 9%, E 5%. 


FRACTURES OF THE SCAPHOID 


Major J. STEWART, USMC, said that fracture of the 
carpal scaphoid is the most commonly undiagnosed 
fracture and urged the need for multiple radiograms on 
different occasions in doubtful cases. Difficulties were 
often experienced in distinguishing new from old frac- 
tures and in estimating the nature of vascular changes 
as a guide to prognosis. Major Stewart’s series com- 
prised 205 cases treated within 15 months, of which 
134 cases had been followed to the complete end-results ; 
129 had been treated in plaster alone, and of these 127 
had full union and mobility, freedom from pain and full 


grip, and had returned to full duty. The procedure 
adopted was immobilisation in plaster extending from 
the base of the thumb nail, the proximal palmar crease, 
and the heads of the metacarpals behind to within an 
inch of the elbow-joint. The wrist is maintained in 
10-15° dorsiflexion but with no lateral deviation. 
During the application of plaster the thumb and fingers 
are held as though grasping a football. This allowed 
full mobility of the fingers afterwards and practically 
normal activity for the hand. The period of recovery 
after removal of plaster is' greatly shortened (nearly 4 
weeks). The plaster is changed every 3 or 4 weeks, 
and the condition checked radiologically, great care 
being taken to prevent movement of the wrist and thumb 
during these procedures. This report supported the 
orthopzedic teaching that with early diagnosis, accurate 
reduction and adequate immobilisation for a sufficient 
period one can expect solid bony union (average 11 
weeks). Loss of Army man-power due to delay in 
union was directly attributable to failure to observe 
these principles. Every sprain or injury in the region 


_of the carpal scaphoid should be considered a fracture 


until proved otherwise. In fractures coming late -for 
treatment the time of recovery was prolonged, but 
neither vacuolation nor sclerosis at the site of fracture, 
providing the proximal fragment is viable, need be 
regarded as vitiating recovery with long-continued 
fixation. : C 

MARCH FRACTURES 


From over a hundred march fractures of the metatarsal 
bones in Army recruits Captain E. WYNNE JONES, 
RAMC, found that the incidence was 2:8% and that the 
fractures occurred towards the end of recruit training in 
men generally of poor physique and posture with long, 
narrow feet, in whom there had been mechanical over- 
loading of the metatarsals. By more careful gradation 
of route marches for the young recruit the incidence 
of march fractures had been reduced to 0:9%. Immobili- 
sation in plaster gave satisfactory results, but a simpler ° 
and more time-saving method was a metatarsal pad 
applied to the foot with adhesive strapping, with re- 


striction to the wearing of Army boots throughout treat- 


ment. Modified training (everything except road-work, 
running, jumping and obstacle-course work) is begun 
immediately and continued until all tenderness has 
disappeared (average 21 days). i i 


OPERATIVE TECHNIQUE 


-Lieut.-Colonel GLEN SPURLING, USMC, described the 
use of finely drawn ‘ Tantalum ° Wire for Nerve Suture and 
of tantalum foil.as an enclosing sheath:at the line of 
junction to prevent adhesions. This metal, besides 
possessing qualities of malleability and tensile strength, is, 
he said, completely inert to living tissues. 

Captain D. KILLORAN, USMC, described a method of 
Coagulum Contact Skin-grafting similar to that employed 
by Sano of Philadelphia (see Lancet, Feb. 5, 1944, 
p. 189), but with modifications necessitated by lack of 
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heparin. Plasma and a leucocyte cream were prepared 
from oxalated blood ; the plasma is applied to recipient. 
areas and the cream painted on the deep surface of the 
graft. This procedure had -been adopted for battle 
wounds a few days after initial debridement when there 
was no other means of closing a large skin defect. After 
grafting, the limbs were immobilised but pressure dressings 
were not applied.—Lieut.-Colonel BRICKER, USMC, 
doubted how far such a coagulum glue could replace 
suture and pressure fixation of the graft. Certainly it was 
a useful adjunct. Grafts should not be washed in saline 
before application because this removed natural adhesive. 


PAPERS FROM THE LEEDS SCHOOL’ 


Prof. A. DuRWARD described his researches into 
Blood Supply of Nerves, which confirmed the importance 
of the longitudinally disposed intraneural vessels which 
freely anastomose and convey blood for long distances 
within nerves even after division of the many small 
vasa nervorum which enter laterally. 

Prof. M. J. STEWART, speaking on the characteristic 
histology of Benign Giant-celled Synovioma of Tendon 
Sheaths, said that the’ intracellular presence of hsemo- 
siderin or lipoids was ‘merely a demonstration of phago- 
cytosis by the polymorphous connective-tissue cells 
of which the tumour was composed. ‘The presence of 
foam cells did not justify the description of certain of 
these tumours as ‘‘ xanthomas.”’ In fact the ‘f xanthic ”’ 
reaction wherever seen was a local phagocytic response 
by connective-tissue cells to the chemical conditions of 
their surroundings. 

Mr. A. S. JOHNSTONE described the work of Batson of 
Philadelphia on the Vertebral Venous System as a 
Mechanism for the Spread of Metastases and his own 
investigations along the same lines. There is a freer 


Reviews o£ Books 


Principles and Practice of Rehabilitation 


JOHN EISELE DAVIS, MA, SCD, Veterans Administration 
Facility, Perry Point, Md. (Barnes. Pp. 211. $3.) 


- Dr. Davis does less than his introduction promises ; 
instead of a usable psychology he proffers a diffuse 
review of many aspects, in which the treatment of people 
with mental disorder occupies the largest place. He 
refers copiously to the literature of industrial psychology 
and rehabilitation in its various guises, and he says 
nothing that is far-fetched or unacceptable even to 


doctors who believe their common sense to be almost 


vox Dei: but the lay-out of his book is too loosely knit, 
and the echoes of his earlier work, Principles and Practice 
of Recreational Therapy for the Mentally Ill, are too 
numerous for the average reader to find in it what its 
title suggests. Even on its own ground, the rehabilita- 
tion of people with neuroses, many of the difficulties 
met with in practice are slurred over, and the details of 
management, which are all-important, are subordinated 
to discussion of general principles. It is plain that Dr. 
Davis’s éxperience has been chiefly with thé insane, 
whereas psychiatrists who have been occupied with the 
rehabilitation of the neurotic know how often in their 
- experience the road winds uphill—more so than with 
patients in a mental hospital, from whom, since less is 
expected, a painful inch may seem a big gain, and who 
when they recover may do so completely, without 
painful backslidings. If Dr. Davis were to compress his 
book and call it Rehabilitation of the Mentally Ill, it would 
be a useful manual. Some psychiatrist or psychologist 
will doubtless presently set about writing a good com- 
pendium of the psychological principles and practice of 
rehabilitation in its wider and now customary sense ; he 
will find Dr. Davis’s book a helpful storehouse. 


Blood Groups and Transfusion 


(3rd ed.) ALEXANDER S. WIENER, MD, New York. 
(Bailliére. Pp. 438. 41s.) 


Tus book has been a standard work of reference since 
the first edition appeared in 1935. The third is con- 
siderably larger and has been extensively revised. Two 
new chapters have been added on the transfusion of 
stored blood, plasma and serum, and the Rh factor. 
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connexion than is commonly recognised between the veins 


-of the prostate and those of the vertebral column, and 


the vertebral venous.system may provide a means: for 
some of the occasional spread from this and other 
organs, but it by no means accounts for the spread of 
cancer by the classical means already accepted. 

Dr. J. R. NUTTALL described the results of Treatment 
of Osteo-Arthritis by Deep X-ray Therapy in 259 cases, 
of which 164 were followed up. There had been no 
particular selection of cases for treatment. 
months after the completion of treatment 17 patients 
had complete relief of pain, 90 had incomplete relief, 
and 57 received no benefit at all. Smaller joints seemed 
to show the best results. A second course of treatment 
sometimes gives more relief than the first one. 

Mr. L. N. PYRAH reviewed 10 cases of Generalised 
Osteitis Fibrosa, 6 of which had been admitted for 
spontaneous fracture. All of the patients were found 
to. have parathyroid tumours which he had removed. 
Reliance was placed entirely on blood-calcium and 
phosphorus estimation, except in one case in which 
calcium-balance experiments had been carried out. The 
blood-calcium figures ranged from 12-5 to 20 mg. per 
100 c.cm. and the blood-phosphorus in every case was 
low, usually 2-2-5 mg. per 100 c.em. The plasma- 
phosphatase was raised in every case. These estima- 
tions should be done by a chemist who was constantly 
performing them; errors in chemical technique some- 
times vitiated results. — 

Mr. REGINALD. BROOMHBEAD and his associates demon- 
strated a series of orthopedic cases, including a group 
of people who had been operated on for intractable meta- 


tarsalgia with good results; the shaft and head of the | 


metatarsal was denuded and after being osteotomised 
near its base was rotated through 180°. 


The inclusion of the practical side of transfusion, and 
the preparation of fluid and dried plasma and serum 
are perhaps out of place in a book which has become a 
classic as a guide to the intricacies of the blood-groups, 
since there are other fuller works on these subjects. 


‘For the specialist they are sketchy. making little 
reference to recent British work, while for the beginner 
they assume more than a -passing familiarity with the 


subject. Wiener’s name is associated with the discovery 
and description of the Rh factor but the chapters on 
this property of the red cell are disappointing, even if 
one allows that an author of a book which deals with a 
rapidly expanding field is always at a disadvantage. 
The book however maintains its high place as a standard 
work of reference. 


1943 Year Book of General Medicine 


Editors: G. F. Dick, MD, and others. (Year Book 


Publishers; H. K. Lewis. Pp. 784. 19s.) 


SOMEWHERE between the catalogue of abstracts and 
the review lies the province of the year book. If it is 
too near to the former it loses its appeal to the general 
reader ; if too near to the latter it provokes the experts, 
This book strikes the balance well: each contributor 
is an acknowledged expert in his own field, yet by 
assigning to him a whole field of medicine, instead of 
limiting him to the particular patch which he had 
cult?vated, perspective is preserved. The result is a 
book which is both stimulating and comprehensive, 
and one which can be recommended to physicians in 
general. ; és 


Illustrations of Regional Anatomy 


(5th ed.) E. B. JAMIESON, MD EDIN. 
‘75s. the set of 7 sections.) 


Tus fifth edition includes 319 plates comprised in 
7 sections. As the author rightly says: ‘‘ The publishers 
have not grudged expense im adding colour.’’ Colour 
has indeed been added with an unstinting hand and the 
student who derives his knowledge of anatomy from 
Dr. Jamieson’s plates will acquire a truly vivid picture 
of the ideal structure of the human body. It is to be 
hoped that after the delightful study of purple mucous 
membranes, emerald green fascias, vivid blue cartilages. 
orange glands, and golden ‘teeth and eyes he will not 
find the actual human body rather disappointing. 


(Livingstone. 
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FOOD AND THE HEALING OF WOUNDS 

THE second front, even if instantaneously and 
completely successful, will inevitably bring a wave 
of casualties to this country, and it will be our business 
as doctors to see that these men return to active life 
with as little waste of'time and health as possible. 
Now is the moment to check over our knowledge and 
our plans, so that when the autumn comes we will 
not feel that our recovery-rates might have been 
higher if only we had done those things which, in 
retrospect, we obviously ought to have done. Pre- 
ventive medicine has done its bit and we can be 
proud of its record in the Middle East, advances in 
‘the treatment of wounds have been spectacular, 


but there still remains the patient himself who must — 


always be a first charge on the physician. The 
importance of warmth, the benefits of resuscitation, 
and the treatment of shock have been emphasised 
again: and again; nursing has been brought as near 
perfection as possible ; ; but recent work has found 
> us fresh opportunities for medical treatment, and 
incidentally for clinical research. 

The story is not altogether æ new one. .It began 
long before this war and most of us had come to 
recognise that ‘previous good health and nutrition 
- are great assets to a wounded man.: But there 
seems to be more in it than that. 
pointed out in 1930 that if people who had sustained 
serious fractures were studied by means of balance 
experiments it was easy to demonstrate that they 
invariably lost large amounts of nitrogen and phos- 
phorus. These observations have been amply con- 
firmed, although a maintenance of nitrogen and 
phosphorus balance has not yet been proved to 
expedite materially the healing of fractures. It has, 
however, been established that in extensive burns 


there may be an enormous loss of body protein: at 


the injured sites, so much so that even with multiple 
transfusions the serum proteins may become danger- 
ously low. LocIe ? has urged that “ the diet of the 
badly wounded, especially those with large sup- 
purating wounds, does not get the attention it merits,” 

and ZINTEL‘ suggests that protein deficiency, as 
indicated by a low level of serum proteins, may be an 
important cause of the dehiscence of wounds. He 
rightly points out that the diet as a whole must be 
- considered because both carbohydrate and fat have 
a protein sparing action. There is, unfortunately, 
another aspect of the matter. Sepsis, malaise and 
toxemia all interfere with appetite,’ and may render 
the task of feeding the patient so difficult that a 


Vicious circle establishes itself. It was with the idea © 


of breaking this circle that the intravenous adminis- 
tration of amino-acids was first taken up in America. 
Erman, who began to treat human beings in this 


way in 1939, has kre ose the importance of of 


rtson n, D. 'P. Bi 
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‘the poorest production of collagen. 


CUTHBERTSON 2. 


` relieving hypoproteinzmia whenever it is encoun- 
. tered in a surgical patient. 


‘He recommends a free 
use of plasma transfusion and the introduction of 
amino-acid mixtures intravenously. Casein hydro- 


lysates have usually been employed for this purpose. © 


The reports on this form of medication have, to say 


the least, been encouraging, and the coming military l 


operations should provide an opportunity of oe 
ing them. 
The vitamins must not be forgotten, for deficien- 


cies of: several of them reduce ‘the ability of experi-.— 


mental animals to survive a general infection, and ‘the 
same may apply to man. We have long known that 
scurvy delays the healing of fractures, and there is 
now ample experimental evidence that slighter 
deficiencies of vitamin C interfere with the normal 
processes of bone repair,’ though one cannot hurry 
the union of fractures by giving an excess of the 
vitamin. - BoURNE’s paper of last week .(p. 688) has 
confirmed previous findings on the influence of 


vitamin-C deficiency on soft-tissue. healing. In. 


1941 Hunr® showed that in guineapigs on a sub- 
scurvy diet laparotomy wounds healed by first 


intention but were puckered and shrunken and would . 


break open 2-3 weeks later. In patients who died 
a week after laparotomy he demonstrated a close 


correlation between the histology of the wounds and | 


the amount of vitamin C. in the tissues, the wounds 
which were most deficient in vitamin C showing 
CRANDON,® 
it is true, lived for three months on a diet containing 
no vitamin C and satisfied himself that a wound in 
his back at the-end of that period healed normally, 
though it did not do so after six months on the diet.. 
The experimental work done in America and by 
Bourne in this country suggests that if Cranpon’s 
wound had been submitted to tests of tensile strength 
it would not have been thought to have healed norm- 
ally. Bourne has confirmed that the tensile strengths 
of wounds in guineapigs vary with the doses of 
ascorbic acid given, and that a wound which is 
histologically normal may still be mechanically 
weak. In considering dosage, BouRNE points out 
that weight for weight man needs much less vitamin 
C than the guineapig, and that it is unnecessary to 
saturate animals with vitamin C in order to get 
perfect union. Boston workers suggest, however, 

that maximal saturation of the tissues with vitamin 
C may increase their resistance to infection, and 
infection is of course a potent cause of reduced 
tensile strength in wounds. We will do well there- 
fore to give wounded men enough vitamin C.in one 
form or another to keep them saturated, and here 
fortunately we need not wait upon a sick man’s 
appetite. The ideal should be to give them a full 
mixed diet high in calorie value and in protein and 
vitamin content, supplementing it to meet special 
circumstances. Where this is impracticable we must 
use our best endeavours to see they do not fall short 
in protein and vitamin C. And the North African 
campaign taught us" that it is worth all the trouble 
to get proper meals up to the men in the line. 

‘7. Bourne, G. H. Lancet, 1942, ii, 661. 


8. Hunt, A. H. Brit; J. Surg. 1940, 112, 481. | 

2. Crandon, J., J. H, Lund, C. O. and Dil, D. B. New Engl: J. ‘Med. 

10. Jones, C. A Bartlett, M. K., Ryan, A. E. and Drummey, 
G. D, Ibid, 1943, 229, 642. 

11. Gear, H, S. Brit. med. J. 1944, i, 383. 
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VACCINATION AGAINST MEASLES 


DESPITE early success against smallpox and rabies 
active immunisation against virus infections has in 
- general been slow and beset with difficulties. Even 
against influenza and poliomyelitis, on both of 
` which much study has been concentrated, the progress 
achieved has disappointed early hopes. In the light 
of these experiences the recent attempts to confer 
immunity against measles by means of attenuated 
virus vaccination must be studied critically. Nor 
should the previous work on measles itself be for- 


gotten. In 1759 Homer! claimed to have protected . 
susceptibles against attack by scarifying them with. 


assumedly infective blood taken from patients who 
had recently had measles, but subsequent workers 
could not confirm this observation. HERMANN? in 
1914 instilled filtered nasopharyngeal washings into 
the anterior nares of babies 3-5 months old in order 
to raise and perpetuate the passive immunity they 
are assumed to derive from their mothers, but the 
method was soon abandoned because unmodified 
attacks were too frequent and dangerous to be 
_ disregarded. HmRARsHI and OKAMOTA?® in 1921, 
and later DEBRE and his associates,’ claimed to have 
induced by the inoculation of various dilutions of 
blood from measles patients attenuated attacks 
conferring an immunity sufficient to render the 
inoculated insusceptible to further injections. Apart 


from their inherent risk these experiments were. 


necessarily limited in scope and application since 
fresh blood had to be used for each inoculation. For 
20 years the limited success which has attended the 
use of immune measles serum (convalescent, placental 
and normal adult) in the prevention and modification 
of measles has diverted the attention of workers in 
this field from active prophylactic methods, but in 
the last 5 years the researches of PLotz® in France 
and of Stokes and RAKE? in America on the 
cultivation of measles virus on the chorioallantoic 
membrane of the developing chick embryo, and their 
demonstration of attenuation of the virus by repeated 
egg-passages, first on monkeys and later on sus- 
ceptible humans, has raised hopes that a practicable 
method of active immunisation has at last been 
discovered. 

The new antigen has been tried in Philadelphia in 
collaboration with field workers? Although egg- 
passage attenuated virus. had previously been 
assayed on monkeys (Macacus mulatta is a convenient 
animal and uniformly susceptible) the conditions of 
the experiments now recorded were altered so fre- 
quently that often there were insufficient numbers 
in a particular group of trials for the validity of the 
findings to be assessed. Virus of from 3 to 66 serial 
passages was used in different experiments, the 26th 
to 40th passage-virus being most constant in effect. 
The material was either kept frozen at -35° C. and 
thawed immediately before inoculation, or was 
desiccated from the frozen state and reconstituted 
to its original volume ; this procedure did not demon- 
strably alter activity. Inoculations were given by 
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VACCINATION AGAINST MEASLES 


‘medical supervision from birth, 
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diverse routes—by intranasal instillation, l c.em. 
into each nostril; by inhalation, | c.cm. atomised 


directly beneath the nose into a cellophane ~* shower 
cap” covering the child’s head, making a barely 
visible fog containing no large droplets; by the 
subcutaneous route alone or combined with the nasal 
route ; and by intradermal injection, 0-2-1 c.cm. of 
1 in 10 to 1 in 10,000 dilutions according to the 


number of egg passages. Finally, upwards of 27 
groups of children comprising the vaccination experi- 
ments were subdivided into two groups of presumed 
susceptibles ; (a) those who had been under constant 
and (b) those not 
so well looked after, in whom an attack of measles 
might have been overlooked or for gotten. Measles 
of varying severity followed inoculation in 74°% of 
the 255 children inoculated, and if 32 doubtful cases 
are included the figure rose to 92%. The incubation 
period was usually shorter (6-7 days) than in natural 
measles, but occasionally it was prolonged. The 
observers were impressed by the paucity and mild- 
ness of symptoms, especially the almost complete 
absence of cough, although the rash was sometimes 
brilliant and the temperature high but transient. 
As regards efficacy of route, intranasal drip returned 
only 30% positive “ takes,” compared with 80% 
after intradermal injection and 98°, with the inhaled 


spray. Of 35 presumed non-immunes who were - 


regarded as unsuitable for vaccination but were 
exposed to subjects with an attenuated attack, 
16 showed no response, 6 were doubtful and 13 had 
attacks similar to those in the inoculated—in other 
words, there was no reversion to unattenuated .or 
normal measles, at least by one human passage. 

A report ® on 22 children observed for a vear after 
successful vaccination. shows that, after chance 
exposure, 15 did not contract measles, 3 had unmodi- 
fied attacks, 1 had an extremely mild attack and in 
3 the disease was so mild as to be identified with 
difficulty. An illustration of the protection afforded 
was given by a group of 7 vaccinated children who 
escaped entirely, in contrast to 25 attacks among 
36 unvaccinated but otherwise, similar children 
exposed in the same school. An additional 24 
children of the vaccinated group were given challenge 
injections of blood taken from active cases of measles ; 
in 13 no disease followed, in 3 there was typical 
measles, in 2 mild attacks and in 5 extremely mild 
attacks; 6 unvaccinated children given similar 
challenge injections all developed typical unmodified 
measles. RAKE? reports on` two further trials 
conducted since July, 1943, for the board investi- 
gating epidemic diseases in the Army. In Baltimore 
827 coloured children assumed to be susceptible 
from the parents’ history were vaccinated; of 412 
of these who were carefully followed up, 145, or 
35%, showed definite signs of mild measles. The 
number may have been greater, for a faint rash is 
readily overlooked in negroes. In Philadelphia 199 
white children who had never had measles according 
to their physicians’ records were vaccinated, and 172 
followed up; of these, 131, or 76%, gave an equally 
satisfactory response, the higher percentage being 
ascribed to the more accurate history. 

Summing the vaccinations to date, 1281 children 
have been inoculated without untoward effect ; 
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839 of them were carefully investigated revealing 
that 450 (54%) had definite evidence of modified 
measles. - The absence of a clinical or serological test 
of immunity is a serious but not crucial handicap 
in assessing the efficacy of the measure. The sample 
of 40 proved protected out of 46 at intimate risk is 
impressive but not conclusive, since natural immunity 
remains a possibility ; an extended trial under ex- 
acting conditions should certainly be made, especially 
as the method has the virtue of being innocuous. 


TRIPLE RHYTHM 

"WorK done at Sir JAMES MacKENZIE’s old depart- 
ment at the London Hospital goes far to explain the 
significance of triple heart rhythm—‘‘ the cadence 
produced when three sounds recur in successive 
cardiac cycles,” as Evans defines it in his Strickland 
Goodall lecture... He has studied by phonocardio- 
graphy the heart sounds in 270 patients over the age 
of 9 years who were either known to have heart disease 
or were sent to his department for an opinion on their 
heart, and were found on auscultation to have triple 
rhythm. No phonocardiogram was taken unless 
triple rhythm was first detected by the stethoscope, 
and his survey does not deal with splitting of the first 
sound at the apex or of the second at the base .of 
the heart. He now suggests that terms like “ gallop 
rhythm ” should be discarded, and that we should 
speak of three types of triple rhythm. In type ł 
the added sound is found early in diastole, immedi- 
ately after the second sound (lub dupty—) ; it is the 
third sound of the normal cardiac cycle.. In type 2 the 
extra sound comes late in diastole (tylub dup—) and 
corresponds to the fourth sound of the cardiac cycle. 
- In type 3 it comes towards the end of systole, just 
before the second heart sound (lub tydup—). Types 1 

and 2 are each divided into two subgroups. 
There were 205 patients with triple rhythm type 1, 
of whom 125 seemed healthy (1a) and 80 had evidence 
of some form of heart disease (1b). The healthy ones 


were mostly young people, none being over 40, and it- 


may be recalled that MaNNHEIMER? found a third 
heart sound by phonocardiography in 70% of healthy 
children. These patients’ extra sound was best 
heard midway between the nipple line and the lateral 
border of the sternum, and was accentuated when the 
pulse was quickened or the patient lay down. In 
agreement with BRAMWELL’s observation,? cardio- 
scopy showed a prominent pulmonary artery in most 
of these patients—47 out of 50 consecutive patients 
showed such a prominence, compared with 7 out of 
50 controls of the same age-group with dual rhythm. 
In type lb the extra sound was best heard in the 
mitral area or external to it, and it could usually be 
heard with the patient sitting up as well as lying 
down. It occurred in older patients than type la 
and was associated with lesions that produce enlarge- 
ment and failure of the right side of the heart, such 
as mitral stenosis, hypertension, . thyrotoxicosis, 
congenital*heart disease, emphysema and pulmonary 
hypertension. In mitral stenosis the triple rhythm 
was commoner with auricular fibrillation than with 
sinus rhythm, and its presence pointed to considerable 
——— of of the right side of the heart. In hyper- 
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tension this type of rhythm means right heart-failure, 
and since this comes late in the course of hypertensive 


failure it is a significant finding. It was found to 


be a useful clinical guide to the presence of right- 
sided enlargement in thyrotoxicosis and congenital 
heart disease as well as in emphysema, in which it 
carried a grim prognosis, 4 out of 5 patients dying 
within fiye months of its detection: | 

Type 2 is similarly subdivided into two ‘sub- 
groups, a being often of little significance and b 
a serious omen. Of the 60 patients with type 2 
rhythm 14 showed type 2a, where the extra sound is ° 
produced by auricular systole when there is delay in 
auriculo-ventricular conduction. In these cases the 
triple rhythm is best heard slightly inside the mitral 
area with the patient lying down, but it can also be 
heard in the erect position. After full examination 6 
of the 14 patients were passed as healthy. Not all 
patients with sufficient auriculo-ventricular delay 
to prolong the P-R interval beyond the normal 0-2 sec. 
will show triple rhythm, but nearly all young people 
will do so. Type 26 is the classical bruit de galop 
of older writers, and is always associated with left 
ventricular failure. Of Evans’s 46 patients with this 
type of triple rhythm, 41 had hypertension and 5 
aortic incompetence, the low proportion of cases of 
aortic incompetence agreeing with GARVIN’S experi- 
ence. Here the sound is probably produced by the 
shock of the auricular blood wave on a hypotonic 
ventricle. This type of rhythm therefore means 
left ventricular failure with a normally contracting 
auricle. The added. sound is heard best along a 
line running from the displaced apex beat to the . 
left border of the xiphisternum, and is often ac- 
centuated by a rapid heart-rate; it is loudest 


with the patient lying down, but can be heard in the 


erect position. It can most easily be detected by 
placing the ear direct on the chest, when the sound — 
is well heard and the characteristic dual impulse 

can be felt. In type 3 triple rhythm a dull and 

muffled or sometimes clicking sound is heard immedi- 

ately before the second heart sound. Evans found 

it in only 5 of his patients, and in none of them was 

there any evidence of heart disease. =  / : 

This small but important field of clinical medicine 

had become the battlefield of the experts, whose dis- 

putations gave the clinician little help in assessing the 

significance of the extra sounds he hears occasionally 

in the heart. Evans’s study will encourage us to 

detect and help us to explain the triple rhythms, and 

it should reduce the number of people who, apparently 

the picture of health, are-told as youngsters that there 

is “ something wine with. their heart.” 


4. Garvin, C. F. Amer. J. med. Sci. 1943,„'205, 814 (see Lancet, 


1943, ii, 199). 


PHARMACEUTICAL Pocket Boox.—We cannot pretend to 
assess the value of this book (Pharmaceutical Press. 10s.) 
to the pharmacist except to remark that it is now in its 14th 
We are entitled to regard it as a guide to the kind 
of help the practitioner may expect to get from his friend in 
the chemist’s shop, and there are many things in the attractive 
little volume of 400 pages which the practitioner who has not 
got them at his fingers’ ends will be heartily glad to know 
that someone has. Few doctors, for example, know their 
poisons rules, let alone the laws relating to patents and trade- 
marks, and the prescriber must leave it to the pharmacist 
to ensure that the liquor arsenicalis he orders really does 


. contain gr. 874 to the pint. 
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PLASMA IN PLENTY 
- TECHNICAL advances, greater knowledge and generous 
facilities have combined to increase the demands for 
blood and blood substitutes. A modern general hos- 
pital of 1000 beds can be expected to use anything up 
to 1000. pints of blood and plasma in a year for medical 
ailments, maternity work and accident cases. This 
will need a service collecting between 2000 and 3000 
pints of blood in a year, if the stable blood substitutes— 
= plasma or perhaps albumin—are to be available for 
accidents and emergencies. So far, the only source of 
plasma has been the ordinary blood donor, who, on 
conservative grounds, is not bled more often than once 
in three months, and in whom: blood regeneration has 
to be considered or even assisted. No-one anticipates 
that the war panel of patriotic donors can be maintained 
- at its present numbers indefinitely, so any device for 
lightening their load or transferring it to another source 
can be counted an advantage. There has always been 
an Anglo-Saxon prejudice against the use of cadaver 
blood—a prejudice which the Russians dismissed, though 
later they found themselves in technical difficulties 
when using’ blood itself. Yet Erf 1 has shown that there 
are no technical difficulties in the preparation of dried 
plasma from this source, and that the product is the 
equal of that supplied by the living. Human albumin, 
which war may show to be as good as plasma, can be 
obtained in the same way, and here there is no objection 
to removing as much as can be collected. More 
attractive perhaps is the technique described by Co 
Tui, Bartter, Wright and Holt,? who advocate the 
bleeding of donors for plasma alone. After separation 
of the plasma, the red cells are reinfused. Working 
. under these conditions donors can give as many as four 


donations in a week or one donation every week for 


. twelve weeks without any effect on their plasma protein, 
hematocrit, bilirubin level or fragility test. 
methods may have to be applied to keep up the supply 
until plasma or albumin of animal origin has been 
rendered safe for human use. 


DIABETES: AND INJURY ` . 

- THERE are some 860,000 diabetics in the Unite 

States; as the incidence in Britain is probably very 
similar the association of trauma and diabetes mellitus 
must be fairly common, and the question of a causal 
relationship naturally arises. Bishop? points out 
that for trauma to act as the direct cause of diabetes 
it must result in the destruction of three-quarters to 
nine-tenths of the pancreas. In other words, trauma as 
a direct cause of diabetes mellitus is almost impossible, 
since such a degree of destruction would almost certainly 
prove fatal. A few non-fatal cases have been reported, 
but in none of them was there absolute evidence of the 
absence of diabetes before the accident. Trauma may of 
course lead to the discovery of unrecognised diabetes, 
and it may aggravate existing diabetes. In a known 
diabetic the enforced rest after the accident may so 
upset the equilibrium established by treatment that the 
disease becomes uncontrolled, and in a person predisposed 
to diabetes trauma might precipitate the disease by 


suddenly interfering with carbohydrate metabolism | 


through the reduction of muscular activity. In none of 
these cases, however, does the injury actually cause the 
disease. Another way in” which trauma might be 
associated with the onset of diabetes is indirectly by 
introducing infection. Here again there is no evidence 
that infection can cause diabetes mellitus in a previously 
normal person, but it may be the aggravating factor 
1, Erf, L. A. Amer, J. med. Sci, 1944, 207, 314. Pe oe 

2. Tui, C., Bartter, F. C., Wright, A. M. and Holt, R. B. J. Amer, 


med, Ass. 1944, 124, 331. 
3. Bishop, W. A. J. indust. Hyg. 1944, 26, 55. 


DECLINE OF RESPIRATORY INFECTIONS 


Such | 


the future. 
lessening the toll of respiratory infection is less easy to. 


with diabetes mellitus, a point which is liable to be over- 
looked when glycosuria is found after an accident, 
Thomsen,‘ for instance, 
found a raised fasting blood-sugar in 34 out of 144 cases 
of injury, and in a majority of the 144 cases glycosuria 
was also found shortly after the accident, though it had 
disappeared within a week. He followed 49 cases for 


particularly a head injury. 


periods up to three years after the accident, and in 
none could he find any evidence of diabetes. 


DECLINE OF RESPIRATORY INFECTIONS 


AMERICAN workers in the field of preventive medicine 


have’ given us in recent years a choice selection of 
philosophical essays and books based either on original 
work, as in the Collected Papers of W. H. Frost, or on 
the broad lessons of history as in Geddes Smith’s Plague 
on us. Infused with both the reflective and speculative 
moods, they betoken the thinking man with time to 
think and to express his thoughts. Ina recent collection 
of stimulating and unorthodox essays on respiratory 


infections,> Professor O’Hara’s main concern is that we 
should try now to evaluate the events that may have 


contributed to the steady downward trend in the 


mortality-rates of the common respiratory diseases 
As he points out, in a 
foreword that might well be quoted in full, “ although 
we have developed many practices aimed at the control 
of inhaled infections, the fact that our major mortality 
reductions have preceded rather than followed the use 
of these stratagems is worthy of particular notice and 
Much of the improvement in respiratory 


during the past few decades. 


comment.” 
infections in the present century must be credited to 


the sanitary engineer, as was the case with intestinal 
Chadwick, we may 
Tecall, looked forward to the time when sanitary reforms 
would eliminate the need for doctors. 
sanitation per se is not enough and cannot be given all 


infections in the nineteenth century. 
However, 


the credit. The bacteriologist has contributed his share 
by devising means for increasing the host’s resistance 
specifically to certain diseases—e.g., diphtheria and 
smallpox: If his field has been limited in the past, 
those perennial virus infections, the common cold, 
influenza and measles, offer scope for, his ingenuity in 
The part which the hygienist has played in 


define. Would, for example, our bill of health be very 
different today if we had not “enjoyed ° such recent 
amenities as child welfare and antenatal clinics, tuber- 
culosis dispensaries, and school medical inspection ? 
O’Hara shows for Massachusetts what Lissant Cox 
showed for Lancashire, that the deeline in deaths from 
tuberculosis, with its clinics and sanatoria, is closely 
paralleled by a fall in the mortality from pneumonia for 
which no such reforms were made. But the hygienist’s 
day is perhaps at hand, and better modes of living and 
eating, together with the banishment of ignorance and 
dirt, should help materially in maintaining and raising 
resistance to infection, and we may look forward to the 
day when: measles is no more hazardous for the poor 
than for the rich child. Other human frailties have to 
be countered. Smallpox provides the object-lesson of 
a community which gladly welcomed a means for its 
prevention when it was ravaging youth and beauty, but 
which quickly became apathetic when the danger had 
gone. So it may be for diphtheria. O’Hara has many 
provocative and wise things to say about the common 
cold (he postulates atypical measles in this guise); 
about pneumonia, which he regards as a combined virus 
and bacterial infection; about rheumatic fever and 
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its relation to streptococcal infection; and about the 
` methods of tuberculosis control which he likens to the 
weeding of a garden. At a time when the hazards of 
air-borne infection are receiving the concentrated atten- 
tion of scientists he ends on an optimistic if cautionary 
note, that the respiratory bacteria and viruses are 
losing ground or are prepared to make a compromise 
-~ peace in their struggle for existence vis-a-vis their 
human host. 


| BACTERIOPHAGE IN BACILLARY DYSENTERY 


REPORTING on their field trials of bacteriophage in 
bacillary dysentery, Colonel Boyd and Major Portnoy 1 
conclude that specific bacteriophage, given as is the 
custom by mouth, fails td protect, is incapable of 
aborting the infection, and has no dramatic effect, 
if indeed it has any action at all, in modifying the 
séverity and duration of an attack. The basis for this 
comprehensive condemnation is the observations they 
made in* prisoner-of-war “cages” in the Middle East. 


According to the statements of captured medical 


officers, bacteriophage was the standard remedy for 
bacillary dysentery in the German forward troops in 
Africa. Large quantities of Ruhr-Bakteriophagen (poly- 
valent, Behringwerke Bayer) were left behind in the 
Axis retreat from El Alamein, and test-tube trials with 
this material showed that áll the strains of dysentery 
bacilli isolated locally were susceptible to its action— 
most of them highly susceptible. It was also found 
that after ingestion the bacteriophage could be readily 
recovered from the stools in an active condition and 
in considerable quantity. In other words there was no 
reason to doubt the specific potency of the preparation 
or its ability to reach the seat of the disease. | 

Boyd and' Portnoy decided to test its efficiency in 
controlling bacillary dysentery by using it prophylac- 
tically and therapeutically in half the community of 
German prisoners-of-war, keeping the other half as 
a standard of comparison. In the cage chosen for 
prophylaxis there were about 700 prisoners, and there 
had been 19 dysentery admissions to hospital in the previ- 
ous four weeks (a rate of 27 per 1000). In the control 
cages, with some 2100 inmates, the dysentery admissions 
had numbered 24 (a rate of 11 per.1000). Every man in 
the bacteriophage cage swallowed 10 c.cm. of bacterio- 
phage before breakfast on three successivé mornings. 
In the subsequent four weeks the control cages showed 
little change, for there were still 23 cases (or 10 per 1000). 
At the same time there was no definite evidence of 
benefit to the members of the treated group, which had 
15 cases (a rate of 20 per 1000). 
groups were hardly comparable before the prophylactic 
doses were .given—the treated group were experi- 
encing an appreciably higher rate of dysentery. After 
treatment their rate fell somewhat, while that in the 
_ control group remained relatively unchanged. Whether 
the treatment played any part in this fall can hardly be 
said; but we may certainly conclude that it had no drama- 
tic effect, since before treatment the experimental cage had 
& ‘dysentery rate 24 times as high as the control cages and 
after treatment its incidence was still twice as high. 

For the therapeutic test the cages were divided at 
random into a ‘treatment ’’ group of about 4100 men 
and a control group of about 4600. All cases of diarrhwa 
in the treatment group received bacteriophage as soon as 
they reported, while cases of. diarrhoea in the control 
group did not. Over a period of 61 days 8-5% of the 
treatment group reported with diarrhea, compared with 
6-2% of the controls; but the difference is probably 
explained by the medical officers in the treatment camps 
being on the lookout for diarrhea so that they could begin 
bacteriophage therapy at once. Immediate admini- 
stration of phage does not seem, however, to have had 
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much influence on the incidence of clinical dysentery. 


Admissions to hospital with this diagnosis numbered 136. - 


(2.96% of those at risk) in the. control group, and 126 
(3-10%) in the treated group. e this comparison. 
seems to be the best measure of the failure of the treat- 
ment, it might be argued that of the 347 treated cases of 
diarrhea 36% had to be admitted to hospital as clinical 
dysentery, compared with the 48% of the 283 control 
cases. 
bacteriophage group, but the evidence is admissible only 
if symptoms of diarrhoea were being sought with equal 
care in the two groups. This the authors doubt—a defect 
of some importance but possibly unavoidable. 


Analysing the particulars of the cases admitted to. 


hospital they find that the average number of days before 
blood and mucus disappeared from the stools was 9-03 
in the control group and 9-08 in the treated, while the 
average stay in hospital was nearly 20 days for the 
former and nearly 17 days for the latter: 84% of the 
treated and 75% of the controls were assessed as mild 
on admission. 
did not appreciably modify the severity or duration of the 
attack. Dysentery bacilli were isolated from the 
feeces as often in the treated group as in 
and cauld be recovered from the stools after the bowel 
had been exposed for as long as 4 days to the action of 
bacteriophage. In general, therefore, it is. hard to glean 
from this careful and extensive trial anything more en- 
couraging to bacteriophage than Boyd and Portnoy’s 
pessimistic conclusion that it failed to exercise in the 
intestine the potent bactericidal properties it exhibited 
in the test-tube. 


THE TECHNIQUE OF SOCIAL SURVEY 


THE work of the Wartime Social Survey during the 
past three years was described in a paper read to the 
Royal Statistical Society by K. Box and G. Thomas on 
May 16. It is clear that the method of social survey 
can be applied to a wide variety of departmental prob- 
lems, though it is equally clear that its limitations have 
yet to be fully explored. The work falls under three 
main headings: (1) sampling, (2) interviewing and 
the recording of data; and (3) analysis and interpreta- 
tion of results. Great care seems to have been taken 
over the devising of sampling techniques, which now 
represent a compromise between theoretical perfection 
and practicability. If a random sample of names is 
drawn from the Ministry of Food’s lists, the amount of 
travel which investigators have to undertake to track 
down the sample is very great; and unless substitutes 
are chosen, calling back will often be necessary because 
of absence from home. Nevertheless this has been done 
on a number of occasions—for example, in certain health 
and nutrition investigations. 
sample is used, the stratifications being determined 
by the group under investigation. Within the stratifica- 
tions random sampling is employed. The analysis of 
material has been greatly simplified by the use of 
machinery and punched:cards. But interpretation still 
is not easy. 


The ultimate success of all social-survey work depends | 


on the correctness of the data recorded at interview ; 
and it is here that the difficulties are greatest. Some- 
times objective observation is possible—for example, 
in the study of domestic lighting and heating—but often 
subjective material has to be dealt with. Deliberate 
falsification is probably much less important than errors 
due to faulty memory, social inhibitions, or other 
emotional factors. Even apparently simple factual 
questions—such as ‘‘ Have you seen the Government’s 

VD advertisements ? ” —may not reveal the truth ; 

for some may say ‘‘ Yes ” to impress the investigator, 
while others reply ‘‘ No,” from false oł natural modesty. 
A more difficult question: “ Do you know what the 
was actually answered by 


More usually a stratitied 


This would suggest some advantage to the 


. The bacteriophage treatment, therefore, — 


in the controls, ` 


X 
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97% of persons interviewed, which in itself is a tribute 
to the tact of the Survey’s investigators ; 69% replied 
“ Yes,” 17% gave vague or doubtful replies, while 11% 
said ‘‘ No.” It is the analysis of the 69% which pre- 
sents a difficulty: 8% said they ‘‘ knew all about venereal 
diseases ’’—which, if it means anything, is an expres- 
sion of confident belief rather than fact. More to the 
point were the 29% who named syphilis and gonorrhea 
as such, or colloquially. | 7 | 
The use of check questions, the answer to which is 
already known, is a valuable method of checking the 
validity of the sample. But it is no check on the 
accuracy of the other answers. Clearly, what is needed 
now is a detailed study of the limits of variability of 
answers in individual interviews. In such a task the 
coöperation of an. experienced clinician, versed in the 
snags of history taking, might be of value. | 


SECONDARY PELLAGRA 


UNTIL some ten years ago it was still customary to 
speak of endemic, sporadic, alcoholic and secondary 
pellagra, pellagra of the insane, and soon. Parapellagra 
and pellagroid were terms still used to denote cases which 
did not fit into the maize theory, even though maize 
consumption as an essential etiological factor had been 
disproved many years before. In 1933 Spies and De 
Wolff demonstrated the identity of endemic and alco- 
holic pellagra in the United States, and in 1937 Stannus 
urged the basic unity of all forms of the disease, whatever 
the circumstances. Eusterman and O’Leary in 1931 had 
published a series of cases of pellagra associated with 
organic lesions of the gastro-intestinal tract ; and in 1937 
Stannus cited nearly 70 recorded examples. Recently 
Bean, Spies and Blankenhorn ! have brought the subject 
of secondary pellagra up to date. They have combed the 
writings of others for cases and have added their own 
observations on 388 pellagrins—146 from a non-endemic 
area (Ohio) and. 242 from an endemic area (Alabama)— 
among whom some second etiological factor was sus- 
pected. Since “ the exact pathogenesis of pellagra is not 
established,” to quote their own words, it is questionable 
whether their running commentary, based on “a tenta- 
tive outline of mechanisms ” which may be in operation, 
serves much purpose. In regard to nicotinic acid for 
example and its relation to pellagra, even though we 
may never be able to follow a “‘ tagged ° molecule of the 
substance throughout its journey in the body, future 
research will doubtless reveal many of the mechanisms 
involved and the causes of their failure. Meanwhile 
speculations on such matters as failure of absorption, 
phosphorylation, elaboration, transport and storage and 
diversion along abnormal channels by infections and 
neoplasms, though of value in suggesting the paths 
along which research may proceed, must not be accepted 
as proved truths. Would it not be better at once to 
discard all qualifying expressions in regard to pellagra ? 


« In the endemic class,” say the American workers, ‘* we. 


arbitrarily include patients whose diet is inadequate for 
any reason, because of poverty, food fads or ill-conceived 
therapeutic diets.” ‘‘ Secondary pellagra occurs when 
some disease interferes with the orderly processes of 
nutrition in various ways.” ‘‘ To establish an unassail- 
able case for a given instance of secondary pellagra one 
should be able to demonstrate that: (1) the patient 
ingested a diet adequate for his ordinary needs, or at 
least not permitting a recognisable deficiency ; (2) some 
extraneous condition occurred which was followed by the 
development of pellagra while the same diet was con- 
sumed; and (3) when the underlying condition was 
corrected pellagra disappeared.” According to this 
definition of secondary pellagra all cases of subclinical 
pellagra in which the attack is precipitated by some minor 
incident are included, which is only calculated to obscure 
the issue. Growth, gestation, lactation and muscular 
work may similarly precipitate the onset of symptoms 
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in many deficiency states, but since they are normal 
physiological events the cases can hardly be considered ° 
as secondary to them. Comparison between the cases in 
the endemic and non-endemic areas brings out one inter- 
esting point—‘“ secondary pellagra thus reflects the 
mosaic of the prevalent diseases upon which it is en- 


grafted.” No similar correlation occurs however in this 
country, which goes to show that the main factor involved 
in the production of so-called secondary pellagra is 


malnutrition among large sections of the inhabitants, 
such as is unknown in Britain. Few people in this 
country perhaps realise the magnitude of the problem in 
America with its ‘‘ poor white ” and coloured populations. 
Professor Sydenstricker, after having surveyed some of 
our most indigent communities, remarked that deficiency 
disease appeared to be almost non-existent in Great 
Britain as compared with the United States. = 


DANGEROUS DRUGS IN LIBERATED COUNTRIES 
THE permanent Central Opium Board of the League of 


Nations has recently held its 43rd session in London, 


with Sir Atul Chatterjee presiding. Attention is at 
present chiefly concerned with the steps to be taken to 
re-establish the international control of traffic in narcoties 
in states occupied by the Axis as these regain independ- 
ence and autonomy. There will be three stages in this 
process of emancipation, first during the period of mili- 
tary control, then jointly under allied occupation 
coupled: with returning national administration, and 
lastly under restored national autonomy. Regulations 
are suggested by the Board appropriate to the stage of 
transition, dealing with stocks in civilian hands, imports, 
exports and administration of commerce in opium, poppy 
straw, morphine, heroin, coca leaves, crude cocaine and 
Indian hemp in accordance with the provisions of the 
International Conventions of 1912, 1925 and 1931. The 
Central Opium Board and the supervisory body under the 
1931 convention, dealing with the limitation of manu- 
facture, will be ready to give advice and assistance in 
reorganising the national and international machinery 
dislocated during the years of war. The problem which 
is the prerequisite of all the conventions —the limitation 
of production of the raw materials of narcotic drugs 
will have to be resumed. The world annual require- 
ments for legitimate use have been estimated as: raw 
opium 300 tons, morphine 9 tons, heroin 2 tons, and 
cocaine 5} tons. The actual production has been appal- 
lingly in excess of these figures, illicit traffic has been 
checked but not scotched, and the peril of addiction, 
which spread after the close of the last great war, will 
demand unceasing vigilance on the part of all concerned. 


A DISORDER OF THE BODY POLITIC 
UNEMPLOYMENT, like so many human diseases in the 
stricter sense, can no longer be labelled idiopathic. The 
white-paper describes a syndrome of which some at least 
of the contributory causes are recognised and can be 
modified or removed. The dole which alleviated its 
worst symptoms has proved a veritable drug of addiction, 


and a bold move is now to be made in the planning of 
preventive measures. Some of these measures have 
never been tried before anywhere and will entail large- 
scale interference with economic liberty—rationing of 
goods, restriction on purchases, compulsory saving— 


comparable to those public-health impositions which 
have banished scurvy and typhus from our midst, and 
are well on the way to preventing rickets and diphtheria. 
It is heartening to see a social disorder being dealt with on 
the orderly lines with which medical science has made us 
familiar—etiology, pathogenesis, prophylaxis,and the rest. 
The white-paper has already been hailed by economists 
as the end of economic defeatism. It certainly looks like 
a contribution to the comprehensive health service. 


Dr. WILBUR A. SAWYER, of the Rockefeller Foundation, 
has been appointed ‘director of the health division of 
UNRRA. 
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REHABILITATION measures in hospital are not new ;° 
they were introduced in the last war and extensively 
used then—by orthopedic surgeons principally—as a 
means of restoring the function of a damaged limb. 
Yet in the last twenty years the profession has made 
little effort to develop any scheme of planned rehabilita- 
tion for hospital patients. 

In the past it has been the policy of almost every 
general hospital in the country to get its patients dis- 
charged as soon as possible; and it has taken another 
war to make us realise that we are failing in our responsi- 
bility if we prematurely discharge a patient from 
hospital to his bed at home, or throw him on his own 
resources for a protracted convalescence. Our duty 
to the patient is not ended until he is fit again or restored 
as completely as possible to working efficiency. 

e term ‘rehabilitation’? covers all measures 
necessary to restore a patient to full health, including 
the surgical operation, medical care, nursing, physio- 
therapy, convalescence, social welfare, &c. In the 
prewar hospital each department was run as a separate 
unit, and there was little continuity of treatment and 
convalescent aftercare. Medical rehabilitation, pro- 
perly understood, is the codrdination of the existing 


A 


hospital services with other recognised ancillary services 
developed to form a complete scheme for continuity of 


treatment throughout the various stages of illness and | 


convalescence. 

Every hospital must consider, in the light of its 
particular problems, the kind of scheme which can best 
meet its own needs. It is, of course, easy to rehabilitate 
a single case throughout illness and convalescence, and, 
for that matter, not difficult to rehabilitate groups of 
similar cases; but that is not enough. There ought to 
be in hospital a rehabilitation scheme which can be 


applied, not only to a selected few but to all medical and - 


surgical patients. 
EQUIPMENT 


In this hospital of over 1500 beds there is a naval 
unit, a military section and a civilian section, the largest 
number of beds being occupied by naval patients. A 
considerable proportion of the civilian patients are 
either elderly or children, and are not in great need of 
rehabilitation ; while military patients are automatically. 
Y-listed after 21 days in hospital and pass through a 
convalescent depôt before returning to duty. The naval 
authorities have no convalescent depots for hardening 
\purposes; most of our patients being sailors, our re- 
habilitation scheme has been devised principally to 
deal with them, but all Service patients and all suitable 
civilians take part in it.. The average stay in hospital. 
of men in the naval unit was 45-5 days during the four 
months January-April, 1944; and 32% of patients in 
this unit were discharged direct to duty and not recom- 
mended for sick leave. | 

Most of the rehabilitation activities have been prac- 
tised in this hospital for three years. They are carried 
out by separate departments, working in close codpera- 


tion and dovetailing as far as possible so that there is - 


continuity of treatment. They are as follows :— 


Physiotherapy Department.—Staff: one visiting medical 
physiotherapeutist and 6 masseuses. 

There are two physiotherapy departments, one dealing 
principally with the Service patients and the other with 
the civilian patients.. Both have a number of cubicles 
for individual treatments and a small gymnasium for 
individual or small class exercises. The departments 
have an-‘ample supply of electrical and other equipment, 
including short and long-wave diathermy apparatus, 
baths, &c. The total number of physiotherapy treat- 
ments given in the hospital during 1943 was 58,633. 


` Occupational Therapy Department.—Staff: 4 whole- 
time handicraft instructresses. ; 
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[JUNE 3, 1944 733 


The handicraft department is open to all up-patients 
daily from 9 am to 5 pm. In the Service sections, 


Up-patients engage in more active remedial activities. 
Handicrafts include rug- ing, weaving, basketry, 
raffia work, book-binding, feltwork, needlework, knitting 
and toy-making. The number of patients working on 
handicrafts at any: time is approximately 500. Finished 
articles may be bought by the patient at the cost price 
of the materials. The number of articles completed in 
this department in 1943 was 8867. : 

Tibrary.—Staff : 3 whole-time librarians. 

. There are two libraries, one for Service and-one for 
civilian patients. Catalogued books number 8617, and 
.the circulation during 1943 was 50,919, or an average 
of 4243 per month. l l à 

Physical Training Department.—Staff: 5 
training instructors, trained in remedial work. 

There is a large gymnasium for remedial exercises and 
PT. Indoor and outdoor games equipment is provided 
for football, basket-ball, hockey, tenniquoits, light games, 
gardening and woodcutting. An outdoor swimming- 
pool is now being completed. About 300 patients, 
graded in groups according to fitness, attend this depart- 
ment daily for 6 days a week. : 

Education and Social Department.—Staff : one whole- 
time naval schoolmaster, one visiting Army education 
officer and visiting lecturers. 

‘There is a classroom and a large hall. In addition there 
is a small recreation room in each ward block. The 


physical- 


_ classroom contains 70 reproductions of famous pictures, 


representing different schools of art. Lectures on art 
and art appreciation are given by professional lecturers. 
A radiogram and records of classical and modern music 
are also provided, and gramophone recitals and lectures 
on music appreciation are given. - Other activities are 
play-reading, production of plays, concerts, discussions, 
lectures, ‘‘ brains trusts,” together with courses in general 
education and languages, commercial and technical 
subjects, drawing, sketching, town-planning, poster 
work, map-reading, &c. Individual educational activi- 
ties for bed-patients include vocational correspondence 
and postal study courses, courses arranged by the 
College of the Sea, individual instruction or study, and 
directed reading advice (in conjunction with the library 
service). . . 

Welfare.—Welfare work in connexion with personal 
and domestic matters is dealt with by the almoners 
and the Service welfare officers. ` 

Canteen and Recreational} Hall.—The hospital patients 
have a large canteen and recreation hall. This depart- 
ment, although it can hardly be considered part of the 
rehabilitation scheme, cannot be entirely left out. 
‘Recreations are provided for the patients and the 


- considerable profits which accrue are used for the general 


benefit of the recreational and rehabilitation activities. 
There is a shop for the sale of cigarettes and tobacco (at 
pre-Budget prices to Service patients), newspapers and 
periodicals, and sweets. 
and visitors. Billiards, table-tennis,- darts, chess, 
draughts and card games are provided free of charge ; 
and on wet afternoons indoor games and competitions 
are held in the hall for the rehabilitation groups when 
they are unable to play outdoor games. The staff of 
this canteen consists of a manager and two assistants, 
but all group activities held in the canteen hall are 
supervised by the rehabilitation staff. 


THE REHABILITATION SCHEME 


- The scheme begins with the bed-patient. 
to medical, surgical and nursing treatment, including 
prescribed physiotherapy, bed-patients, as soon as they 
are fit, are given breathing exercises and bed exercises 
by the remedial staff who make daily visits to each 
ward. Handicrafts are prescribed as soon as possible, 
and the instructresses regularly visit the wards to super- 
vise crafts in progress and to start new patients on some 
work. The librarians also regularly visit the wards 
and see all patients. A well-run hospital library service 
is important in a general scheme of rehabilitation, and 
a trained hospital librarian, working under instruction, 
Her work is both 
remedial and educational. Medical and surgical staff 
soon appreciate the advantage of this service, and it is 


Teas are served to patients 


In-addition - 


` 


` however, most of this work is confined to bed-patients. . 
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interesting to note how often they prescribe the librarian. 
It is proposed to use the hospital as a training centre 
for hospital librarians, and a syllabus for their training 
has been prepared here at the request: of the War 
Organisation of the British Red Cross and Order of 
St. John (hospital library department). 

While the patient is still in bed the educational] staff 
or the welfare officers may be asked to see. him, and 
one department will refer the patient to another for 
appropriate attention. In this way the physical- 
remedial staff, the handicraft staff, the librarians, the 
education and welfare officers are all brought in touch 
with the bed-patients, and contact with them is kept up, 
if necessary, during the whole of their stay in hospital. 


The scheme, however, is directed to deal in the main . 


with Service up-patients. With the exception of men 
who are to be discharged on medical grounds, all Service 
up-patients have graduated exercises, PT, games and 
other remedial activities, and all those who are fit to be 
out in the grounds are classified by the medical officers 
into 4 groups according to their fitness, as follows :— 


Group D.—Men not fit for physical exercises, games or 
walking, but fit to go to the education department for 
lectures, discussions or recitals. Fit to be put on galley- 
duty. Afternoon passes not granted. | 

Time-table—Morning: nil. Afternoon: on Mondays, 
Tuesdays, Thursdays and Fridays, muster for after- 
noon lectures, &c. (1.45-3 Pm). 


Group C.—Men fit for short walks (1 mile), remedial exer- 
cises, indoor games. On galley-duty. Afternoon passes 
may be granted on Saturdays and Sundays. __ 

Time-table—Morning: report at gymnasium daily, 
Monday to Saturday inclusive (10.30-11.15 am.). 
Afternoon: on Mondays, Tuesdays, Thursdays and 
Fridays muster for afternoon activities (1.45-3.30 Pm). 


Group B.—Men fit for short walks (2 miles), class exercises 
and light PT, games and gardening. On galley-duty. 
Afternoon passes may be granted on Wednesdays, Satur- 
days and Sundays, and week-end leave one in three. 

Time-table—Morning: report at. asium daily, 
Monday to Saturday inclusive, for PT (9.30-10.15 am). 
Afternoon: on Mondays, Tuesdays, Thursdays and 
Fridays muster for afternoon activities (1.45-3.45 Pm), 


Group A.—Men nearly fit for discharge ; fit for long walks 
(4 miles), for general PT, outdoor games and gardening. 
Not on galley-duty. ‘May be granted afternoon passes 
on Wednesdays, Saturdays and Sundays, or week-end leave. 
Time-table—Morning: report at gymnasium daily, 
Monday to Saturday inclusive, for PT (8.30-9.15 am). 
Afternoon: on Mondays, Tuesdays, Thursdays and 
Fridays muster for afternoon activities (1.45-3.45 Pm). 


Wednesday and Sunday afternoons are the hospital visiting 
days. An ENSA concert is provided every alternate 
Saturday afternoon and a film show on the intervening 
Saturdays. | 


Patients are reviewed for the purpose of classification 
under this scheme at least once a week by the ward 
medical officers. The lists are submitted to the Service 
section office concerned, which keeps the registers and 
ensures maximum class attendances. Up-grading is 
done weekly, or as often as is necessary, by the medical 
officer. The scheme is so devised that more privileges 
are granted to the higher grades so that there is an 
inducement for the patient himself to get up-graded. 
For instance leave is not granted to group D ; afternoon 
leave on Saturdays and Sundays may be given to group 
C; afternoon leave on Wednesdays, Saturdays and 
.Sundays, and occasional week-ends, may be given to 
groups A and B, and group-A patients are exempted 
from “ galley duties.” A class register is kept for each 
group and a roll-call taken at each attendance. 

About 300 up-patients attend daily for planned reme- 
dial activities, of whom approximately 50 are in group A, 
125 in group B, 75 in group C and 50 in group D. 

In a hospital rehabilitation scheme such as this, it is 
of the utmost importance to have the ¢odperation of the 
medical and nursing staff. Unless they are fully 
sensible of the remedial qualities of the scheme and 
familiar with all its branches, the scheme is not likely 
to be very successful. Hence it is necessary to have 
periodical meetings of the medical staff, the ward sisters 
and the nurses in charge of wards, in order.to explain 


r 
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to all patients in a large general hospital. 


. ing exercises and bed exercises. 
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the scheme and its purpose, to discuss the various 
difficulties that may arise in fitting in the rehabilitation 
activities with other hospital routine and, above all, 
to get them, to appreciate that the scheme is funda- 
mentally a remedial one and that they themselves have 
to play an important part in its execution. 

SUMMARY 

A rehabilitation scheme is described which applies 
Most of them 
are naval patients and part of the scheme is specially 
devised for them, but it generally applies to all the 
patients in the hospital—naval, military and civilian. 

Physiotherapy, occupational therapy, education and 
social amenities, library facilities and physical remedial 
activities form part of the scheme. It is maintained 
that, in addition to the accepted remedial services, an 
educational and social department and a library run 
by whole-time trained hospital librarians are important 
branches of a general rehabilitation scheme. Physical 
and mental rehabilitation of the general hospital patient 
is considered equally important and interdependent. 

Bed-patients have individual attention from each of 
the various rehabilitation services, and are given breath- 
i A routine physical 
and mental rehabilitation programme is provided for 
Service up-patients. Civilian male patients of the same 
age-group are also included. 

Up-patients are graded according to their degree of 
fitness into four groups, and are gradually given more 
and more active physical exercises as they improve, 
until by the time they are ready for discharge they are 
taking part in strenuous outdoor games. As many as 
possible of the patients are discharged to duty without 
being given sick leave. 


I am indebted to the Medical Officer of Health, London 
County Council, and the Group Officer, Sector 10, Ministry 
of Health, for their support in developing the scheme and 
for providing accommodation, equipment and personnel ; 
to the naval and military authorities for providing staff and 
equipment in connexion with the education, physical training 
and occupational therapy departments; to the British Red 
Cross Organisation for their help in developing the library 


`- service, and to the Education Officer, London County Council, 


for the pictures for the education department. Finally, my 


` thanks are due to the staff of the hospital for their coöperation 


in ensuring the success of the scheme. 
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MEN who take up nursing are in the unusual position 
of striving for equal recognition with their women 
colleagues. In most general hospitals they have not been 
accepted as a normal part of the staff, and even when 
employed are seldom appointed to the higher posts. 
As a result, some become discouraged by their prospects 
and leave the profession for other types of work ; we have 
heard lately of two state-registered male nurses, holding 
additional higher qualifications, who have taken the 
posts of master and assistant master in public-assistance 
institutions. i a 

Male nurses entering the Services meet special anom- 
alies. In the Army women members of the QAIMNS hold 
commissioned rank, in the Women’s Forces, though their 
pay bears little comparison with that of male commis- 
sioned officers in the Army. State-registered male 
nurses cannot now join the QAIMNS. ‘They can join 
the RAMC and be promoted to the rank of nursing 


, orderly, class 1, without going through the various 


intermediate grades. As nurses they are not eligible 
for commissions and therefore cannot hold any of the 
more responsible nursing appointments open to women 
nurses. 

A state-registered male nurse who enters the Navy may 
also have restricted opportunities. Heis not always given 
the status or duties which his training and experience may 
reasonably deserve. Thus a gold medalist who held both 
general and mental state certificates and additional 
qualifications, and who had nursed every type of civilian 
case for twelve years, has been employed only in polishing 
floors, cleaning windows and moving crates of stores; and 
his case is not unique. 

Both the Navy and the RAF offer their own training 
for the ‘‘ trade ”? of nurse. A man who takes the Naval 
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course sits an examination at the end of a year for the 
rating of sick-berth attendant; later he passes written 
and practical examinations for the ratings of leading 
sick-berth attendant and sick-berth ‘petty officer. The 
rating of petty officer is equivalent to the rank of sergeant 
in the Army. Those. who achieve the rank of petty 
officer can take further examinations in hospital admini- 
stration to qualify as sick-berth chief petty officer, 
warrant officer, commissioned warrant officer, and ward- 
master lieutenant. Thus in theory any man entering as 
a sick-berth probationer could obtain commissioned rank ; 
but in practice such rank is reserved for medical men. 
Naval surgeons regard the rank of leading sick-berth 
attendant as a qualification equivalent to state registra- 
tion, but the General Nursing Council is not in a position 
to put men who hold it on the register, for they have not 
- taken the examination prescribed by law. It would 
` probably be more satisfactory if sick-berth attendants 
took the state examinations in the course of their train- 


ing, and if state-registered nurses on admission to the~ 


sick-berth service could be given rank appropriate to their 
qualifications. | 

In the RAF, in peace-time, a medical orderly took 41 
weeks’ training before remustering to the trade of nursing 
orderly ; after a further six months’ training he became a 
leading aircraftsman. Three years after entering train- 
ing, provided he had.had at least six months’ ward experi- 
ence, he could sit for the RAF examination for the trade 
of trained nurse. If he passed, he was at liberty to sit for 
the state examination if he wished. -Since war began it 
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has not been possible to give training within the Service. 
Nurses, whether Service-trained or state-registered, have 
the minimum rank of corporal and are eligible for pro- 
motion to the ranks of sergeant and flight-sergeant. If 
promoted beyond that rank it is generally to. undertake 
administrative duties. | 
It is unfortunate that nursing as an occupation for men , 
should be receiving such poor encouragement, for it seems 
likely that in the coming years some of our great and 
growing demand for nurses must be met by men. Until 
about forty years ago the only male attendants were to - 
be found in mental hospitals ; and of course the chief use 
made of their services today is in the care of the mentally 
ill. ' One of the earliest schools to train men in general 
nursing was the Hackney Hospital, now under the LCC. 
Many have now been admitted to the register, and some 
are taking sister-tutorship examinations and university 
diplomas in nursing. Since 1930, when the poor-law 
institutions came under public assistance, increasing 
numbers of men have been appointed to municipal 
hospitals, and even to the higher administrative posts. | 
Mental nursing seems to attract a particularly good type 
ofman. The Society of Registered Male Nurses, founded 
in 1937, is now affiliated to the Royal College of Nursing. 


' Before the war 19 schools in England and Wales trained 


male nurses, but several have had to suspend their 
courses because all candidates have been called up. It 
is to be hoped that after the war these schools and others 
will resume the training of male nurses and that more 
general hospitals will-open their male wards ‘to them. . 


Reconstruction 
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` THE recommendations of the second report of the 
Loveday Commitfee on Veterinary Education in Great 
Britain? are based on the assumption that agriculture 
will be maintained in a healthy and prosperous condi- 
tion, and the committee quote the recent estimate that 
animal disease causes an annual loss to the nation of 
£30,000,000. With this in mind they conclude that 
there will be an increased demand for the services 
of the veterinarian, and their recommendations are 
framed to produce an output of 220 veterinarians 
annually for the next ten years, with a possible decrease 
after that time. In the committee’s view it would be 
futile to provide educational facilities if attractive 
employment were not available for graduates and in 
this connexion they draw attention to the importance 
of controlling unqualified practice. There will also 
probably be a considerable demand for veterinarians to 
enter the Colonial Services ; now that some of the major 
transmissible diseases in the colonics are being controlled, 
the existence of less spectacular but none the less im- 
portant conditions is being brought to light and the whole 
subject of animal husbandry requires more attention. 
THE TEACHING CENTRES 
There are at present four veterihary schools in Great 
‘Britain. The veterinary colleges at London, Edin- 
burgh and Glasgow, are self-governing institutions 
loosely associated with the respective universities, 
while Liverpool has a school of veterinary medicine 
within: the university with an annual output of about 
30 graduates. The committee propose that the existing 
college at Glasgow should be closed and that the uni- 
versity should establish a veterinary school similar 
in size and character to that at Liverpool. The London 
and Edinburgh schools together should not aim at an 
annual output exceeding 100 graduates, so it follows that 
further centres will be required to produce 60 graduates 
annually. The committee consider that the best 
educational facilities would be provided for the addi- 
tional 60 graduates if veterinary schools were established 
by Cambridge and Bristol universities. They also hope 
that the association of. the London and Edinburgh 
colleges with their respective universities. will become 


closer and that they will eventually become schools | 


of their universities. It is estimated that to provide the 
increased facilities for teaching and research at existing 
centres and to establish the new centres a capital outlay 
of £2,000,000 at prewar values will be required. 


; 1. Cmd. 6517. HMSO, 1944, pp. 35, 6d. 
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Ever since the grant of a Royal Charter in 1844, the 
gaining of the RCVS diploma has-been the sole means — 
of entry into the veterinary’ profession and the only 
licence to practise therein. In their report of 1938 the 
committee concluded that this one-portal system was 
beneficial to the profession and should be retained. 
The tendency now is for universities not to undertake 
veterinary education unless students are reading for 
an internal degree, and the committee therefore recom- 
mend that university degrees in veterinary science 
should be modified so as to include all professional 
subjects of the five-year course; these degrees would 
then become registrable qualifications entitling gradu-. 
ates on payment of the appropriate fee to have their 
names placed on the RCVS register. A man with a 
university degree who had not had his name placed on 
the register would not legally be qualified to practise 
veterinary medicine. The committee claim that by 
this means the essence of the one-portal system would be 
retained. They realise that a body independent of the 
universities must be empowered to secure a minimum 
standard of qualification for the licence to practise and 


‘they propose that the RCVS council, altered in constitu- 


tion, should be invested with additional duties in order that 
it may be fully equipped to act in that capacity. They 
therefore recommend that legislation like that in the 
Medical Act (1886) should be introduced to maintain - 
minimum standards of veterinary education in the 
universities. The relevant clauses give the General. 
Medical Council powers to maintain a minimum standard | 
of education and examination at all medical teaching | 
centres in the United Kingdom: Section 19 of the 
Loveday report does not'make it clear why the relation- 
ship of the RCVS council to the universities should be. 
different from its relationship to the extramural schools. 
There is increasing recognition that the clinical as well 
as the preclinical parts of both medical and veterinary 
education should be brought into closer association 
with the universities but the committee emphasise that 
the RCVS council must remain the governing body of 


' the profession and hope it will continue its examinations 


for the diploma and fellowship, and for the diploma in 
veterinary state medicine. It is, estimated that tie 
compensation to the RCVS for the loss ,of a proportion 
of examination fees would be unlikely to exceed £2500 
a year. | 

THE CURRICULUM 


The committee feel that the adoption of their recom- 
mendations will open a broader path for veterinarians 
who desire to read for higher degrees in science, and will 


bring university and veterinary students into a much 
_ closer association. 


In general this view will be strongly 


“~ 
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supported, but there are dangers which must be appreci- 
ated and guarded against. The importance of integrat- 
ing and correlating preclinical and clinical studies is 
well recognised ; the outlook of veterinary medicine is 
different from that of human because the saving of 
individual life is not always the paramount objective, 
economic factors and the control-of disease in the herd 
being equally or more important. It follows that the 
bias of the preclinical subjects for the veterinary student 
should be different. from that of the medical student. 
‘The committee apparently recognise that pathology 
and bacteriology, and anatomy, are subjects which must 
be taught by specialists in the veterinary field ; on the 
other hand, judging both by the content of the report 
and the proposed staffing they do not consider that 
physiology, biochemistry, genetics, parasitology and 
pharmacology require the same specialised study. This. 
is surprising, for they are fully alive to the increasing 
importance of animal husbandry and the necessity of 


careful clinical training; and in the first report they ~ 


recommend that there should be a second year of applied 
physiology which is the only sound introduction to 
clinical methods of diagnosis. It must be admitted that 
- in the past pathology and bacteriology have dominated 
the picture; the physiology and biochemistry of the 
farm animals have not been studied to the same extent, 
but now that their importance is realised it is essential 
that senior posts in these subjects should be created 
capable of attracting the best men for teaching and 
research. Judging by the proposalsfor staffing and salaries, 
it would appear that the colleges will provide greater 
scope in these fields than. the university schools. Physio- 
logy, biochemistry, genetics, parasitology and pharma- 
cology are all subjects with a general scientific background 
but they can only be taught properly to veterinary 
students by veterinarians familiar with their particular 
application to veterinary problems, and with the facili- 
ties and inclination to pursue their studies in the animals 
concerned. Generalisations are not enough; a much 
more precise knowledge of these subjects as they apply 
to each species of the domestic animals is required ; if 
this is not realised there is a danger that the whole 
orientation and outlook of the teaching may be wrong. 
William Youatt summed the matter up thus in the 
Veterinarian of 1839. i 


“* We confess there are few things of which we have so` 
much dread in the education of the veterinary pupil as these 
general systems of physiology, which are deemed by some 
persons to be so important. Every animal has a physiology 
of its own ; and it is only by that knowledge of its conforma- 
tion and its functions which it should be the object and duty 
of the attendant on that animal to acquire, that a useful 
and satisfactory practice can be grounded.” 


Research at teaching centres fulfils a larger purpose 
than at specialised research institutions; it not only 
increases knowledge but provides material for demonstra- 
_ tion, and is a gy of inspiration to both teachers 

and students. he committee rightly., emphasise, that 
adequate facilities and time must be available for 
` the’ staff to conduct research. It again emphasises the 
importance of the field station and extramural teaching 
to obtain practical experience. It fully appreciates the 
importance of the ruminant in veterinary medicine, and 
it is therefore a little unexpected that it recommends 
the dog as the type animal for dissection. The sheep 
would be just as easy or easier to obtain and the student 
would gain first-hand experience of the most important 
type with which he has to deal. | 

It is inevitable that some aspects of the report will be 
criticised ; but this need not lead to disunity. If suitable 
modifications were made as a result of discussion and, 
further experience the major recommendations of the 
report should ensure that developments in veterinary 
education and research will keep pace with those in 
other fields. ‘On this all who are working for the 
prosperity of agriculture will be agreed. 


EUROPEAN ASSOCIATION OF CLINICAL PaTHOLOGISTS.—A 
convenient brochure of 23 pages sets out the principles and 
rules on which the association is based and gives a list of its 
75 members up to date. Nominations should be addressed to 
Dr. F. Pick, General Hospital, Walsall, Staffs. 


IN ENGLAND 


NOW [JUNE 3, 1944 


In England: Now 


A Running Commentary by Peripatetic Correspondents 


WHEN is a signature not a signature ? Disregarding 
the layman’s odious wisecracks about legibility one may 
submit that a form imposed against the will of the 
signatory ceases to have any value as a token of re- 
sponsibility. As a civilian I invariably signed my 
name as Peter Popplethwaite. and I continued to do 
so on entering the Army. Nothing happened for welt 
over a year, and even when the axe fell I was con- 
strained by natural modesty to assume that it was 
mere coincidence., At all events a (General Routine 
Order appeared, couched in frigid terms, to the effect 
that the practice of using Christian names in signatures 
would cease forthwith. Apparently a hyphen was neither 
here nor there, and even a triple-barrelled monstrosity 
was disregarded ; only the Christian name was anathema. 
And so I was obliged to restrain what had become the 


automatic and essentially personal act of a lifetime ; 


I was no longer permitted to indicate my individuality 
even by my signature. The change-over was an experi- 
ence as distressing as a misguided attempt to force a 
left-handed child to become right-handed. For three 
weeks I was in imminent danger of developing a stammer. 
The upheaval did not end there. .-I had to face the 


. melancholy problem of my rubber stamp, for you must 


know that no signature is complete in the Army unless 
it is followed by the name printed in block capitals. 
The War Office, I reflected guiltily, must be littered with 
documents bearing this hateful impression—a Christian 
name in block capitals, mark you—handed on from. one 
department to another and always eliciting the same 
facial contortions of painful surprise. *“ This, I said to 


myself, must not go on’’; sol seized, a razor blade. and ` 


deftly cut out all but the initial of my Christian name. 
The result was not entirely satisfactory, for the operation 
left a gaping wound between one P and the next. No 
doubt the general staff at the WO will soon be cudgeling 
their brains to find a Christian name beginning with P 
and having five letters in it. But I won’t tell them— 
at any rate, not until that GRO is “‘ hereby cancelled.” 


x * xk 


Walter Elliot’s broadcast on Sunday night has set 
me thinking about the West African. Until three 
years ago I imagined that one black man was exactly 
like another, but in fact even though closely related 
geographically they may be no more alike than 
chalk and cheese or ebony and boot polish. Among 
the staff and patients of the military hospital in which I 
served on the Gold Coast, the man from the Gold Coast 
Colony proper, that is from the south, could easily be 
distinguished from the Northern Territory boy. The 
average Colony man is of a short but fairly sturdy build, 
with thick lips and wide nostrils. He possesses con- 
siderable innate intelligence, and reflects in his way of 
living the influence upon his people of ‘contact with 
Europeans for over five centuries. Thus he may speak. 
read and write English, profess the Christian faith, read 
his Bible, say his prayers, and take unto himself but one 
wife. He takes an interest in internal politics, less in 
external; he studies the newspapers and listens to the 
wireless. In short, he is-a man of the world. The 
NT boy is taller, with facial characteristics more closely 
resembling the European. He speaks no English, or 
sports a little of a peculiar ‘‘ pidgin ” variety. He is 
slow to learn and will not be hurried. He is a pagan 
and -will have as many wives as he can afford, or a 
Mohammedan, when he should have only four. His 
face, and perhaps his trunk, show the scars of tribal 
markings, a custom which is dying out in the south. 
He is interested only in what immediately concerns him. 
Briefly, he is ‘‘ bush.” Yet the man from the north is 
the more likeable fellow. Saving the exceptions that 
prove the rule, I found the NT bushman more trust- 
worthy, with a finer sense of humour and greater loyalty. 
He had, above all, a measure of self-respect lacking in 


the average man from the colony proper. For instance. 
one of my patients, an NT man, complained, ‘ It be 
twelve moon, and I catch no leave,” and having simply 
stated his case he went away, leaving me to investigate 


the matter, his pride forbidding him to beg me to do 


\ 


| 
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my best for him, to make special.representations to his 
unit, or to favour him in any way. By contrast, here is 
a letter I received on the same day from one of our best 


interpreters, an intelligent man from the Colony. 
** Major Smith ” is your correspondent. 2 


“ Sm,—I have the honour most obedientlly and Sub- 


missivelly beg to apply my interpreter Testimonial from 
Major Smith. That Sir, Major Smith is one of the high 
officers in this unit. That Sir, these are the dialects I am 

Speaking and understand: Moshie, Gonja, Mamprusi, 
Dagomba, Busanga, Yeriga, Sisala, Ashanti, Fanti, Frafra, 
Chamba, Tampluma, Nanuba, and Hausa, apart from 
English Knowledge making 15. That Sir, I wish Major 
Smith, medical officer to state these languages one by one, 
on my interpreter testimonial and with your own recom- 
mendation, Sir. I heard that Major Smith is among the first 
badge who shall-be going home soon. For this, most of us 
are not glad at all. If so, may Almighty God guide major 
Smith day by day to his home sweet home to enjoy happiness, 
victory, and long life for ever. Amen. I am Sir, Yours 
obedient Servant.—XXX (Unit Interpreter).” “4,3 

Yet I do not think the influence of European civilisatio 
has had a baneful effect on the Colony man, apart from 
the inevitable growing pains. The NT boy is like 
Gunga Din, a better man. Incidentally, nearly all the 
best Gold Coast troops come from the Northern Terri- 
tories. The tribes on and near the coast can, however, 
boast of many illustrious families who include among 
_ their members doctors, priests, lawyers and merchants 

of high repute, and who would lose nothing by com- 
parison with the average British family. They are the 

* educated nobles” of M. Felix Eboué’s dream for 
French Equatorial Africa (see Times, May 24, p. 7), 
which nearly came true under his enlightened guidance 
-—something vastly different from ‘‘ a native remodelled 

on European lines.” SOE i 

e * * 

_ There has been a lot of correspondence in Science 
since F. W. Nitardy suggested that time passes more 
quickly for the old because ,its speed is proportional to 
the individual’s total remembered experience—‘‘ For 
instance, at the age of 8, when our memory might go 
back over 4 years, a year would represent 25% of our 
total remembered time experience, and hence .. .” 
No, no, Mr. Nitardy, surely it’s not as simple as that. 

If one tackles this problem objectively it is convenient 
to consider the fly (man) as stationary but journeying 
against a revolving drum (time). Really, of course, 
as far as man is concerned apart from change in himself 
and his surroundings there is no such thing as time—the 
fly’s revolving and the drum’s stationary—but even for 
a bit of igneous rock there is a certain amount of atomic 
activity at the surface, though time must go about as 
slowly for it as for anything on the planet. Like other 
old things it may have marvellous memories—‘‘ When 
I was a Solar Vapour, my dear,.. :? As you were—our 
fly. It is obvious that when our fly says that time is 


l going slowly for him, he does not refer to the moment 


of speaking (X), but to the immediate past (A) and the 
prospect in his, mind of the immediate future (B). Take 
B first. It is well known that dreaded engagements, 
interviews with headmasters at 4 ft. 6 in. or with dentists 
upwards, also events that one looks forward to with 
such ecstasy that nothing matters in between; all pro- 
long B by giving an acutely active mind nothing to do 
but gape and mark-time. When however the great 
event comes to X, and B passes into A, it seems to have 
gone in a flash, for there’s nothing to mark its passage, 
and it is the very substance of A to be a series of mile- 
stones. If arbitrarily we fix X itself as 5 seconds, then 
it can be enormously drawn out by pain, danger, or by 
voluntary effort, as Kim did by repeating his own 
name, scrutinising the Kim-fly on the drum, as it were. 
New .experiences, then, pleasant and unpleasant, the 

- first few days of a holiday or learning anything; retard 
the rotation of our drum, and that is one of the reasons 
why child-time is long. Routine, the use of well-worn 
thought paths with short-cuts like words, idioms and 
phrases hasten our drum’s rotation; that again slows 
up X for children, for they think pictorially. When 
paths are so habitually used that thoughts can traverse 
them blindfold, then A has nothing to mark it and you 
get the amnesia for recent events of old age. 
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If any child wants to hasten the passage of time, and 


they all do, for only thus are they lured to maturity, - 


then there must be no glorious prospects in B, no 
wonderful experiences in A, just mildly happy routine 
like sleep, which will lead rapidly to and be almost 
indistinguishable from the grave—or the igneous rock. 
And for any old flies who don’t want to revolve so 
quickly, one must advise that they fill their B books 
with the most horrible engagements, that they go over 
their A again and again, even as the club bores do; 


there must be no reminiscent holidays in the wel- . 


censored, glowing, ultra-A rays, no dull routine and 
mental freewheeling, no... 
that one may be causing a lot of vacancies in senior 
staffs, that these are essentially protective mechanisms, 
and that he whé grapples to stay Time may sight 
Eternity. * x * | as 
_I have attended many committees but this one was 
memorable, because the Chairman gave us a small dinner 
beforehand, and because our conversation. round the 
table touched on so many curious things. The piéce de 
résistance, at a small restaurant in the wilds of the 
country, was plaice, two per plate, cooked in the proper 
fashion. This miracle of the fishes turned the talk to 
fish in general and so to phosphorescence. The Artist’s 
wife assured us that the coarse fish of today are phos- 
phorescent inside as well as on the surface. She has cut 
too many in half to be mistaken. 
moved to reminiscence: long,ago he lived in Guildford 
Square where the larder is one with the cellar. Going 
downstairs one night he was amazed by a faint light in 
the depths. -This proceeded from a steak, intended for 
the evening meal. He called his wife and both observed 
this wonder. 
whose long experience of complaints had never included 
any self-illuminating steaks. But he came round to the 
cellar that night and had to confess that this was one. 
Being a man who believed in his steaks, he assured them 
that no harm could come of eating it; so they did, and 
he was right. | 

At this point the Engineer came in, rather late, having 
been to see a man about a bridge. The Chairman’s wife 
asked him whether it was true that iron could get tired. 
Yes, he said, it could. If you take a piece of iron rod 
and compress it from end to end, you get a regular degree 
of shortening proportionate to the pressure used. When 
the pressure is taken away the rod recoils to its normal 
length. If you keep on experimenting with the same 
rod it will lose its power of recoil earlier and earlier, and 
is quite likely to snap under pressures which would merely 
have compressed it earlier on. We passed to other 
properties of metals and the chairman told us about his 
mine in Spain. This produced nothing very exciting 


until they struck a new ore containing lithium. The . 


excited chairman took a lump of ore to the offices of 
ICI hoping for a sudden fortune. ICI were not so enthu- 
siastic. They thought lithium was a queer metal and 
expensive to extract. ‘‘ Why so ? ’’ asked the Chairman. 
He was astonished to learn that lithium is so light that it 
has to be carefully covered to prevent its evaporating, 
and if put in an iron container it will seep through it like 


_water through a paper bag. 


The Architect contributed our last story of the excep- 
tional. Once upon a time he was an entomologist and 
used to visit Epping Forest from which, one day, he 
brought back two glow-worms to the house in Guildford 
Square. Here in his garden was a Virginia creeper which 
grew up over the house. He placed the glow-worms 
at the foot of the creeper and went indoors to -the usual 
phosphorescent meal (for they never cured that larder : 


-everything put in it glowed). - Meanwhile the glow-worms 


glowed, troubled by that sexual urge which alone lights 
up their lamps. 
ladies of Epping tended their beacons at the foot of the 
Virginia creeper hoping for inexpressible approaches. 
None came; but a man of indeterminate age and vast 
leisure leaned over the railings and gazed astonished. 
Presently he gathered others with a wave of his hand, 
and they too gazed in silence at the unearthly lights. 
The Architect does not know. how long they stayed ; 


he went to bed. But they were gone in the morning and 


so were the glow-worms. Perhaps they had made up a 
party and gone to Epping Forest for the day. . 


. Suddenly one realises . 


The Architect was ` 


Next day they took it to the butcher, a man | 


All evening the two saddened little © 


, 
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| Letters to the Editor 


UNPADDED PLASTERS, RIGID DRESSINGS AND. 
' GANGRENE | 


_Smr,—Amputation of arms and legs for the avoidable 
disaster of circulatory obstruction is occurring with 
greater frequency than in former years, and having 
regard to the responsibilities of the near future we are 
alarmed by recent teaching that plaster casts and rigid 
dressings may be applied without padding to fractures, 
.burns and wounds even during the first twenty-four 
hours after injury. Last month a young pilot sustained 
bilateral fractures of the ankles and burns of the legs ; 
both lower limbs were amputated on the sixth day, not 
because the fractures were severe or because the burns 
were complicated but because the surgeon in a civilian 
hospital applied unpadded plaster casts within twenty- 
four hours of injury and failed to recognise the circula- 
tory embarrassment which developed. Another pilot 
lost his arm; the injury was a simple fracture of the 
forearm; it was the pressure of an unpadded plaster 
cast on a swelling limb which caused gangrene and 
amputation. Several patients with imperfectly drained 
infected fractures of the tibia have suffered the tragedy 
of amputation because plaster casts applied immediately 
_ after operation were unpadded, and many others who 
escaped amputation are permanently crippled by 
ischemic paralysis of the toes and foot. 

: It is perfectly futile to say that unpadded plasters 
are safe if the cast is split, the limb elevated and the 


digits watched. Not only may these précautions fail. 


in closed fractures, and in imperfectly drained ‘open 
fractures, but during emergency . casualty evacuation 
it is quite impossible to be certain that every limb will 
be constantly elevated and every toe constantly watched. 
No surgeon has the right to demand that overworked 
nurses and harassed orderlies should accept this addi- 
tional burden merely to satisfy -his whim—for the use 
of unpadded plasters at this stage of treatment is no 
more than a whim. ; | 

The danger is not limited to plaster casts ; it applies 
to every rigid dressing which encircles the limb, and this 
includes unpadded cotton bandages and coagulants 
used in the treatment of encircling burns. A few weeks 
ago one ‘of us was obliged to amputate a limb through 
the upper third of the thigh because gentian violet had 
been used for the coagulation of an encircling burn. 
The patient narrowly escaped bilateral amputation ; the 
other limb, which was also burned, had been similarly 
treated and it was saved with great difficulty. We 
might also refer to the melancholy results of coagula- 
tion of encircling burns of the fingers in earlier years 
' of the war, or to the profoundly moving account of 
bandage necrosis of all fingers of both hands in_ the 
book One of our Pilots is Safe. There are some who still 
believe that reactionary cedema of burns and fractures 
1S a passive process which can be controlled by external 
pressure without danger to the circulation. Their 
enthusiasm for pressure dressings in burns may be a 
legitimate field for research ; but we deplore the sug- 


gestion that it should be adopted generally as a first-. 


aid measure, particularly at- a time when the elasticity 
of dressings is unreliable. 

Let there be no doubt. If a limb is likely to swell by 
traumatic or inflammatory reaction give it room to 
swell. Don’t use unpadded plaster casts in the early 
stage of treatment ; ‚even if it is proposed to split the 
cast and to elevate it, don’t use an unpadded cast; 


don’t use tight unpadded cotton bandages ;- d0h’t treat 


, encircling burns with coagulants. 
ARCHIBALD MCINDOE. 
R. WATSON-JONES. 


A DRIED EGG MEDIUM . 


Sirn,—In their article of May 20 (p. 654) Dr. Kahan 
and Dr. Close write: ‘‘ The large proportion of cases 
diagnosed as tuberculous but where no tubercle bacilli 
were found is a challenge to bacteriologists to improve 
their technical skill.” 
provement: a more extensive culturing of specimens, 
say Six egg tubes per specimen. Owing to the shortage 


_ London. 


UNPADDED PLASTERS, RIGID DRESSINGS AND GANGRENE 


They suggest one obvious im-: 


\ 
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- of eggs, they complain, such culturing is not practicable 


y- - ; 

I should like to draw attention to the fact that dried 
egg powder may be used in the preparation of media 
for. the cultivation of tubercle bacilli. The formula of 
a dried egg powder medium based on Petragnani’s method 
giving good cultural results will soon be published in the 
Proceedings of the Pathological Society. 


St. George’s Hospital, London. : Im. FRIEDMANN. 
CLINICAL TRIAL OF A PENICILLIUM 


PREPARATION 


Simr,—In view of recent notices in'the popular press 
of a therapeutic substance called ‘ Vivicillin, prepared 


from Penicillium notatum, the following account of a 


brief experience with this preparation seems of some 
importance. , 

Tests in vitro, using undiluted vivicillin, failed to 
demonstrate more than a trace of penicillin, notatin, or 
other antibacterial substance. The serum of patients 
receiving intramuscular injections of vivicillin was 
tested on 12 occasions at varying intervals after adminis- 
tration of the drug. The slide-cell technique ‘was 
employed and the test organism was the standard 
Oxford H staphylococcus. On no occasion was any 
definite bacteriostatic power detected, even in the 
undiluted serum. n 

The following cases were treated :— 

(1) A man with an indolent traumatic ulcer of the leg 
received 15 c.cm. of vivicillin intramuscularly on 4 successive 
days. The last dose produced a rigor and fever. The flora 
of the wound—Staph. aureus and hemolytic streptococcus— 
was not affected by the treatment, nor did the wound show 


‘signs of healing. 


(2) A’man with a mid palmar-space infection had his hand 
incised. Healing was slow. Ten days after incision 15 c.em. 
of vivicillin was given intramuscularly on 3 successive days, 
after which he refused further injections owing to the pain 
caused. A week later the hand was healed with full move- 
ment. The infecting organism was Staph. aureus, wound 
swab after treatment showing diminution in the number of 
organisms grown. 

(3) A man with a very chronic varicose ulcer of the leg 
received treatment by the local application to the ulcer of 
l c.cm. of vivicillin on alternate days for 14 days, gauze 
being soaked in the solution, placed on the wound and covered 
with paraffined gauze. Before treatment the wound swab 
grew hemolytic streptococcus and Staph. aureus; after 
treatment Staph. aureus and diphtheroids. The ulcer did not 
show signs of healing. 


(4) A man with a chronic ulcer of the hand received local . 


treatment as described for case 3. Before treatment hemoly- 
tic streptococci and Staph. aureus were grown. After a week 
the flora had not changed. After treatment was completed 
only Steph. aureus was recovered. The ulcer showed no signs 
of healing. : l 

(5) A man with a varicose ulcer of the right leg received 
local treatment as for case 3 for 11 days. The wound grew 
diphtheroids throughout the treatment, and 8 days after its 
cessation hæmolytic streptococci were found. There was no 
clinical improvement. 

(6) Exactly similar to case 5. - R 

(7) A man with a recurrent carbuncle of the neck received 
15 c.cm. of vivicillin intramuscularly daily for 5 days. There 
was no local or general improvement in his condition. Staph. 
aureus was present throughout. - . 

(8) A woman who had suffered for two years from recurrent 
boils, especially in areas subjected to minor traumata, 
received 4 intramuscular injections of vivicillin. She de- 
veloped an abscess at the site of one injection. Pus from the 
abscess grew hemolytic streptococci and diphtheroids. 

(9) A man suffering from chronic ulcerative colitis, from 
whom an atypical non-lactose-fermenting organism had been 
isolated, was treated with sulphaguanidine and succinyl 
sulphathiazole without success ; 15 c.cm. of vivicillin was then 
injected intramuscularly each aa) for 4 days. The injections 
were followed by pyrexia and well-marked local inflammation 
and were stopped. The bowel symptoms and fecal flora 
remained unaffected.  ' | 

(10) A-man suffering from subacute bacterial endocarditis 
showed a heavy growth of Strep. viridans on blood-culture. 
Daily intramuscular injections of 20 c.cm. of vivicillin for a 
week did not influence the course of the disease. 
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(11) A woman suffering from chronic gonococcal cervicitis, 
resistant to sulphonamides and local treatment, was given 
five daily intramuscular injections of 12 c.cm. of vivicillin. 
Smears and culturés became negative after the second injec- 
tion but were again positive two weeks after cessation of 
treatment. A further course of vivicillin injections failed to 
effect improvement. i 

(12) A woman suffering from chronic staphylococcal septi- 
cæmia with recurrent periosteal abscesses was given seven daily 
intramuscular injections of 15 c.cm. of vivicillin without effect 
on the course of the disease. There were severe local and 
pyrexial reactions and pus accumulated rapidly during the 
treatment. l 

All streptococci, staphylococci and gonococci isolated 
from this series of cases were found to be penicillin- 
sensitive. Penicillin was not available for our cases, 


and we had hoped.that vivicillin would prove an effective 


substitute. Our trial did not however demonstrate 
that vivicillin had any bacteriostatic or therapeutic 
effect on the conditions we treated. ~ 


We are indebted to the Watford Chemical Co. Ltd., for 
supplies of vivicillin. 
T. CRAWFORD, | 
Specialist in Pathology. 
R. S. HANDLEY, 
Officer i/c Surgical Division. 


W. H. HARGREAVES, 
A Military Hospitalin England. Officeri/c Medical Division. ` 


FIRST . AID FOR FRACTURED SPINE 


_Sir,—My letter on the Clarke-Moir method of moving 
a patient with a fractured- spine (Lancet, March 11, 
p. 354) has, as I hoped, produced some helpful criticisms 
and suggestions, for which I am grateful. Because of 
the diversity of views on this matter, a compromise 
method has now been devised. To transport the patient 


in the position in which he lies presents in practice many 


difficulties. 
writes : 
. “ These patients (in the collieries) are always found in 
a position of acute hyperflexion ... the most important 
~ problem is to convert them from this position of hyper- 
flexion into one which makes it possible to carry out your. 
instructions. It is no use saying the patient must not be 
moved and must be splinted as he lies, because in that 


As Mr. E. A. Nicoll, FRCS, of Mansfield, 


case he would have to be trussed up in the most fantastic’ 


gymnastic positions. . . . I have no doubt in my own mind 
that lying on the back with the natural curves supported 


is the best and safest position, and certainly the most. 


comfortable for the patient.” 

The consensus of opinion seems to favour transport 
of all cases of suspected fracture of the spine in the 
supine position. This was the basic principle of the 
origina] Clarke-Moir method (Brit. med. J. 1942, ii, 529), 
founded on the opinion of Prof. Harry Platt and Air- 
Commodore H. O. Clarke. On Sept. 19, 1942, Professor 
Platt wrote to me: 


“ With regard to the first-aid teaching on the immediate 


handling of fractures of the spine .. . I myself therefore 

would agree with the teaching that all spinal injuries can 

be safely transported in the supine position, provided (1) 

the natural contour of the spine is maintained by appro- 

priate pillows; and (2) no flexion or indeed hyperexten- 
sion movements are permitted during the lifting of the 
patient.” 

Air-Commodore Clarke in his article on First Aid in 
Fractures in the booklet First Aid and the Medical 
Practitioner wrote : : | 

“ Fractures of the spine at any level should be trans- 
ported in the supine ‘position on a hard flat stretcher main- 


taining as far as possible-the normal contour of the spine by 


inserting ‘a small pillow or pad (e.g., a folded garment) 
beneath the lumbar and cervical spines. It is of the 
greatest importance than an individual with an injured 
spine should be lifted on to the stretcher with his back 
supported at several points. If the spine is allowed to 
sag excessively into hyperextension or hyperflexion as 
may occur when a man is lifted by his shoulders and legs, 
irreparable damage may be done to the spinal cord. To 
summarise... Lift the patient with his spine supported 
at numerous points on to a hard, flat stretcher with a pad 
behind the lumbar and cervical regions.” 


It has therefore been decided to revert to the original 
method of transporting all cases of suspected fractures 
of the spine, at whatever level, in the supine position. — 


INSTRUCTIONS TO FIRST-AIDERS 

A.—lIn all cases where there is a history of accident or 
injury to the neck or backbone, with pain and shock, 
even though there is no paralysis of the arms or legs: 

(i) Warn the patient to lie still. . . | 

(ii) Leave him in the position in which he lies. | 

(iii) Cover him up to keep him warm. 

_ (iv) Send for the doctor. 

_ B.—If medical assistance will soon be available, do not | 
attempt to move the patient unless he is in danger of 
further injury. „Stand by to assist the doctor. Mean- 
while send for helpers, hot-water bottles (a layer of 
blanket must be kept between the bottle and:the patient 
to avoid burning the paralysed limbs), blankets, a 
stretcher (improvised or otherwise), 8 triangular bandages 
and 2 strong poles. 

C.—If the patient must be moved before a doctor 
arrives, you must have sufficient helpers—6 trained 
first-aiders if possible. . . 

(i) Prepare the stretcher.—The stretcher must be hard and 
flat; if a canvas one, it must be boarded. Three blankets 
should be used if availablé. One of the simplest methods of 
blanketing is that devised by Mr. Dunlop, of Prestwick. 

The first blanket is folded in three, lengthwise on the bed 
of the stretcher. The second blanket, the strongest obtain- 
able, is placed lengthwise on the stretcher, with its centre 
over the centre of the stretcher bed ; when it is in position two 
small pads (e.g., folded garments) are placed on it to support 
the neck and loins. The third blanket is kept in readiness 
folded in two and is eventually placed over the patient, 
the flaps of the second blanket being pinned over it. 

(ii) To prepare the patient.—If the patient is found in any 
position other than on hjs back, he is with the greatest care 
and -gentleness turned on his back as follows : : 

If found lying on his side.—Six helpers are required. 
_ No. 1 steadies and supports the patient’s head ‘and neck, 
= nos. 2 and 3, with feet apart, stand on one side of the 

_ patient, at the level of his shoulder-blades and hips. 

Nos. 4 and 5 stand on the opposite side. No. 6 is ready to 

lift the legs. They all bend down; no. l supports head 

and neck, nos. 2, 3, 4 and 5 firmly grasp the rolled up edge 
of the clothing, no. 6 holds the legs. On the command 

“ Turn ” the patient is slowly and very carefully turned on © 

to his back, no. 1 helper taking great care that there is no 

bending or twisting of the neck or head. i 
If found lying on his face.—Three helpers stand on one 

side of the patient, no. I at the level of the head, nos. 2 

and 3 at the level of the shoulder-blades and hips; the 

fourth is ready to lift the legs. Movement I: They all 
bend down; no. l steadies and supports the head and 
neck, nos. 2 and 3 grasp with hands apart the rolled-in 
clothing on the far side of the patient, and very gently and 

‘carefully turn him over on his side, the fourth helper 

moving the legs. Movement II consists in turning him 

over from his side to his back, as described above. Two 
movements ensure that he will not be turned too quickly. 

When he is on his back : L A 7 

(a) Place padding between the ankles and tie them 
together with a figure of 8, knotted under the soles. 

(6).Place padding between the knees and bind the legs 
to one another with 2 broad fold bandages, one round 
the thighs and one round the knees. l 

(c) Without moving the patient, pass 5 broad-fold bandages 
under the natural hollows of the body, 1 under the neck, 
2 under the loins and 2 under the knees, from alternate ` 
directions (to achieve this they are looped over the end 
of a splint which is then pushed through the’ hollow). | 
Gently work these bandages into position so that they 
lie under the head, the shoulder-blades, the buttocks, 
the thighs, and the calves. . : 

(d) Pass the poles through the loops on each side and tie 
the free ends of the bandages over them, taking a turn 
round the pole, to prevent it from slipping. | 

(iii) To move the patient on to the stretcher.—The poles are 
grasped by assistants, preferably 3 a side, with hands apart. 
Slowly and evenly the patient is lifted and the stretcher is 
placed beneath him ; he is then lowered into position on it, 
so that the pads support the cervical and lumbar spines. 
He is covered with the blankets. 
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(iv) To move patient from the stretcher to fracture bed or 
table.—The stretcher is brought to the bedside, the top 
blanket is removed, and the poles, if they have been taken 
out, are again passed through the 5 looped bandages which 
are still in position. The flaps of the blanket on which the 
pationt is lying are then rolled in round the poles to give 
additional support. With hands well apart, the helpers 
grasp the poles and the patient is slowly and gently lifted on 
to the fracture bed or table and kept in that position till 
seen by the surgeon. l 

Cemaes Bay, Anglesey, N. Wales. J. L. Mor. 


MITES INFESTING CARCINOMA OF THE JAW 


Sir,—A farmer’s wife, aged 54, complained of a 
swelling in her mouth, and was found to have a growth 
about an inch long on the lower gum, extending forward 
an inch or so from the angle of the jaw. She was 
edentulous, and the surface of the growth was in part 
covered .with leucoplakia, in part papillomatous. She 
complained of ear-ache and anesthesia in front of the 
growth, and the diagnosis was made of papillomatous 
carcinoma invading the mandible. Clinically no glands 
were invaded. A biopsy-was performed and the growth 
was found to be infested by a mite of the genus tyro- 
glyphus, possibly T. longior. Large quantities of fæces 
from the mite were found in‘the material from the 
deeper layers of the growth. Some of the mites were 
living, and eggs present. These findings suggest that 
the mite had had a long stay in the situation in which 
it was found. Mites of this family live on cheese. flour 
and dried fruits, and it seems worth while to record the 
fact that a species has been found living in human 
tissues. 

Beaminster, Dorset. R. E. Horr Snrrrson. 


SKIN-TEST IN CYSTICERCOSIS 


Smr,— According to Verney (Pést-Grad. med. J. April, 
1944, p. 114) a negative reaction to complement-fixation 
and skin-tests does not exclude cysticercosis but a 
positive reaction is of the greatest clinical] significance. 
In the following case, in which epilepsy was almost 
certainly the result of cerebral cysticercosis, a skin- 
test on the lines of the Casoni reaction was positive. 


A well-built and well-nourished male Indian Muslim, 
aged 31, complained of multiple subcutaneous nodules and 
epileptiform fits. He had no previous history of epilepsy or 
head injury; and there was nothing to suggest infection of 
the central nervous system in the past. Being a Muslim, he 
had never eaten pork. The first nodules were noted in the 
abdominal wall 9 months ago; later, more appeared in 
tongue, thigh and ‘back. These caused no symptoms. Three 
months ago he developed fits and was admitted to hospital 
on two occasions. At the second, he consented to biopsy, 
and the specimen was reported by the Central Pathological 
Laboratory MEF to contain Cysticercus cellulose. 

_ He was getting typical epileptic fits preceded by a constant 
aura consisting of dancing specks before the eyes and giddiness 
a few minutes before the attack. Multiple small ovoid cysts 
were palpable, scattered over the subcutaneous tissue of the 
body, and embedded in the tongue. They were mobile, soft 
and rubbery, with no suggestion of calcification. No other 
physical signs were elicited. His blood-pressure was 102/78 
mm. 

Repeated examination of stools revealed neither segments 
nor ova. Blood-count: white cells 5800 (polymorphs 63%, 
lymphocytes 32%, large mononuclears 4%, eosinophils 1% 
in a count of 200 cells). ` In a later count of 500 cells there 
was still no eosinophilia, only 3% being found. X-ray 
examination of skull, lungs and muscles revealed no calcified 
cysts. Kahn test negative. 


Intradermal test.—Cyst fluid, 0-5 c.cm., was injected 
into the skin of the left forearm, and 0:5 c.cm. of sterile 
broth into the right forearm. Broth was used instead 
of saline lest a reaction due to proteins in the cyst fluid 
should confuse the result. In each case a papule about 
0-5 cm. in diameter was raised, and readings were taken 
after 15, 30, 45 and 60 minutes. The left arm showed a 
rapid increase in the size of the papule, reaching a 
maximum of 3:5 cm. in about half an hour, and remaining 
that size throughout the rest of the period of observation. 
Surrounding the papule was an irregular erythematous 
areola, and the patient complained of itching but of no 


SKIN-TEST IN OYSTICERCOSIS 


JUNE 3, 1944 


pain or other symptoms. The control papule on the 
right arm rapidly regressed until at the end of am hour 
it was hardly visible. - 
` A second subject, a strict vegetarian who had never 
eaten meat, and whose stools were free from helminths, 
was tested in the same way at the same time. Though 
the cyst-fluid papule on the left forearm persisted longer 
than the broth papule on the right, it did not increase in 
size, and no erythema developed. This result was 


' considered to be negative. 


I should like to thank Lieut.-Colonel R. J. V. Pulver- 
taft for his help in reporting this case. 
- Field Laboratory, MEF. M. HATANGDI. 

MEMBERSHIP AND FELLOWSHIP 

Sır, —I desire to point out, with respect and diffidence, 
a weakness in the report on medical education recently 
published by the Royal College of Physicians of London. 
This report and others would, I suggest, attract more 


enthusiasm and interest if one striking anomaly in the ` 


affairs of the College were removed. I refer to the fact 
that in the work of the College members are not allowed 
to play any part at all. There are about 1700 members 


and most of them are engaged in work of high responsi- 
‘bility. There are more than 1000 members of over ten 
years standing’ and the great’ majority are engaged 
in teaching. consulting practice,’ public health or the 
Services. But all are rigidly excluded from any chance 
of working for the College. Under the existing con- 


stitution of the College the great majority will never play 
any part in the advance of the College. The remedy is 


simple. More freedom should be accorded to members 
to secure fellowship of the College. Everyone knows that 
the present system whereby members are somehow 


elected to Fellowship is archaic and anomalous. For 
example, out of 1016 members of over ten years standing 
in January, 1944, only 22 were elected to fellowship in 
April, 1944. Can anyone seriously contend that out of 
1016 members only 22 good men could be found ? 


Peterborough. G. F. WALKER. 


- BLOOD-CULTURE IN MENINGOCOCCAL 
BACTERIÆMIA 
Sır, —The reply to Dr. Pick’s inquiry as to the culture 
media used by Captain Dansie and myself for blood- 
cultures in our case of chronic meningococcal bacteriæmia 
(Lancet, March 18) is that 5-10 c.cm. of blood were added 
to 100 c.cm. of nutrient broth containing 19%% glucose, 


‘and subcultures were made as necessary on to blood-agar 


plates by the EPHLS at Cambridge. Itis well recognised 
that several cultures are often needed before meningo- 
cocci are grown, and, with unlimited attempts this might 
be possible in every case. However the risk of meningitis 
supervening, as occurred in Dr. Pick’s case. sometimes 
demands immediate treatment and in such cases the 
diagnosis must rest’ upon the -characteristic clinical 
syndrome and dramatic response to sulphapyridine. 


Department of Medicine, LAURENCE MARTIN. 
p University of Cambridge. 


CENSUS OF MEDICAL WOMEN 
Sır, —The Medical Women’s Federation considers it 


‘important to find out exactly what medical women are 


now doing—e.g., how many after qualifying give up 
professional work for a time or altogether—and is 
undertaking a survey for this purpose. A questionnaire 
is being sent out by a representative from every medical 
school in Great Britain and Northern Ireland which 


admits, or has admitted, women studenfS. May I, 
through your journal, urge all medical women, whether 
engaged in medical work or not, to complete and return the 
questionnaire without delay. Owing to change of name 


or address some of the forms may go astray. and I would 


ask anyone who fails to receive a form to apply to the E 


office of the Federation (at the address given below) in 
order to be put in touch with her medical school repre- 
sentative. In the case of graduates from the London 
(RFH) School of Medicine, the inquiry is being conducted 
by Prof. Lucas Keene. At all other medical schools the 
dean’s office is not concerned and has no information to 
give. Finally, my request does not apply to women who 
qualified from UCH (London) or from Birmingham 
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medical schools, as the information from graduates in these 
schools has already been obtained. 


Medical Women’s Federation, 
73, Bourne Way, Hayes, 
Bromley (Kent). 


THE BRIDGE IN GALL-BLADDER SURGERY 


JANET K. AITKEN, 
President. 


PARLIAMENT 


Srr,—Mr. Holman’s letter prompts me to say that the © 


cause of pulmonary embolism is clouded in mystery. 
- I had operated on over 100 cases of ruptured peptic ulcer, 
1000 cases of appendicitis and 1500 of hernia before a 
death from this cause occurred in each of these groups. 
So far as operation on the biliary system is concerned, I 
have used some sort of bridge to elevate the. loin ever 
since Mayo Robson introduced that position over forty 
years ago, and I cannot recall a single death from 

ulmonary embolism. In my practice most examples of 
that fell-condition have followed the radical cure of 
hernia. I regret that at the moment I cannot search 


out exact dates and figures. G. GREY TURNER. 


s Parliament i 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP i 


As far as white-papers are concerned the House is 
getting well into its postwar reconstruction stride. 
The last day before the adjournment for the Whitsun 
week brings Employment Policy (Cmd. 6527. Pp. 31). 
' This piece of home work will no doubt be swotted up by 
the diligent MP for a debate when the sessions of the 
House begin again. | | 

The first week after Whitsun is to be devoted to 
Colonial affairs, the location of industry, rural water- 
supply and sewerage, and food. The increasingly 
important place given to Colonial affairs is welcomed by 
members as a healthy sign of the need of attention 
to what has been a ‘‘ depressed area,” at least in. the 
political sense. Schemes under the Colonial Develop- 
- ment and Welfare Act up to March 31, 1944, amount to 
over £4 million for development and to over £224,000 

for research. Much of this development is aimed at 
improving nutrition in the Colonies—a £150,000 grant 
for producing food yeast in Jamaica and grants for the 
improvement of agriculture (including soil structure) 
in. Kenya, Bechuanaland, Barbados, British Guiana, 
British Honduras, the Virgin Islands and Jamaica, 
A medical officer of health is to be appointed for the 
three territories in South Africa-which are under Imperial 
administration—i.e., Basutoland, Bechuanaland and 
Swaziland. Medical and health services in the Gambia 
are to get a grant of £37,000 and a joint veterinary 
service is being established for Gambia and Sierra Leone 
ata cost of £72,000. 

The chief debate this week has been that on foreign 
policy opened by the Prime Minister. All attention 
was concentrated on the war in the West and only in 
Mr. Eden’s reply, in answer to specific questions, was 
there mention of China and the war against Japan. 
That tremendous chapter has yet to be fully opened 
and will reveal vast areas over which the desolation of 
war with its pestilences and famines has been spread on 
a scale even. greater than in Europe. Because of this 
- we need to build up our own food production strength 
and the House approves Mr. Hudson’s statement that 
the Ministry of Agriculture has agreed to guarantee a 
market for four years for all the meat and milk ‘that 
British farmers can produce at prices not less than those 
now prevailing. : | l 

QUESTION TIME 

Nutrition in India 


Wing-Commander R. GRANT-FERRIS asked the Secretary 
of State for India what steps were being taken to improve 
nutrition in India by providing synthetic vitamins and food 
yeast as additions to a diet mainly of cereals.—Mr. L. AMERY 
replied: Apart from their use by the Services, large supplies 
of synthetic vitamins have been distributed under medical 
supervision for. the treatment of famine victims in Bengal. 
World supplies are limited and there cannot at present be 


any question of their general use as part of an Indian diet. - 


But the results of experimental administration in Bengal and 
by the Services are now available to the Government Nutri- 


' ment.” 


a 
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tional Research Laboratory at Conoor which exists to study 
and recommend possible improvements in nutrition in India. 
Plans for the production of food yeast and its use in civil and 
military diet are before the authorities in India and are to be 
the subject of consultation with experts who will shortly be 
available in that country. Í o 3 


‘Health Survey in India 7 


Miss I. Warp asked the Minister if he would give the terms 
of reference of the Health Survey and Development Com- 
mittee and when it was likely to report.—Mr. AMERY replied : 
In connexion with postwar reconstruction plans, the com- 
mittee is ‘‘ to make a broad survey of the present position in 
regard to health conditions and health organisation in British 
India and to make recommendations for future develop- 
It is hoped that it may report this year. | 


Industrial Nurses for Hospital Work 


Replying to a question Mr. ERNEST BEVIN ‘announced that 
in order to strengthen the staff of the hospitals in the near 
future he was arranging that there shall be loans of services 


of a proportion of industrial nurses from factories where they | 


can best be spared. He had also recently reviewed the cases 
of the younger women employed as industrial nurses with a 


view to their transfer to hospital work. His general policy . 
_was to'allow industrial nurses to be released for hospital work, 


if they so desire, subject to the need in some cases for pro- 
viding substitutes beforehand. k 


R 


SERVICE MEN AND GASTRIC DISEASES. —Mr. PALING said . 


that up to the end of March, 1944, pension had been awarded 
for disabilities in the gastro-intestinal group in over 25,000 
cases. l | 


MEDICAL SUPPLIES FOR CuHrnAa.—Mr. EDEN announced 
that from the United Aid to China Fund medical supplies to 
the value of over £6500 had been sent to China. As regards 
the War Organisation an allocation of £100,000 had been 
made for the purchase of medical supplies and drugs, of 
which some £25,000 had already been supplied and the 
balance was in the course of supply and transport. Over 
£200,000 had been raised by the former British Fund for the 
Relief of Distress in China and distributed there on relief 


work and the purchase of medical and hospital supplies. — 


Public Health 


VENEREAL DISEASES 
TESTS ON COMPLETION OF TREATMENT 


A revised leaflet (Memo V. 21), prepared by the 
Ministry of Health, sets out in convenient form the most 


practicable of the tests which should be applied before ` 


a person who has suffered from gonorrhcea or syphilis 
is (in the official phrase used for classification) ‘‘ dis- 


charged after completion of treatment and observation.”’ . 


Medical officers of treatment centres are asked, without 
surrendering their discretion, to give careful considera- 
tion to the adoption of the methods described. The 
memo will give helpful guidance also to practitioners 
appointed by local authorities to undertake examination 
and treatment at their own surgeries. 


, GONORRHEA ° 
In both sexes it is assumed that treatment has been con- 


tinued until evidence of a persisting gonococcal infection has 


disappeared. The blood should be examined a week after 


suspension of the treatment and every month thereafter for a 
minimum of three month for the syphilitic serum reactions. 


Males.—On suspension of treatment the patient should be 
provided with microscope slides and instructed how to spread 
them with any urethral discharge which may appear. 

A week after suspension of treatment the early morning 


urine, or urine which has been held for a minimum of four — 


hours, should be examined for heavy threads after an attempt 
has been made to obtain discharge at the meatus. Any 
threads or discharge that may be seen should be examined 
bacteriologically. Specimens of prostatic and vesicular 
secretion should be obtained for microscopical examination. 
Cultures of both urethral discharge and the prostato-vesical 
secretions are desirable. 

If no evidence of persisting infection is obtained by this 
means, an attempt should be made to stimulate a discharge 


NS 
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by filling the anterior urethra with a provocative solution, 
such as a-l in 6 dilution of the following solution: iodine, 1 ; 
potassium iodide, 2; distilled water, 300; this should be 
retained for two minutes. As a further provocative measure, 
the prostate and seminal vesicles should be massaged after 
the bladder has been emptied, and the secretion should be left 
in the urethra. | 

Assuming that no evidence of a relapse is obtained by these 
measures, they should be repeated each week for a month and 
thereafter each month for two more months. At the end of 
this time the. anterior urethra should be examined with the 
urethroscope, and a full-sized metal sound should be passed 
into the bladder. These manipulations also may provoke a 
discharge of which the patient should ibe warned to obtain a 
specimen... . 


Females.—A week after suspension of treatment specimens 
should be taken from the urethra, cervical canal and rectum 
and should be examined in stained smear and culture. In 
the case of the ‘urethra and cervical canal, specimens should 
preferably be taken the day after painting with a provocative 


chemical such: as the iodine solution mentioned above for . 


men. In addition, the examination should include inspection 
of the orifices of the bartholinian and any para-urethral ducts 
with bacteriological examination of any secretion which can 
be expressed from them. 

The examination, preceded by the provocative painting 
mentioned above, should be repeated every week for a month 
and thereafter every month for three months, the specimens 
being taken just after menstruation, if this is occurring. 
Cultures are often more successful when taken on the second 
day of the period, but this does not appear to be a good time 
for taking smears of cervical secretion. 

Before: final discharge a careful pelvic examination should 
- have excluded any residua of infection in the pelvic viscera. 


SYPHILIS 


-~ After completion of treatment the blood should be tested 
every three months for the first year, and every six months in 
the second one. . At each visit a thorough clinical examination 
should be made. The spinal fluid should be tested at the end 
of the treatment, or earlier if the blood reactions are resistant, 
and the test should be repeated at the end of the two years of 
observation which are regarded as minimal. 

These tests are regarded as minimal for both sexes. If any 
relapse has occurred, both blood and spinal fluid should be 
tested more frequently. In the case of females, satisfaction 
of the above tests is not considered to be a sufficient safeguard 
against infection of the fœtus in the event of pregnancy, and 
treatment throughout the whole period of gestation should be 
advised. 


From the School Reports 


Dr. J. M. Young can report a good level of general 
health among the school-children of Glasgow in 1942-43. 
All twelve of the average measurements (average 
heights and weights for each of the six main age-sex 
groups) stood higher than the corresponding figures for 
-1920-39, and the medical officers assessed the children’s 
nutritional status as equal to prewar. The most import- 
ant improvements since the year before have been the in- 
creased number of children with sound teeth (18-4% com- 
pared with 13-:2%) and the reduction of scabies, though 
17,000 cases were treated in the clinics in 1943 compared 
with 2000 in 1939. It would have been interesting to 
‘know how Glasgow deals with its contacts and what use 
has been made of the Scabies Order. There has been a 
deterioration in the condition of the children’s clothing 
and footgear, though one or both were supplied to no 
less than 20,276 children. The total number of meals 
supplied has risen from 2? millions to over 7 millions, and 
of these 1 million dinners were given to necessitous 
children, more than twice the figure for 1942. Glasgow 
“has been lucky in being able to maintain a standard of 
routine inspection comparable to that of previous years 
—namely, three complete age-groups. The percentages 
of defects remain remarkably constant, except those of 
the tonsils thought to need operation which have risen 
from 1:8% to 3:2% in four years. It is not easy to find 
. out from the report how many Glasgow school-children 
-have lousy heads. The unprofitable classification into 
major and minor infestations is retained, together with 
the ambiguous euphemism “ cleanliness ” ; and the plain 
issue is obscured by no less than four different tables of 
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different inspections with results ranging from 
to 53-8% lousy. 

From ‘Cumberland. —Dr. Kenneth Frazer also reports 
a reduction in the incidence of scabies, from 709 in 1942 
to ‘516 cases in 1943. ‘‘ Verminous conditions ” and 

“ Skin ‘diseases ” -have substantially declined as well. 
The number of cases of bronchitis found at medical 
inspection has risen from 117 to 191, while there has 


been a drop of some 800 in the number of children found , 


to need dental treatment. Like most others in his 
position Dr. Frazer i is concerned at the doubtful quality 
of the milk supplied in schools, though he has all school 
milks tested biologically for tubercle bacilli twice a year, 
and obtained positive results in only 0:9% of them. 


_ Inevitably work on the improvement of sc hools has come 


to an end, but there has been some useful reconstruction 
work in the last six years. In the rural schools alone 13 
have been provided with central heating, 14 with electric 
light, and 20 with water-carriage sanitation to their own 
treatment plants. The Cumberland dental scheme is a 
notable one. When the child first enters school the 


parent is offered one of three alternatives—full dental 
supervision and treatment throughout school life; 
emergency treatment only; or no treatment at all. 


That this scheme, administratively so simple, does not 
make the service unpopular is shown by the fact that 
over 80% accept the full scale and only about 10% refuse 
altogether. 

In his report from Birmingham Dr. J. R. Mitchell 
concludes that the children have emerged from the 


fourth year of war with a gratifying level of health. 


Nutrition on a clinical assessment has shown a slight 
deterioration but this is ascribed to individual differences 
in the.assessors. The satisfactory condition is borne out 
by an absence of any apparent increase in illness, t hough 
there is among practitioners a fairly general impression, 
incapable of numerical expression, that convalescence 
from illness is more protracted. Dr. C. L. C. Burns has 
tried to follow up children seen at the; child-guidance clinic 
after the lapse of three years or so; from the limited 
number available for investigation he concluded that the 
younger children respond better than the older, that the 
outlook is better in those with an IQ over 85%, and that 
the more codéperative the parents the better the result, 

though 10 out of 24 cases did show improvement in which 
coöperation was poor or bad. Scabies cases are down 
from 6262 to 5160 and the authorities have found that the 
most important point in control is a simultaneous treat- 
ment of all affected persons in a household. 


Infectious Disease in England and Wales 
WEEK ENDED MAY-20 © i 
Notifications.—The following cases of infectious disease 


were notified during the week: smallpox, 0; scarlet 
fever, 1732 ; whooping-cough, 2619; diphtheria, 598 ; 
paratyphoid, 3; typhoid, 5; measles (exe luding 
rubella), 2255 ; pneumonia (primary or influenzal), 806; 


puerperal pyrexia, 142 ; cerebrospinal fever, 62 ; ‘polio- 
myelitis, 5; polio-encephalitis, 1 ;' encephalitis lethargica, 
0; dysentery, 276 ; ophthalmia neonatorum, 98. No 
case of cholera, plague or typhus fever was notified during 
the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on May 17 was 2014. D the 
previous week the following cases were Som ted scarlet fever, 113; 
diphtheria, 30 ; measles, 32; whooping-cough, 74. - 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 2 (1) from scarlet fever, 1 (0) from 
measles, 11 (4) from’ whooping-cough, 3 (1) from diph- 
theria, 45 (9) from diarrhoea and enteritis under two 
years, and 17 (2) from influenza. The figures in paren- 
theses are those for London itself. | 


The number of stillbirths notified during the week was 
222 (corresponding to a rate of 29 per thousand total 
births), including 25 in London. 


N 


ACCORDING to the Metropolitan Life Insurance Company of 


‘New York the death-rate from appendicitis in the United 


States has been nearly halved in the last four years. The 
reduction is credited to the intensive campaign to encourage 
early admission of appendicitis cases to hospital, and the 
avoidance of laxatives in the presence of abdominal pain. - 
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On Active Service 


' CASUALTIES 
The following casualties are announced : 


KILLED A 
Captain Norman Wurm J ONES, MB SHEFF, RAC. 
Captain ROBERT GORDON HAYMAN JONES, MB LOND, RANC. 
Major RUDOLPH STUPPEL, FRCSE, RAMC. Si 


MISSING PRESUMED KILLED | 
Surgeon. Lieutenant GEORGE NOEL DAVISON, MB DURH, 
RNVR. 

WOUNDED 
Captain J. H. BROWN, RAmc. 
Major G. S. FERRABY, MB LOND, RAMIC. 
Captain A. P. D. MONTGOMERY, BM OXFD, RAMC. 
‘Major F. J. O’DowD, mrcs, MS. 
Captain C. P. SILVER, BM OXFD, RAMC. 
Captain ALEC WATTISON, MB EDIN, RAMC. 


. DIED OF WOUNDS 
Captain GEORGE EMILE YARDLEY, MB CAMB, FRCS. 


AWARDS 
The following awards have been made : 
CBE 
Surgeon Captain J. A. MAXWELL, CVO, MB DUBL, FRCS, RN. 


For P distinguished service as senior medical officer in HM Hospital 
° Ship gs fre in dangerous waters during operations in Sicily and 
off the erno Beaches. 


OBE 
Surgeon Lieut.-Commander W. J: LATHAM, MRCS, RN. 


For distinguished services in connexion with operations which led 
to successful landings in Sicily and at Salerno. 


DSC ; 
Surgeon Lieutenant J. I. THOMAS, MRCS, RNVR. 


MENTION IN DESPATCHES 


Surgeon Lieut. -Commander B. M. Goldsworthy, mB LOND, | 


RN. 
REPATRIATED 7 

The following officers of the RAMC are among the 
protected personnel who reached this country from. 
Germany last Sunday :— 
Lieut.-Colonel W. E. A. BUCHANAN, MB GLASG. 
Captain S. G. COWPER, MRCS. 
Captain W. MACKAY DAVIDSON, MB ABERD. 
Captain CHARLES DONALD, MB EDIN. 
Captain WILLIAM DORNAN, MB BELF. 
Captain J. P. Fox, MB LOND. 
Captain A. Q. HEWER, MRCS. 
Colonel D. P. LEVACK, MB ABERD. 
Major F. J. O’MEARA, FRCPI. 
Major A. S. PILL. 

MEMOIRS 

Squadron-Leader EDWARD TUDOR OWEN, MB LPOOL, FRCSE, 
whoge death on active service with the RAF during | March has 
been FPR, 
appointments e Birkenhead General Hospital and*the 
Liverpool Roya Infirmary became assistant medical officer at 
the Walton City Hospital in 1934. Two years in general practice 
at Wrexham followed, but with his appointment in 1938 as 
assistant resident surgical officer at Withington Hospital, 
Manchester, he was able to follow his bent for surgery. After 
gaining further experience in posts at Stockport Infirmary, 
the Christie Hospital, Manchester, and Whiston Institution, 
Prescot, he took the Edinburgh fellowship in 1941. He 


returned to Manchester as surgical chief assistant to the | 


Royal Infirmary and visiting surgeon to the Oldham Royal 
Infirmary and held these appointments till he joined the 
RAF in 1942. His fellow workers remember him as a loyal 
colleague whose own work was good and who yet had time 
and interest to spare for what others were doing. He excelled 
at tennis, and.at one time was a competitor in the Welsh open 
golf championship. oi 


Wing-Commander R. M. Gece whose death on active 
service was lately announced (Lancet, May 20, p. 679), was one 
of the youngest senior medical officers in the RAF, and for the 

last few months was with a coastal Air Force group in Italy. 
He had been mentioned in despatches for his work in North 
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lified in 1933 and after holding house- - 
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Africa, where he commanded a mobile field hospital. He met 
his death flying with vaccine to a small unit in the Central 
Mediterranean. Outfin landed in Sicily three days after the 
invasion to establish the first RAF hospital] on the island, and 
he was also on the Salerno beaches within a few days of the 
landing. He leaves & widow now serving as a section-officer 
with WAAF. 
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~ Notes and News 7 


MENDING A MINER 

MANKIND has been divided into two classes, the guk and 
the dead; and according to Sir Alfred Webb-Johnson, who 
introduced the new British Council film (Accident Service) at 
the Curzon Street Cinema on May 26, the quick can be 
further subdivided into those who are quick enough and those 
who are not. Miners, however, he went on to say, sometimes 
cannot escape injury even by quickness, and the hazard of 
injury is five times greater in mining t in any other 
occupation. The film showed an accident service in which 


_ many miners are treated, and began grimly enough when a 
man with a fractured spine was being carried out of the cage. 


ona stretcher. The audience shares his experience from that 
point. He is taken first to the modern hospital—with its 
‘staircase enclosed in windows, a great prism of glass, and its 
severe lines—where he is examined and radiographed, and 


, compression fracture in the lumber spine is diagnosed. - A 


clever simple diagram shows the injury, and the danger to 
the spinal cord. In‘the plastering room we’ see our patient 
suspended, prone and comfortable, in a canvas sling with his 
spine hyperextended. Sling and all are included in the plas- 
ter, and after a week of bed exercises we see him taking his 
first walk. While he is working away at his daily dozens, 
still in plaster, we meet some other patients and Shand an 
operation for compound fracture of the tibia, which being 
mud-coloured somehow looks more objectionable than the 
real thing. However, as Sir Alfred had warned lay members 
of the audience, the spoken commentary provides a guide for 
those who wish to keep their eyes shut. The rest of the film 
is thoroughly cheering, for our friends,all move on to a 
rehabilitation centre where their lives become one giddy round 
of occupations, recreations and gymnastics, and they all seem 
to enjoy it very much. The way in which the activities are 
used to strengthen given muscle groups is well'shown. A 
swimming bath is a particularly useful bit of equipment, and 
ordinary hospital chores, like digging and wood-cutting, can 
be made to serve the patients well. Technically the film is 
thoroughly successful, from the well-chosen music at the 
beginning to the pleasant parting shot of the cage taking our 
healed and whole friend core again to his work, 


SOCIALIST MEDICAL ASSOCIATION 


AT the 14th annual meeting held in London on May 21, 
with Mr. Somerville Hastings, FROS, presiding, resolutions 
were passed recommending that trained nutrition workers 
should be attached to all health units, that a national ambu- 
lance service should be established, that corporal punishment 
should cease to be part of the judicial penal system of this 
country, and that the manufacture of useless pharmaceutical 
products should cease in order that all resources not required 
for supplying the Armed Forces and indispensable home needs 
should be concentrated on the production of drugs (including 
synthetic antimalarials) needed for the relief of suffering in 
India. The meeting welcomed the white-paper on a National 
Health Service and urged the Government to introduce the 
necessary legislation soon, without allowing itself to be 
weakened by pressure from any quarter or vested interest. 

“ All health workers must be ensured adequate incomes and good 
conditions and, in particular, a large measure of control at the ate 
phery through committees of health workers. . .. 
councils must have the right to issue their reports, this method. of 
ensuring consideration of professional opinions being preferable to 
any method of direct representation for doctors. We believe it is 
unnecessary to make the Central Medical Board the employer. The 
terms and conditions of service must be negotiated and settled 
centrally, but all doctors should be employed by the joint health 
authority of the area in which they work.”’ 

Deploring the statement issued by the council of the British 
Medical Association on May 13, the meeting declared that by 
rejecting the principle of a 1009, service the BMA leaders 
seek to create ‘‘a situation in which the doctors would be 
fighting for their sectional interest (real or imaginary) against 
æa measure which is to the benefit of the whole community 
and is approved by all the political parties.” 


xe 
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University of Cambridge 
On May 20 the degrees of MB, B Chir. were conferred by 
proxy on J. B. Lyon. 


Transatlantic Call _ 

The 71st broadcast in this series is to be heard on June 11 
on the Home Service at 6.30 Pm, when a country doctor from 
Worcestershire is to talk to a country doctor from America. 


Indian Association for the Cultivation, of Science 


The first award of the Bimala Churn “Law medal which 
is to be given for ‘“‘ important contributions to science in- 
cluding medicine ”’ has been made to Sir Henry Dale, PRS. 


Unrra 


Dr. WILBUR A. SAWYER has been appointed director 
of health under the United Nations Relief and 
Rehabilitation Administration. His headquarters will be 
in Washington. 


Dr. Sawyer has for nine years been. director of the Rockefeller 
Foundation’s international health division. - Before serving in the 
last war, he was director of the state hygienic laboratory, and 
executive officer of the state board of health, in California, aad held 
a chair of preventive medicine. 
feller Foundation he has directed a hookworm campaign in Australia, 
has made important contributions to immunisation against yellow 
fever, and has negotiated and planned codéperative projects with the 
health authorities in many countries of both pee veer A 


Royal Medical Benevolent Fund 

Sir Arnold Lawson presided at the annual menie on May 
25, when Dr. L. G. Glover presented the 108th report and a , 
balance sheet. in which legacies and generous support from the ` 
profession had justified an improvement in the allowances to 
its beneficiaries. Dr. Glover’s resignation as hon. treasurer, 
after twelve years of service, was accepted with regret, and he 
was elected a vice-president. The new treasurer is Dr. C- 
Luther Battesor. - Sir Thomas Barlow was re-elected presi- 
dent, and Mri R.. M. Handfield-Jones hon. secretary. The 
scope of thé fund has been widened by the willingness of the 
Royal Colleges and other medical corporations to be repre- 
sented ex officio on the committee of management: , Lord 
Moran and Dr. ©: M. Hinds-Howell for the RCP, Mr. V. 
Zachary Cope for the ‘RCS, Mr. Eardley Holland for the 
RCOG, and Sir Stanley Woodwark for the ge 


Royal Society of Medicine . 

There will be a general meeting of fellows of the society on 
Tuesday, June 6, at 5 pm. At the section of history of 
medicine on June 7, at 2.30 PM, Sir Arthur MacNalty will read 
a paper on, Edward Bancroft, MD, FRS, and the War of 
American Independence, and Dr. H. Ê. Bayon will speak on 
John Zephaniah Holwell and the Black Hole of Calcutta. 
At the section of ophthalmology, at 5 pm on June 9, Mr. 
Montague Hine will describe the results of operation in 
detachment of the retina and Mr. Frank Juler the removal of 
melanomata of the iris. The combined meeting of the 
sections of laryngology and otology will begin at 10.30 Am on 
the same day, when Brigadier Myles Formby and Major E. G. 
Collins will open a discussion on chronic suppurative otitis 
media in the Army with special reference to treatment with 
penicillin. At 2.30 pw Mr. F. C. W._Capps, Mr. E. Gwynne 
Evans and Mr. Arnold Nove will speak on a respiratory clinic 
for children. The meeting will be continued on June 10, 
when Major -E. P. Fowler, usamc, will show a film of the 
movements of the vocal cords, and Air-Commodore Dickson 
will demonstrate the Air Ministry audiometer. 

_ The King has given permission to Mr. C. A. Krocu to wear 

the insignia of commander of the Order of St. Olav conferred 
on him by the King of Norway in recognition of services 
rendered during the war. 


Colonel Rocer ERRINGTON has been appointed honorary 
physician to the King, in succession to Colonel Frederick 
Whalley (retired), and Major-General Sir ERNEST COWELL 
has been appointed to be honorary surgeon to the King, in 
succession to Colonel A. R. Moodie (retired). 


Sir STANLEY WoopwWaRK has been appointed president of 
the Royal Institute of Public Health and Hygiene. 


Mr. WILLIAM Grant, formerly minister of labour, has been 
appointed the first minister of health and local government 
for Northern Ireland. 


On Sunday, May 21, in the par ish church of Great Missenden, 
Bucks, a reredos was dedicated to the memory of.Edgar 
Olive Turner, MB LOND, who died three and a half years ago. 
Dr. Turner had practised in the district for nearly half a 
century. 


BIRTHS, MARRIAGES AND DEATHS 


_ frequently. 


During his service with the Rocke- - 
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ONION PASTE aS A DRESSING FoR WounbDs.—At the All- 
Union Institute of Experimental Medicine, USSR, I. V. 
Toroptsev and A. G. Filatova have been treating wounds by 
exposing them to the emanations of onion. Peeled onion is 
ground into a paste immediately before use and this is placed 
in a glass dish which is then inverted over the wound, so that 
the paste does not come into actual contact with it. ` The 
wound is exposed to the onion “‘ vapour ° for ten minutes 
at a time; it is not clear whether this is done daily or more 
In 11 painful septic amputation stumps treated, 
pain was relieved .by one application, smell and purulence 
began to subside after two applications, and in five days all 
cases showed extensive epithelisation. 


The postgraduate courses in industrial medicine which the 
University of Sheffield had arranged to hold in July have been 
postponed. 


The meeting of the Pathological Society of Great Britain’ 
and Ireland which was to be held on July 7 and 8 hag been 
cancelled. . : 
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BAKER, M. G., MRCS: examining factory surgeon for Ashby-de-la- 
Zouch, Leicester. 

BOLLON, O. J. P., MB BRIST, : examining factory surgeon for Bridg- 
water, Somerset. 

BREMNER, A. E., MB ST. AND.: surgical registrar at the Royal 
Victoria Infirmary, Newcastle-on-Tyne. 

COOPER, M. C., MRCS : examining factory surgeon for Looe, Cornwall. 

GOODHART, C. E. D. H., MD CAMB., senior resident ani esthetist. at 
St. Helier County Hospital, Surrey. 

SMYTH, MICHAEL, B SC, M CH NUI, FRCS, consulting surgeon to Queen 
Mary’ 8 Hospital, Roehampton. 


_ Births, Marriages and Deaths 
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BIRTHS 


BURGEsS.—On May 19, at Durban, the wife of Squadron-Leader 
Gerald Lynch Burgess, MRCS, RAF—a danghter. 

CHADWICK.—On May 22, at Adlington, Cheshire, the wife of Major 
T. H. Chadwick, RAMC—a son., | 


DIRD ACK.—On May 13, at Sevenoaks, the wife of Dr. Morris 
Dirdack—a daughter. 
JENNINGS.—On May 26, at Reading, the wife of Dr. L. M. Jennings 


—a daughter. 
LEWIS.—On May 24, at ‘Carmarthen, the-wife of Lieutenant C. B. 
Lewis, RAMC—a son. 


MAYBURY.—On May 17, at Godalming, the wife of Mr. B. C. 
Maybury, FRCS—a son. 
PARKER.—On May 24, the wife of Captain J. L. Parker, R: AMC, of 


Harrow Weald—a son. 

ScoTt.—On May 21, the wife of Dr. G. I. Scott, of Elgin—a dau 

SMmTH.—On May 23, at Beaconsfield, the wife of Captain 
Smith, RAaMC—a son. 

STEVENSON.—On May 28, at Farnham, the wife of Lieut.-Colonel 
D. P. Stevenson, RAMC—a son. 
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VANCE.—On May 26, at Three Bridges, Sussex, the wife of Dr. 
J. R. M. Vance, RAF—a son. 
MARRIAGES 
BAaRTON—COOPER.—On May 20, John Douglas Michael Barton, 
-` MRCS, surgeon licutenant RNVR, to Mavis M. Cooper, WAAF, . 
BOMFORD—UPWARD.—On May 17, in London, Bruce Bomford, 
MB, to Jean Upward. 
BYRNE—MARLE.—On_ May 16, at Poona. India, John W. Byrne, 


captain RAMO, to Ruth Ww. “Marie, CSP Massage Corps. | 
Rycrorr—RKirro.—On May 25, at Si alisbury, Richard \Noél 
ees MRCS, flight-lieutenant RAF, to Audrey Patricia 
itt 
e DEATHS i l 
Caner son May 23, at Chilworth, Southampton, Howard Carr, 
OB, MD, M CH, RUI, Major-general AMS retd, aged 81. 


HARRISON.—On May 26, Herbert Harrison, MRCS, aged 74. 
WaLLACE.—On May 24, at Mount Vernon Hospital, Sir Cuthbert 
Wallace, BT, KCMG, FRCS, in his 77th year. 

ace The aggressive person is the person who gets things 
done, ‘and much aggressiveness is very usefully sublimated 
into social idealism. But apart from those who are merely 
rebels against authority, some of the sublimated aggression 
may very easily revert to simple pugnacity if Opposition is 
encountered. This aggressiveness excites fear and counter- 


aggressiveness in those who for any reason are Opposed to 
change, and a situation arises within a nation which psycho- 
logically is comparable to that which, when it occurs between 
nations, leads to war. When the war is over we are likely to 
have to face,these difficulties within our own nation.’’—Dr. 
RUSSELL: BRAIN, in the Swarthmore lotur given at Friends 
House on May 25. : 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily availeble for export. 
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7 | MANAGEMENT OF l 
MINIMAL PULMONARY TUBERCULOSIS 
| ` DISCLOSED BY FLUOROGRAPHY 
- W. D. W. BROOKS, D M OXFD, FROP 


1 4 
SURGEON CAPTAIN ENVR ; CONSULTING PHYSICIAN IN. DISEASES 


OF THE CHEST TO THE ROYAL NAVY 


Ir has been the custom to teach medical students, 
and to nourish the belief in: medical practitioners, that 
the early diagnosis of pulmonary tuberculosis is all- 
important. It is a custom based on abundant evidence 
-that the prognosis for patients with symptomatic 

minimal* pulmonary tuberculosis, when contrasted with 
that for patients with more advanced disease, is relatively 
favourable. Furthermore, apart from the prognostic 
significance of early diagnosis for the individual patient 
the successful treatment of minimal cases constitutes 
perhaps the most effective practicable method of 
diminishing the source of infection ‘from which the 
disease continues to spread in the community. 

However, except for the examination of contacts 
to known cases of the disease, and a very few radiological 
surveys of small and selected population groups, the 
diagnosis of pulmonary 
before 1939 (when fluorography was first started in the 
~ Royal Navy) depended on a sufficient degree of ill- 
health in the patient to impel him to seek medical 


assistance, In these circumstances, the proportion of 
diagnosed cases having minimal] disease was small. 


In the London County Council area in 1927, for example, 
only 20% of notified cases were classified in groups 
A and B1, (cases in which tubercle bacilli had not been 


demonstrated, and early sputum-positive cases res- 


pectively) and the proportion had not improved by 
1937 (Bentley and Leitner 1940). This 20% of course 
' included many cases with relatively advanced’ disease, 
so that those with which’ we are concerned constituted 
less than a fifth of notified cases of the disease. 


7 EXTENT OF THE PROBLEM 

Fluorography has made possible the diagnosis of 
pulmonary tuberculosis on a scale far transcending 
anything previously achieved among the apparently 
healthy, and as a direct consequence the yield of cases 
with minimal disease is considerable. For example, in 
contrast to the above: figures, table 1 shows the absolute 
and relative numbers of cases of adult-type pulmonary 
taberculosis, and of its minimal variety, diagnosed as a 
result of the -fluorography of nearly half a million of 
the mae mately of the Royal Navy, and some 23,000 
of the 
and had ‘undergone routine physical examination. In 
all these cases the type and extent of the disease was 
confirmed by radiological and other investigations. 

Nearly half the males and three-quarters of the 


females were recruits—a fact which did not appreciably ` 


alter the observed incidence of the disease. , 
The cases have been subdivided into decennary age- 
groups, and the proportions of minimal to total cases 
of pulmonary tuberculosis are also given. . It will be 
seen not only that the actual yield of such cases is great, 
but that the proportion with minimal lesions for both 
sexes is considerably greater than that which was given 
by the previously available methods of diagnosis. The 
constancy of the proportion of cases with minimal 
disease in the second, third, and fourth decades is of 
interest since it implies that in these years the increment 
of new cases must nearly equal the sum of those cases 
which progress to more advanced disease, and those 


which heal their lesions and leave no trace of disease | 


to fluorographic examination. 


This method of examination among our civilian 


population, therefore, is likely to disclose large numbers 
of men and women with pulmonary tuberculosis of this 
slight degree; and as doctors we shall be required to 
act on and justify our teaching far more often than 


® By minimal ‘pulmonary tuberculosis we mean adult (reinfection). 

. onary tuberculosis which, as shown radiologically, 

consists of tration without demonstrable cavitation affecting 

& volume óf lung (regardless of distribution) which does not 

exceed that volume of Jung tissue lying above the second 

- chondrosternal junction and the body of the fifth thoracic 
vertebra on one side. 
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tuberculosis in Great -Britain’ 


by the ex: 


RNS all of whom were apparently healthy ` 


in the past. It is my purpose to indicate some of the. . 


difficulties likely to be encountered in so doing, and to 
set forth evidence in regard to these cases from which 
some indication of the proper treatment may be 
deduced. : l p 

. The therapeutic problem raised by these patients 
is profoundly modified by two factors. The first of these 
—the existing shortage of facilities of every kind for 
the treatment of cases of pulmonary tuberculosis—it is 
to be hoped is temporary. The full impact of the wave 
of new cases revealed by fluorography has, of course, 
yet to be felt. Hénce, unless the available facilities 
are considerably expanded we may in the. near future 
find that of the many patients for whom therapy is 
desirable only a proportion can receive proper treatment. 
This factor is of particular and practical consequence for 
patients with minimal pulmonary tuberculosis; for 
commonly their own inclination—and all too often that 
of their doctors—is to regard the situation less seriously 
than it merits. 

The second factor is that most of those with minimal 
pulmonary tuberculosis revealed by fluorography not 
only feel perfectly healthy, but show no evidence of 
active disease at the most stringent first investigation. 

In hospital, the diagnosis of activity in minimal 


tuberculous lesions disclosed by fluorography and 


‘confirmed by radiography was made in 2911 sailors 


by assessment of the following evidence: history, and 
physical examination ; observation of the temperature, 
pulse, respiration, and -weight; the hæmogram, and 
repeated estimation of the sedimentation-rate ; at least 
6 direct sputum examinations aan concentration 
methods, or if these were negative at least 3 cultures 
of the available sputum, and when sputum was not 
available at least 3 cultures from the fasting gast-.c 
juice.. In cases of doubt guineapig inoculations of 


sputum or gastric juice were employed to “isolate and - 


identify tubercle bacilli. “The mean period occupied 
xamination was 10 days.’ 

In 616 (21%) of these men the lesions had all the 
characteristics of healed disease, in 1826 (63%) the 
disease was apparently inactive but we were uncertain 
of the stability of the lesions, and only in 469 (16%) 
was evidence of activity found. The corresponding 
proportion of active cases among the WRNS was 18%. 
It is certain that with less thorough investigation the 
incidence of cases shown to have astive lesions would 
be proportionately smaller. 
tuberculosis needs more careful study in order to detect 
the very slight departure, from normal which may 


‘ indicate active disease, and in my opinion outpatient 


or dispensary supervision, unaccompanied by investiga- 
tion in hospital, is quite inadequate. Had reliance been 
placed upon outpatient investigation alone, nearly one- 
third of these, and cases subsequently developing. 
evidence of active disease, would have been missed. | 


a OUTLOOK FOR PATIENTS E: 

It will be generally agreed that the minority with 
demonstrably active disease need some form of treat- 
ment, though opinion may differ about its exact nature. 
The problems raised by most cases with apparently 
inactive minimal pulmonary tuberculosis are, however, 
more complex. For example, the diagnosis cannot 
be certain where the only evidence of disease is radio- 
logical; and it is wasteful of time, labour, money, 
and accommodation, and often actively harmful to the 
patient, to make and maintain an erroneous diagnosis of 
pulmonary tuberculosis. On the other hand, it is cer- 
tainly harmful and wrong to regard cases with minimal 
lesions as of. such good prognosis that close attention 
is unnecessary. | | 

There seem to be no statistics from which prognosis 
and therapy for apparently inactive minimal p 
tuberculosis can be evaluatėd. Wingfield and Macpherson 
(1936) suggested that from these “silent” cases in 
adolescents the bulk of phthisis in adults arose, and 


therefore advocated active therapy. On the other hand, ` 


since among the ‘apparently healthy the number of 
arrested cases per 1000 fluorographed increases rapidly 
with age (Dudley 1941, Trail 1942, Brooks 1948a, 
Clive 1948) a considerable proportion of these apparently 
inactive mini cases must ultimately become arrested 


without treatment. Analogy with previous experience > 


AA 


\ 


No type of pulmonary ’ 


onary . 


4 


746 THE LANCET] SURG. CAPT. BROOKS : FLUOROGRAPHY IN MINIMAL PULMONARY TUBERCULOSIS [sJuNE 14, 1944 


TABLE I—ABSOLUTE AND RELATIVE NUMBERS OF CASES OF ADULT TYPE PULMONARY TUBERCULOSIS AND OF ITs 
ro MINIMAL VARIETY DIAGNOSED BY FLUOROGRAPHY OF NAVAL PERSONNEL 


RN(males)and | , Age-groups (years) Total 
W RNS (females) i 
oa 10-19 30-39 40-49 50-59 
Number fluorographed .! | 178,891 7675 | 198,166 | 12,369 | 78,417 2482 | 23,474 | 869 5424 49 479,372 23,844 
With adult type PT .. ee) 53 (6:9) ane 112 (9-1) en gas akc 11 (12+7)|178(32-8)| 0 (0) oor. | 218 (9-1) 
: 7 


With minimal adult type | 761 (4:3)! 28 (3-6) |1045(5-3)| 64 (5-2) |789(10-1)] 21 (8-5) 


Minimal PT as percentage | 48-6 — 


of total PT 


57:1 | 51:0 


316(13-5)| 5 (5-8) | 50 (9°2) 0 


56°8 i Ald 45°5 ` 47-9 i5-4 


Figures in parentheses are the numbers per 1000 fluorographed. 


does not help. Thus, the belief that a relatively favourable 
outlook exists for patients with symptomatic minimal 
pulmonary tuberculosis. diagnosed in the days before 
fluorography, arose largely from reports of the benign 
course of such cases following sanatorium treatment 
(Sampson 1939), and from some similarly sanguine reports 


of the value of collapse therapy (Moore 1937, Thomas . 


and Davis 1937, Matson 1940). 

It is-by no means certain that apparently inactive 
‘minimal pulmonary tuberculosis—the type predominantly 
revealed by fluorography—would respond comparably 


to treatment, and thus carry as good or better a prognosis, _ 


Indeed a fair case can be made for the contrary opinion, 
that the prognosis is probably less good: for if a lesion 
persists in the minimal stage after some months’ ill health 
before admission to sanatorium it might be inferred 


that the disease process is likely to be proliferative, 


or at most only slowly progressive, In contrast, cases of 
apparently inactive minimal pulmonary tuberculosis 
revealed by fluorography undoubtedly include (though 
in unknown proportions) some with arrested lesions, 
some with retrogressive, some with slowly progressive, 
and others with acutely progressive disease. Moreover, 
with time.the direction of the disease process, either 
toward healing or progression may be reversed ‘more 
than once; and yet the extent of the lesions remain 
within minimal limits. 

Since at a single occasion the available tests cannot 
discriminate between these various types, and since 
crucial knowledge as to prognosis for the class as a 
whole is lacking, it is not possible either at that occasion 
to separate out and treat that fraction which in fact 
need therapy, or to say with any confidence that that 
fraction justifies imposing any particular therapy upon 
all these patients. There remains the possibility of 
observing these patients over a period of time, and 
re-examining them at intervals in the certainty that in 
some the disease will progress, in others regress, and in 
others remain static. The length of time necessary to give 
the required information is as yet uncertain, but we 
know that unduly prolonged observation incurs two 
dangers : firstly, to postpone treatment until a diagnosis 
of active disease is undoubtedly true will result, for some, 
in the loss of much of the advantage which early 
discovery had conferred ; secondly, protracted observa- 
tion for a minority incurs a real risk of induced anxiety 
neurosis (Brooks 1943b). Experience has shown that 
though this risk is limited, it is none the less a significant 
disadvantage of the flyorographic procedure. , 

Such, then, are some of the difficulties which at presen 
beset the problem of the management of these important 
and numerous patients. Two particular needs for its 
solution are data from which the prognosis for apparently 
inactive minimal pulmonary tuberculosis may be 
judged; and an advance in the diagnosis of the activity 
of tuberculous lesions known to be present, comparable 
and complementary to the advance which fluorography has 
given in the diagnosis of the disease in its early stages. 


On the basis of the statistics mentioned 1 patient in 6 


with minimal pulmonary tuberculosis revealed by 


fluorography will at the first investigation, and with the 


existing tests, prove to have active disease. He or she 
in respect of the necessity for treatment does not 
appreciably differ from patients with active minimal 
disease disclosed as a consequence of the development 


of symptoms. For this type of case the only important 
controversy in the past has been the desirability or 
otherwise of collapse therapy (particularly artificial 
pneumothorax) at or very soon after the time of 
diagnosis. We do not propose to discuss this point. 
Probably, for most of them the most satisfactory regime 
consists of a preliminary phase of rest in bed followed 
by a course of sanatorium treatment, followed in turn 


by a period of observation while leading a modified 


regulated life. The length of each of these, and the 
necessity at any time for more active measures will be 
determined by the response of the patient, as judged 
by the results. of available tests, and especially by the 
changing appearance of the lesions to X-ray examination. 
It is, however, worthy of mention in view of the likelihood 


‘of shortage of beds that collapse therapy for these 


cases, though it would not shorten the necessary period 
of close medical attention, might diminish the duration 
of sanatorium treatment. 

It will probably also be agreed that when, after 
adequate investigation, it seems that the lesions are 
healed therapy is not wanted; though it would seem 
prudent to maintain for, say, 3 years a minimum of 
observation by repeating the radiological examination 
at intervals of not more than a year if the patient is 
under 40, or at intervals of 6 months if he is under 20, 


THE DOUBTFUL CASES 
The remaining two-thirds of these patients constitute 


` the real problem with which we are faced. 


In the course of the fluorographic survey of the 
Royal Navy male patients with minimal pulmonary 
tuberculosis which showed no evidence of activity at 
first examination, and which did not have the radiological 
and other characteristics of healed disease, have been 
referred to selected shore service within the precincts 
of three ports in the south of England. Comparable 
observation was undertaken only in exceptional cases 
among the WRNS so that corresponding figures are not 
available for females. These men lived in barracks, 
were fed on the thoroughly adequate Naval rations, 
received an abundant allowance of leisure and leave, 
retired to bed at 10 pm, and were employed on light duties 
such as sedentary training and instruction, messenger and 
clerical work, depending on their abilities and rating. 
They were seen often as outpatients, when they were 
physically examined and the sedimentation-rate of the 
blood was estimated and a radiogram taken ; in addition 
they were admitted to the adjacent Royal Naval Hospital 
for repeated full investigation at intervals which during 
the first year did not exceed 3 and during the second year 
6 months. 

Table I1 analyses the fate of these patients during 
2 years. 
at re-examination were found to have developed 
undoubted evidence of active disease at various stages 
during this time. Within this period it may be deduced : 
firstly, that the younger the patient who has apparently 
inactive minimal pulmonary tuberculosis the more 
likely is the disease to present evidence of activity ; 
and secondly that, irrespective of age, the longer a 
patient survives without evidence of active disease the 
less likely is it that he will ultimately so relapse. 

Relapse rates are not notably less for-patients in the 


- third decade of life as compared with those in the 


2911(6-1), 718 (5-1) 


It shows the age-distribution of those who 
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second, but it should be mentioned that most of those 
observed in the second decade were between 17. and 20. 
Since the conditions under which these patients lived 


are not dissimilar to many which already exist, or which | 


could easily be created, both in industrial and in other 
walks of civilian life, it is possibly justifiable to assume 
that in the general population comparable relapse 
rates would obtain in the -corresponding age-groups. 
The magnitude of the relapse rates is thus significant. 
The detailed figures for the separate ports are given 
because they illustrate not only the well-marked 
fluctuations in relapse rates likely to be encountered in 
dealing ‘with men in numbers of this order, but also the 
inevitable differences in selection which arise when 
patients are handled by different groups of medical officers. 
These latter differences are probably not great because 
We helped in codrdinating the work as a whole, and 
- examined and suggested the dis of cases of real 
doubt. As the period of observation lengthened, though 
fresh cases were continually added, the population at risk 
decreased, not only because some ’ developed evidence of 
active tuberculosis but also because in others it became 
reasonably certain that the disease was arrested. Such 
patients were transferred to another category of observa- 
tion under different conditions. None died. 

It would be incorrect to assume that the 191 cases 
of minimal pulmonary tuberculosis which developed 
evidence of activity during the 2-year period of 
observation were all examples of acutely progressive 
disease, Equally untrue would be the assumption that 
that fraction with acutely progressive lesions was 
characterised by comparatively well-defined symptoms, 

_ or even that any clinical abnormality at all could be 
found when such patients were re-examined. The only 
feature which invariably accompanied acutely pro- 
gressive disease in the minimal stage was an alteration 
in the radiological appearances of the lesions. The 
change might consist in an extension of the infiltration, 
or might be qualitative, in that infiltration, for example, 
became confluent, or that excavation developed; or 
qualitative and quantitative changes might develop 
together. On the other hand, in a considerable number 
of cases a clinical, feature such as evening pyrexia, 
or the finding of tubercle bacilli in the sputum or gastric 
juice, was convincing evidence of activity in minimal 
lesions which at that time were certainly only very 
slowly progressive. Table rm shows ‘the distribution of 


t 


TABLE II — MINIMAL PULMONARY TUBERCULOSIS (ADULT TYPE) IN MEN OF THE RN 5 


‘the proportion of these cases increased with age. 


‘TABLE II 
| Period of observation 
groups 0-6 months 6 months and over | 
(yr.) . oe 


re | ee, A ES | E 


10-19 |15(42-9)|16(45-7)| 4 (11-4)| 35 
20-29 |19(35-9)|22(41-5)|12(22-6)| 53 
30-39 | 4 (21-1)| 6 (31-6) 9 (47-3)| 19 
40-49 | 1 (7-7) | 4 (30-8) 8 (61-5)| 13 0 


a a a a See eee eo err 


Totals |39(32-5)|48(40-0)|33(27-5)|120 |20(28- 1) 32(45-1)|19(26- s| 7i 


cases developing active tuberculosis during the period 
of observation, subdivided by age, and also according 
to whether evidence of activity was:. (a) radiological 
only ; (b) radiological and non-radiological ; ; or (c) non- 
radiological only. 

Since only 13 cases developed evidence of active 
tuberculosis after 12 months of observation, the whole 
group has been subdivided so that the experience before 
and after 6 months’ observation is contrasted. It will 
be seen that the younger the patient the more common 
was radiological evidence of activity, and that this 
tendency was particularly clear when the only evidence 
of activity was radiological. The relationship with age 
is reversed in cases showing unaccompanied non- 
radiological evidence of active tuberculosis ; RAA 

is 
also noteworthy that at any age the proportion of 
cases of active disease in each of these three groups 
was approximately as great before as after 6 months’ 
observation. Since for minimal pulmonary tuberculosis 
radiological evidence of activity chatacterises cases 
with acutely progressive disease, it is certain that all 
such cases occurring in the 2 years are revealed by this 
examination. Therefore, this fraction (a) + (b) serves as 
some index of the proportion which progress seriously in 
this way. Of the cases developing evidence of active 
disease this proportion showed no tendency to decrease 


.during the period bas observation. 


CASES OF APPARENTLY INACTIVE 


DISEASE OBSERVED ON SELECTED SHORE SERVICE AT THREE PORTS FROM MARCH, 1942, TO MARCH, 1944 


Figures in parentheses are peréentages of the corresponding population at risk. 


Period of observation 


18-24 months 


heeseroupe (ye) = 0-6 months | 6-12 months 12-18 months 

E i arpa Relapsed Eora aon Relapsed Population Relapse Fopma on Relapsed 

20 (18 2 (5-4) 10 0 

3 (13-0 TON 0 

12 (9-7 2 (6'3) 13 0o 

35 (8-7) 4 (5:5) 25 0 
22 (6-4) 1 (1-5) 27 0 

. 5 (6:5) 2 (4-5) 26 0 

26 (13-3) 1 (2-8) 22 0 

53 (8-6) - 4 (2-7) 75 0 

11. (3-9) 1 (1-6) 22 0 

O-.. 0 .. 28 0 

8 (5-5) 2 (5:3) 21 0 

19 (3-7) 3 (20) 71 0 

(4:3) 62 0 .. 25 Ds ving! 14 0 

(4-3) 39 2 1) 25 1 (4:0) 4 0 

6 (7-0) 55 -| -2 (3-6) 31 T 15 1 

13 (5-2) 156 | 4 (26) 81 1 (1-2) 33 1 

it EEE PEELA E E E EAE E E LN coR iol sheer 

0 17 0 11 o o.. 4 0 

0 ii pro 11 0 3 0 

0 4 0 3 0 1 0 

i 32 0. 25 0 o.. 8 | 0 
- 58 (5-7) 542 26 (4-8) 202 4 (2-0) 77 0 o.. 
Totals all ages . 10 (4-2) 198 12 (6-1) 132 3 (2-3) 63 Coe. 
: 52 (9-2) 312 20 (6-4 140 5 (3-6) 12 1 (1-4) 
Grand total BS 120 (6-6), 1052 58 (5:5) 474 Í 12 (25) | 1 (0 5) 
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From these figures and under these conditions it is 
possible to give a prognosis for apparently inactive 
minimal pulmonary tuberculosis. In our opinion that 
prognosis is sufficiently serious for males under 50 to 


justify medical supervision of the type, duration, and © 


degree accorded to the patients included in this survey. 


For patients- under 30- it -may.-be- desirable to extend . . 


the duration of observation beyond 2 years by repeated 
radiological examination at intervals not exceeding 
6 months but determined by the circumsfances of the 


case for a further period which is at present a matter - 


of opinion. In’ addition, modification of the patients’ 
mode of life and employment will often be necessary 
so that in respect of exertion, holidays, rest, and food they 
will at least equal those enjoyed by the subjects of this 
investigation. Since these patients fall into the category 
covered by the Disabled Persons (Employment) Act 
it should not be impossible to arrange such a programme 
on a national scale. ; 
In this connexion the success which has attended 
the provision of facilities for ‘‘ industrial convalescence ”’ 
as typified by the Altro Work Shops in the USA is 
worthy of study (Siltzbach 1942). If such facilities 
were available over a wide range of industries, essential 
training, continued selected employment, financial 
stability, and the maintenance of a high morale would 
follow during critical years in these patients” lives. 
Finally, in view of the magnitude of the relapse 
rates it seems desirable to organise investigations on 
a statistically significant scale whereby the possible 
therapeutic effects of such measures as rest in bed, 
sanatorium treatment, phrenic nerve paresis, and 
artificial pneumothorax may be evaluated, in the hope 
that one or more of these may sufficiently improve the 


_prognosis,for these patients to justify us in advocating 


‘its intensive employment, 


‘ 


SUMMARY 


Fluorography of 479,373 apparently healthy male 


personnel of the. Royal Navy showed that 6077 (12-7 
per 1000) had radiological signs of adult-type pulmonary 
tuberculosis.. In 47-9% of these, the lesion was 
“minimal.” a j 
Of 23,344 WRNS 213 (9-1 per 1000) had similar evidence 
of tuberculosis, and the lesion was minimal in 55:4% 
of these. | 
Similar ‘investigations among civilians will no doubt 
bring to light large numbers of cases of pulmonary 
tuberculosis of this slight degree, raising difficult problems 
of disposal and treatment. , i 
- In some of these minimal cases the disease is arrested, 
or is retrogressive, but in others it is progressive. 
Careful study is needed to decide whether the infection 
is active, and investigation in hospital is essential. 
When 2911 sailors with minimal lesions were first studied 
in hospital 16% showed evidence of active infection, 
while in 63% the disease appeared to be inactive but 
the stability of the lesions was doubtful. In 21%. the 
disease was arrested. 
_ Naval personnel with apparently inactive minimal 

tuberculosis have béen placed on light shore duties and 
kept under observation. Study of these cases shows 
that the younger the patient the more likely is the 
disease to become active, and the relapse to be serious. 

The findings indicate that a diagnosis of apparently 
inactive minimal tuberculosis in males under 50 should 
imply outpatient supervision, together with regular 
inpatient re-examination during the next two years. 
For patients under 30 this observation should probably 
last longer. Supervision should be combined with 
appropriate modifications in the patient’s mode of life. 
Opportunities for ‘‘ industrial convalescence °” may be 
needed. ; 

It is a pleasure to acknowledge my indebtedness to the 
Medical Director General of the Royal Navy for his advice 
and help, and for permission to publish these results. I am 
also deeply indebted to many colleagues in the several Royal 
Naval establishments concerned with this survey. 
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COMMINUTED FRACTURES OF MANDIBLE 


A REPORT ON 25 CONSECUTIVE CASES FROM A PLASTIC 
AND JAW UNIT EMS 


J. B. CUTHBERT, MB LOND, PHD CAPE TOWN 
E ' PLASTIC SURGEON, EMS 


A PRELIMINARY analysis of a consecutive series .of 
11 cases of comminuted fracture of the mandible 
admitted to this unit during the years 1940 and 1941 
showed that treatment time was disappointingly long. 
Of the 11 cases 5 had not united by the 36th week, while 
the average time for union in the remaining 6 cases was 
over 28 weeks. These figures contrast unfavourably 
with the average treatment time of a consecutive series 


- of 66 cases of non-comminuted fracture of the mandible 
treated in the same two years, in which the average time. 


for bony union was 11 weeks. 

On examination of the records of these cases it became 
obvious that of the several factors associated with 
delayed union or non-union, the commonest were sup- 
puration and sequestration. The clinical course of 
comminuted mandibular fractures undergoing con- 
servative treatment is well known. Sequestration of 
some of the fragments is almost invariable, suppuration 
persists for many weeks, and the case-notes usually 
record several operations for drainage of submandi- 
ines abscess and removal of sequestrum during this 
ime. 

In view of the disappointing results achieved in this 
series of cases by conservative treatment (table 1) it was 
decided to modify the plan in an endeavour to secure 


earlier bony union in a succeeding consecutive series of 
cemminuted mandibular fractures. 


The aim was to 
avojd sequestration by anticipating it, and removing 
all portions of bone which it was judged might eventu- 
ally become sequestra, and by’ providing early dependant 
drainage of the fracture lines by submandibular incision. 
Before treatment was begun it was decided whether 
bony ‘union was to be achieved by natural repair, or 
whether a speedier result would he attained by the early 


insertion of a bone graft. 


In cases of comminuted fracture where it was decided that 
bone-grafting would not be necessary, the fractures were 
exposed by wide submandibular incision; all completely 
detached, or small pieces of bone were removed, and any thin 
tapering edges of compact bone were nibbled away ; blood- 
clot and badly bruised soft tissue were removed. Great care 
was taken not to strip up periosteum from bone fragments 
which were to be left in situ. The main fragments were then 
immobilised either by intra-oral or skeletal fixation, and 4 
corrugated rubber drain inserted into the submandibular 
incision. ' j 

Bone-grafting was planned in this series for the cases 
which showed gross comminution of the whole depth of 
the mandible over a length of in. or more, and in 
particular when the comminution was associated with 
& contaminated external wound, or for grossly com- 
minuted cases received late in which an undrained 
abscess was already established. . 


In these cases the fracture site was radically exposed by 
submandibular incision, and all loose bone was removed 
and the bone ends trimmed square leaving a clear gap in the 
continuity of the mandible. The wound was packed and 
allowed to heal by granulation, while the main mandibular 
fragments were maintained in their normal anatomical 
position by either intra-oral fixation or in cases with a posterior 
edentulous fragment, by skeletal fixistion. The mandible 
was regarded as ready to receive the bone grafts as soon as 
the soft tissue wound had healed, usually a matter of a few 
weeks, while in one case (case 23) the bone-grafts were 
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TABLE I—SERIES l: COMMINUTED MANDIBULAR FRACTURES, 
1940 anD 1941; CONSERVATIVE TREATMENT 


Soane: 

. ra 

Treatment: removed 
. (wk.) 


Fracture 


24 | Interdental wir-.| 4, 12 


ing, cap splints 
2 20 Cap splints 6, 13 
3*| 44 | Interdental, wir- 7 12 
8, capep ’ 
“Rese 
t 
4% 40 ! Cap splints; 4 
` | drainage ` 
5*| 20- | Interdental wir-| 4 eee y 
; ing, drainage v/s 
} 
| 
6°) 24 | Interdental wir- | 2, 4 
| ing. drainage 
7 ub) Iotercenta Pat 4 
Cap sp 8, 
ag drainage | 
8°) 44 i Interdental wir- | 
(NU) |- ing, cap splints 
| 
9 44 Cap 'splints 4,8 
- 9) atb psp j 
10°% 52 | Cap splints 4, 8 
(NU) | f 
l 
11| 37 : Interdental 5 
(NU) wiring 


| 


NU = non-union. 


after the injury, although at this time there was frank sup- 
puration of the fracture with a through-and-through wound 
from the mouth opening below the chin. 


_ The decision to plan the early insertion of bone-grafts 
was made easier by practical experience of the method of 
cancellous-chip bone-grafting developed by Rainsford 
Mowlem. In series 2 5 cases were bone-grafted by this 
method, and the rapidity with which bony union was 
attained in spite of the.recent or actual presence of 
suppuration bears out his claim of the infection-resisting 
power of these grafts. The.bone used for the grafts 
was cancellous bone from the ilium which was divided 
after removal into roughly pyramidal chips about 1 cm. 
long. The chips were packed between the freshened 


e Fracture externally compound. 


bone-ends of the mandibular defect, and the wound : 


closed without drainage. Immobilisation of the frag- 
ments was secured by either interdental fixation or 
by skeletal fixation by paired pins. No chemotherapy 
was employed in any of the cases. 

Comparison of table I with table 1 shows several 
striking differences. In series 1, the treatment was 
essentially conservative ; immobilisation was provided 
mainly: by interdental fixation; and submandibular 
drainage was not provided as.a routine, but onky where 
there appeared to be clear clinical evidence of suppura- 
tion. e noteworthy features of this series are, the 
prolonged. treatment time (averaging more than 28 
weeks), the frequency of operations for the removal of 


sequestra, and the high incidence of delayed union or - 


non-union. In series 2, the treatment was more radical ; 
most of the fractures were explored by submandibular 
incision, and all bone fragments except large fragments 
of almost certain viability were removed. Every en- 
deavour was made to avoid sequestration by removal 
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13*| 4 | Debridement, drain- 
age, paired pins 
14*| 20 | Debridement, drain- 5 
, age, interdental 
wiring, cap splints : 
15° 6 Debridement, drain- 
age, interdental 
w 
16 6 Debridement, drain- 
age, gunning 
splints 
17 6 Debridement, drain- 
age, cap splints 
18 5 Debridement, drain- | ., 
age, paired pins 
19| 5° | Interdental wiring 
20 6 Interdental wiring 
21° 18 Excision of fracture, sie 
- cap splints, bone- 
graft 14th wk. 
22°% 15 Excision of fracture, 
interdental wiring, | 
.cap splints, bone- 
graft 9th wk. 
23*| .10 Excision of fracture, 
paired pins, bone- 
graft 3rd w 
`"24* 20 Excision of fracture, 8 
cap splints, bone- 
graft 12th wk. 
25*| 13 Excision of fracture, |. | 
| - paire ne- 
graft th wk. 


A 
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of all bone which it was judged might possibly seques- 
trate, and doubtless some portions of bone which might | 
have survived were removed. In cases 21-25 no at- 
tempt was made to secure union by natural repair, since. 
in these cases the comminution was gross, and in most 
of them suppuration was already established, so that’ 
sequestration was judged to be inevitable. Complete — 
removal of all comminuted bone was therefore performed. 
at a primary operation and the wound was allowed. to 
heal by granulation (except in case 23) in preparation 
for early bone-grafting. The average time for bony’ 
union in series 2 was 10 weeks, compared with at least’ 
28 weeks in series 1; sequestration was relatively 
rare,. and delayed union or non-union completely 
absent. pS OON E rs oer 
The two series of cases were consecutive and include 


all the cases of comminuted fracture of the mandible ` 


admitted to this unit during the period of study. The 
only cases excluded were those fracturés associated 
with considerable soft tissue loss, for which extensive `- 
plastic repair was necessary. m Ss 
. Commminution has intentionally not been defined, but 
in this report cases with a pattern of less than three 
confluent fracture lines have been excluded. The- 


TABLE II—SERIES 2: COMMINUTED MANDIBULAR FRACTURES, 
1942 anD 1943; RADICAL TREATMENT 


~ — Å M I M IO SSL ee ee ne 


Bony SEATER i 
union Treatment removed Fracture 
12* 8 Debridement, drain- l 1s gia Y 
Y ay ay 


age, cap splints 


* Fracture externally compound. 


‘4, 


750. THE LANCET] LT.-COL. BOMFORD: HUMAN FACTOR IN MILITARY MALARIA CONTROL [JONE 10, 1944 


fracture diagrams were derived from the X-ray fiilmsand  . There might be four such factors : 


the appearance at operation. 
Sir Harold Gillies has for many years been advocating 
a more radical treatment of comminuted mandibular 


fractures than that commonly employed and his advice ` 


led to the procedure which was adopted in the second 
series of cases. ` 


My thanks are due to Mr. Rainsford Mowlem for instruction 
in the use of'cancellous chip bone-grafts, and to my dental 
colleagues Mr. M. A. Rushton and Mr. F. A. Walker for their’ 
coöperation in the treatment of the cases. 


Reference.—Rainsford Mowlem, Bull. War Med. 1944, 4, 254. 


THE HUMAN FACTOR IN MILITARY 
MALARIA CONTROL 


R. R. BOMFORD, D M OXFD, FROP 
LIEUT.-COLONEL RAMC; OFFICER 1|C A MEDIOAL DIVISION | 


HYGIENE authorities have provided a scheme of 
personal anti-malaria precautions which should, it is 
assumed, protect its users from malaria or reduce the 
_ incidence of the disease to a very low level. But malaria 
often flourishes. Is the assumption then incorrect ? 
Or does the scheme break down at its human end 
through the carelessness and perversity of those it is 
designed to protect? Why do some individuals get 
more malaria than others? Is this due to chance? 
If not due to chance, to what extent is it due to differences 
in individual resistance to the disease,'and to what 
extent to differences in the individual observance of 
anti-malaria precautions? If, as seems likely, both 
factors are concerned, can the individual resistance 
be increased and can the standard of observance of 
precautions be improved ? k 

The following observations were made on members 
of the staff of a general hospital situated in a relatively 
healthy station in West Africa in 1941 and 1942. They 
_ are inconclusive since they were made on a small group 
of men. They should be regarded therefore simply as 
raising questions which might profitably be studied 
further. 

It happened that exactly 100 other ranks served 
with the unit continuously over a period of 18 months 
(with absences of a few weeks in 2 instances only). 
These 100 had 156 attacks of malaria and lost some 
2000 man-days in hospital—a circumstance which 
interfered considerably with the work of the hospital. 


Observations 
INCIDENCE IN INDIVIDUALS 
Table 1 shows. that the incidence in individuals was 


unequal, 56 men having no attacks or 1 attack, while 
22 had from 3 to 7 attacks. The second column records 


+ PABLE I—NUMBER OF ATTACKS -PER INDIVIDUAL IN 100 
UNSELECTED SOLDIERS IN 13 MONTHS , 


No. of attacks Observed Simple chance Biased chance 

0 27 21°0 26°1 

I : 29 32°8 30°4 
2 22 25°5 21°6 
3 © l1 13°3 12°0 
4 7 5'2 5'8 
5 3 1'6 2'5 

6 0 0°4 1'0 
7 1 0'2 0'6- 

— 100 100 100 


the observations, the third the distribution to be expected 
` had pure “chance ” been responsible for the results, 
the fourth what. would be expected if the liabilities of the 
individual varied from person to person. That the 
entries in the last column agree better with the observa- 
tions than those of the third column is evident; but 
the data are not numerous enough for it to be possible 
to say that the superiority is decisive. It is improbable, 
though not impossible, that the varying liability of 
individuals was a chance deviation, and it is reasonable 
to consider what factors might be responsible for a 
departure from a chance distribution. 


l. A varying exposure to mosquitoes as a result 

of circumstances (e.g., night duty) or of carelessness 
in precautions, especially in the use of a mosquito met. 

.2, A varying preference of mosquitoes for the blood of 
_ different people. . ; 

3. A varying individual resistance to infection with 

malarial parasites. l 

4. Varying regularity in the taking of suppressive drage. | 
All four factors might be concerned in the occurrence 
of primary attacks and reinfections, while indiviđual 
resistance, aided to some extent by suppressive treatment, 
must determine tbe incidence of relapses. 

When a unit has spent some time in an area where 
malignant tertian malaria. is hyperendemic, the greater _ 
part have probably become infected with malaria. 
Individual resistance would be expected, therefore, to 
be relatively more important in such an area tham in 
areas where only a minority become infected and a 
larger proportion of attacks are primary infections. 

The possibility that mosquitoes may have a varying 
preference for the blood of different individuals should 
not be ignored and merits experimental study, for 
there are persons who appear to be immune to malari 
who are under the impression that they are not bitten 
by mosquitoes, gnats or fleas. l 


i INCIDENCE IN DIFFERENT GROUPS 

The varying incidence in the unit was first examined 
in relation to rank as shown in table 1. This shows an 
inverse relationship between incidence of malaria and 
seniority of rank. Itis very unlikely that this variation 


TABLE II—INCIDENCE ACCORDING TO RANE 


~ oan ee 


ee e 


Rank Number Period of Total no. Í Attack-rate 


in group | observation of attacks | (% per month) 
Officers .. 13 9 months 2 1°7 
Sisters .. 29 9 sa 5 1'9 - 
Sergeants 26 13 26 7°7 
Corporals 19 13 28 11°3 
Privates .. 55 13 102 14°2 


is a mere chance fluctuation. It may in part, but only 
to a small extent, be associated with age differences, 


less in older persons of all groups. Those who so wish 
will have no difficulty in explaining this observation 
on the ground that precautions were better observed 
by the senior than by the junior ranks. It is impossible 
to prove that this was not so, and I can only say that 
I do not think that anyone who lived in the unit could 
accept it as an adequate explanation; in fact the 
reverse was sometimes the case. It seems likely that 
an important factor in the lower incidence of the 
higher ranks was their better living conditions— 
i.e., better housing and feeding and better facilities 
for rest and recreation. i 

The incidence in ‘other ranks” doing periods of 
night duty and in those doing no night duty was next 
examined. Table m1 shows that the incidence in the 


night-duty group was 68% higher than in the group 


TABLE II—INCIDENCE IN NIGHT-DUTY GROUP 


——— 


' 
t 


Groups | Number | Period of { Total no. | Attack-rate 


in group ; observation of attacks | (% per month) 
Nightduty | 53 | 13months | 102 | 14:8 
No night | a a | 
duty .. 47 7 8:8 


| 


a rr ae a rn aaa a 


who did no night duty. This also is an improbable 
chance deviation. It would, however, be expected, 
since the night-duty group were more exposed to 
mosquitoes. | 

The varying incidence in other ranks was next examined 
in relation to consumption of alcohol, incidence of 
venereal disease, bad discipline in other respects and 
to regular participation in outdoor games, and the 
incidence of malaria in some of these groups was compared 
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with that of venereal disease. Table Iv shows that 
whereas the incidence of malaria was not significantly 
higher in the “ known bad soldiers” (who were all 
privates) than in the whole group of privates, nor higher 


TABLE IV-—INOIDENCE OF MALARIA AND OF VENEREAL DISEASE 
IN DIFFERENT GROUPS. 


Number Period of Total AAR 

Group in observa- no. of (% per 

pa group tion - attacks month) 

Malaria (months) 
Whole group .. 100 13 156 12°0 
All privates .. 55 13 102 14°2 
Teetotallers .. 25 13 41 12°6 
Non-teetotallers s 75 13 115 11°8 
VD group T ay 12 13 15 9°6 
Known bad soldiers 13 ~ 19 18°2 
Regular games players. 14 13 5 8 4°4 
Venereal Disease 

Whole group 100 13 ` 18 1°3 
Known bad soldiers 8 13 9 8°7 
Teetotallers 25 13 1 . 03 
13 17 1°7 


Non-teetotallers a 15 


in those who acquired a venereal distase than in the 
whole group, nor higher in the non-teetotallers than in 
the teetotallers, the incidence of venereal disease was 
nearly seven times as great in the ‘‘ known bad soldiers ” 
as in the whole group and six times as great in the non- 
teetotallers as in the’ teetotallers. In other words, the 
incidence of venereal disease showed a close relationship 
to bad discipline in other respects and to the use of 
alcohol, whereas that of malaria did not. Tendentious 
assumptions such as that ‘‘ malaria in soldiers is a 
venereal disease,” ‘‘ troops get their malaria in brothels ”’ 
and ‘‘ troops get their malaria drinking in native quarters ” 
did not therefore seem justifiable. 


EFFECT OF PRECAUTIONS 


‘The figures in ‘table v were kindly supplied to me by 
Captain S. B. Hughes, RAMC, and were taken from the 
pecoeda: of 584 patients from units in the surrounding 


TABLE V——EFFECT OF PRECAUTIONS 


No. in. | Average stay 


Group affected in W. Africa 
| EUP _ | before attack 
ae wee E T 
Hy hott Group (including Unit X ) 
All soldiers | ni 5'2 months 
No net for first 1-3 nights oe | $°3 weeks 
No mosquito boots is | 53 Po 
No net for first 1-3 nights and n no boots 3 2T ee 
No suppressive drug 7 8°7 months 
| 
Unit x ` 
All soldiers ae és 66 | 5'1 weeks 
No net for aa 18 nights oe: ae 11 35 63, 
No mosquito bo me wes 7 | ST 


district, who were under his care in hospital and each 
_ of whom was asked to state in confidence exactly how 
he had been carrying out anti-malaria precautions. 

The table shows the average length of stay in West 
Africa before the patient developed an attack of malaria 
in the whole group (5:2 months), in a group who stated 
that they had no net for their first one, two or three 
nights in the colony (3-3 weeks), in a group who stated 
that they either did not possess mosquito boots or did 
not wear them (5:3 weeks), in a small group with both 
these deficiencies (2-7 weeks) and in a small group who 
stated that they had taken no suppressive drug of any 
kind (8-7 months). The figures for Unit X were 
abstracted from those of the whole group because it was 
known that the average stay in West Africa of the whole 
of this unit before an attack of malaria occurred was 
unusually short, and it was thought that the presence 
of members of this unit in the ‘‘ no net ” and “ no boots ” 
sections of the whole group might be producing a 
misleading result. It appears, however, that both in 
the whole group and in Unit X the lack of a net for 1-3 
nights or the failure to wear mosquito boots considerably 


shortened the average time before the soldiers affected . 


developed malaria. 
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“EFFECT OF SUPPRESSIVE DRUGS - | 
From May to November, 1942, the unit took part 


ina large-scale observation organised by Brigadier G. M. 


Findlay to compare the suppressive effect of mepacrine 
with that of quinine. The figures from our unit suggested 
that mepacrine in doses of 0:4 gramme weekly was at 
least as effective as quinine in doses of 5 grainsdaily. They 
also suggested incidentally that quinine had been having 
a suppressive effect; for in the group changed from 
daily quinine to 0:2 g. mepacrine weekly (a dose which 
was probably insufficient and in any case would not be 
effective till some accumulation had occurred) the 
change-over was followed by a noticeable increase in 
malaria, as compared with that in a control group who 
continued to take quinine., 

The 7 soldiers in table v who admitted taking no 
suppressive drug had a longer average period in West 
Africa before developing an attack of malaria than the 
remainder of the group. I examined the records of 125 
patients from this point of view after the hospital had 
been open for 5 months. The whole group of 125 
patients had had an average of one attack of malaria 
every 11 weeks. The 7 patients who admitted having — 
taken suppressive drugs only irregularly had had 
an average of one attack. every 17. weeks, while the 
only one who stated that he had never taken any sup- 
pressive drugs had gone 52 weeks before having an 
attack. (Before I became responsible for malaria 
control in a unit, I took no suppressive drug for a period 
of 14 months, with no sign of malaria then or since, 
and I know of other similar cases.) 

These observations appear at first sight to conflict 
with those quoted above in connexion with the change 


.from the use of quinine to that of mepacrine as a. 


suppressive drug. The explanation probably is that 
soldiers who took no suppressive drugs and got malaria 
after a short stay either began to take them after their 
first attack -or when questioned did not admit that they 
were not taking them. All that the present observations 
show is that there are a few people, presumably with a 
high constitutional resistance to infection with malaria 
(or with a body odour distasteful to mosquitoes), who 
can take no suppressive drugs and still have less than the 
average number of attacks of malaria. It is indeed 


likely. that individuals fall in this respect into one of 


three categories—a group who have little or no malaria 
under any circumstances, a group who have repeated 
attacks even when taking suppressive drugs, and a larger 
middle group in whom suppressive drugs have a beneficial 
effect. This difference in behaviour strongly suggests 
a varying individual resistance to the disease. 


FACTORS CONCERNED IN A PARTICULAR ‘f OUTBREAK ” 


The most sudden and serious rise in the incidence 
of malaria in the unit was from June 10 to 29, 1942. 
At the end of this period all mosquito nets were inspected 
and those of 35 other ranks (who were forthwith charged 
and punished) were found to have holes in them large 
enough to admit the end of a cane. As'mosquitoes were 
prevalent at the time, this was thought to explain the 
increase in malaria in the preceding few weeks, but 
examination of the figures showed that over that period 


TABLE Nie eae CONCERNED IN A PARTICULAR 


‘ OUTBREAK A 
Group Number Period of Total no. | Attack-rate 
in group observation jof attacks| (% per month) 
1942 
Net-defaulter 35 June 10 to 30 5 21°4 
Sound-net .. 65 > 12 24°0 
Net-defaulter 35 May to Juno 8 11°4 
Sound-net .. 65 a 20 - 15°4 
Diarrhea .. 43 June 10 to 30 10 31°8 
No diarrhea . 53 a T 198 


and over the previous two months the net-defaulter - 
group had had less malaria than the remainder of the 


` From June 9 to 15 there had however been an outbreak 
of severe diarrhoea in the unit (traced to the breaking 
of the fly-trap of a large native latrine some 200 yards 
from the kitchen) which affected 446% of the unit 


fy Canes 
wed thew o Bp ae ere es gt tee re 


752 THE LANCET] LT.-COL. BOMFORD: HUMAN FACTOR IN MILITARY MALARIA CONTROL 


~ [JUNE 10, 1944 


and caused 5 men to be admitted to hospital with violent 
diarrhoea. The diarrhea started on June 9 and the 
sudden increase in malaria from June 10. . Table vI 
shows that over the period June 10 to 30, the net- 
defaulter group had no more malaria than the sound-net 
group, but the diarrhcea group had 60% more malaria 
than the non-diarrhcea group. It seems reasonable to 
conclude that in this particular outbreak the lighting-up 
of latent chronic malaria by an intercurrent infection 
played a greater part than the presence of holes in 
mosquito nets. . 

i Discussion 


Since malaria is transmitted by the bites of mosquitoes, 
hygiene authorities rightly insist on the paramount 
importance of personal anti-malaria precautions designed 
to prevent the mosquito reaching the man, and as 
a second line of defence in certain circumstances on 
the taking of suppressive drugs. Undoubtedly serious 
carelessness in the carrying out of these measures may 
Þe responsible for a high incidence of malaria. It is, 
however, often assumed as a corollary that a high 
incidence of malaria must be due solely or mainly to 
carelessness in carrying out personal precautions, while 
some go further and include ill-discipline, alcoholism 
, and various kinds of licentiousness as important contri- 
butory factors. But from the small number of observa- 
tions recorded here it seems probable that individuals 
have a varying liability to attacks of malaria, and the 
assumption that a high incidence of malaria must be due 
to carelessness or wickedness has not been confirmed. 


CAN INDIVIDUAL RESISTANCE BE INCREASED ? 


, There is clinical evidence that individual resistance 
to the disease is related'to the general state of health, 
and that inadequate convalescence is a potent cause 
of early relapse. In the absence therefore of any exact 
knowledge of the factors concerned in individual resis- 
tance, it is reasonable to insist that everything possible 
should be done to improve the general health of troops 
in malarious districts, and that adequate arrangements 
should be made for convalescence after attacks. 


CAN THE STANDARD OF OBSERVATION OF PRECAUTIONS 
BE: IMPROVED ? 


The best possible control of malaria in a unit can be 
attained only with the active coöperation of all ranks— 
i.e. in the presence of good anti-malaria morale. The 
- troops must regard precautions as a part of the dis- 
comforts necessary for winning the war. As a second 
line of defence, but only as such, disciplinary methods 
have their place, and given good anti-malaria morale 
their application can be expected to be effective. 

To illustrate what I mean by bad morale as it affects 
malaria precautions I have composed an imaginary 
letter home from a very disgruntled soldier in a malarious 
district. The opinions expressed are all ones that I have 
come across in some connexion and they will illustrate 
the state of mind which, at worst, hygiene authorities 
may be up against. 


Dear Ma,—They call this place the white man’s grave. 
It stinks and I am absolutely browned off. It’s too darn hot 
and there are flies all day and mosquitoes all night. There 
is nothing to do and everything’s expensive. The grub’s 
lousy and nearly everybody gets ill with malaria and dysen- 
tery. That’s because nobody cares and nobody’s bothered 
to tidy the place up and get rid of the flies and mosquitoes. 
They only send the duds here anyway and that’s why 
everything is so bad. I haven’t spoken to a white girl for 
months or been inside a house since I got here. They try 
and make us take quinine every day. It isn’t any good as 
you get malaria just the same. It tastes filthy, makes you 
feel lousy and makes your ears ring. They also say it makes 
you impotent. 
there’s no smoke without fire. The officers get out of taking 
it and so do I now—I’ve learnt the trick. What’s the good 
of caring in a place. like this anyway. We don’t know what 
we're supposed to be doing here. We've no interest in the 
place, no one has except a few shareholders in the gold mines. 
Why should we be sent here to look after their interests ?... 


How is this state of mind, which to some degree was 
by no means uncommon in West Africa and which is 
evidently inimical to the good observance of malaria 


Officers and (c) troops. 


_ circumstances. 


The doctors say this isn’t so, but I say. 


precautions, to be remedied? Good anti-malaria morale 
depends first on good general morale, but can be stimu- 


lated by education, example, propaganda and discipline, 


Education.—The method of approach must vary in 
some ways in respect of (a) medical officers, (6) combatant 
It would .of course be. a great 
mistake to assume that the education of officers of al 
ranks is any less important than that of the troops, 


(a) It is essential that medical officers should not only know 
all about personal anti-malaria measures and the reasons 
for them, but should be convinced that those in use ar 
the best available. This means that evidence of their efficacy 
should be given them and that those responsible for directing 
anti-malaria policy should be prepared to spend time 
‘answering medical officers’ questions and discussing their 
opinions. The main bone. of contention is of course the 
question of suppressive drugs. This is a medical question 
on which doctors are entitled to hold opinions and ask for 
evidence. If no evidence is forthcoming, and if those who 
ask for it are treated as ‘‘ disloyal,” it is only to be expected 
that some will begin to wonder whether any real evidence 
of the efficacy of the measure exists. ` 

(b) Combatant officers often regard the supposed dangers 
of malaria as a peculiar phantasy of the medical profession 
and the taking of precautions as something. unbecoming a 
full-blooded man. They must be convinced that a bravado 
attitude to malaria is foolish, since the fitness of their men 
may depend mainly on their personal example. 

(c) Troops must be taught how malaria is spread, why 
each item of anti-malaria precautions is necessary and how 
it works for their protection. In particular medical offices 
must explain why suppressive drugs are necessary.;. that 
it is worth while putting up with the minor discomforts to’ 
which they may lead and that the idea that the, taking of 
them may cause impotence is mistaken. They should 
realise that certain men have a real and deep, if irrational. 
objection to being forced to take anything by mouth and 
should be ready freely to discuss man’s objections to taking 
them. 

A special degree of tact must be exercised in this matter. 
Apparently conscientious objection to the taking of thee 
drugs may be determined mainly by unconscious factors 
and be a species of revolt against unpleasant and frustrating 
It is unlikely to be overcome by threats. 
and it is indeed doubtful whether in the last resort a convicto 
for refusing to take a drug by mouth could be upheld. 


Example.—Observance of malaria precautions by 
officers of all ranks should be exemplary. Nothin 
serves to make troops feel that precautions are nt 
necessary, and in fact to kill morale in this matter 
quicker than the idea that officers do not observe then. 
and worse still that they can escape observing the! 
with impunity. } 

Propaganda should mainly take the form of poster. 
though films and reminders of various kinds might-al’ 
find a place. The actual wording and design of poste 
needs the services of propaganda experts and it a 
evident that the very best available talent should te 
employed for this purpose, for bad poster propaganè | 
can easily do more harm than good. I suggest ne 
the principles underlying the design of posters for th 
particular purpose should be to link the observance & 
precautions with patriotic sentiments and the winwi 
of the war and at the same time to link some of tk 
conscious and unconscious ideas which make tro 
want to neglect or resist precautions with the “vt 
of the enemy.” i 

Discipline.—The ideal state of affairs would be o% 
in which malaria precautions were enforced by pih! 
opinion rather than disciplinary action. In prac? 
everything should be done to make the observance 
precautions fashionable, but the ideal will proba! 
rarely be attained and disciplinary measures will s02 
times be necessary. These must usually be carried “ 
by non-medical officers and that is one reason why ti 
willing coöperation is of such importance. Um 
fussiness, nagging, and threats which are not carried!" 
effect must be avoided. When definite and sem 
breaches of regulations for precautions occur, they 2 
be met by punishment which should be short, shit 
and swift. It is of course essential—though it shou 
Soe necessary to say so—that this should apply tow 
ranks. | 
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' Sumimary and Conclusions 


Observations on a small unit in West Africa indicate 


the need for further study of the human aspects of 
malaria control. | | , 
The incidence of the disease in individuals varied in 
"manner unlikely to have been due to chance. There 
was an inverse relationship between the incidence of 
malaria and seniority in rank, due, if is suggested, mainly 
to the better living conditions of the higher ranks. So 
far as could be determined, the incidence of malaria, 
unlike that of venereal disease, was not related to the 
use of alcohol nor to obvious carelessness and ill- 
discipline in other respects. Thè most serious ‘ out- 
break ”?” of the period under review appeared to have 


been related to the debilitating effects of an intercurrent 


infection. 

Soldiers who had no net for one to three nights, and 
others who did not wear mosquito boots, had a 
considerably shorter average period in West Africa 
before developing malaria than did the whole group. 

Since factors other than deliberate carelessness . are 
. involved, disciplinary measures to enforce the observance 
of precautions cannot be expected to have more than 
a limited effect. The maintenance of the highest possible 
state of general health, adequate convalescence after 
attacks, and attention to all social factors are important. 
- The best possible control can, however, be attained 
only with the active and willing coöperation of all ranks 
—that is in the presence of good anti-malaria morale. 
This depends first on the general state of morale, but 
can be stimulated by education, example, propaganda 
‘and discipline. | 

My thanks are due to Colonel O. J. O’Hanlon, officer 
commanding a military hospital, for permission to publish 
this paper, to Colonel John McFadden and Colonel A. McKie 
Reid for giving me facilities for the investigations, to Prof. 
M. Greenwood, FRS, for assistance in the interpretation of 
figures, to Major-General A. G. Biggam and Brigadier F. A, E. 
Crew for their encouragement and advice, and to Staff- 
Sergeant J. E. Dunnell for his help on many occasions, 
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‘In August, 1942, a small outbreak of angular 
conjunctivitis due to infection with the bacillus of 


LCO MENTAL HEALTH 
SERVICE 


Morax-Axenfeld began among the mental patients of | 


Claybury Hospital. Three men were affected, two in 
one ward and the third in the ward in which they 
were isolated, and seven women in one female ward. 
No direct contact between the men and women concerned. 
was possible, but the earliest case in each series was 
reported during the same month. , 

Both eyes were infected in every patient. In the eight 
chronic cases the lids were reddened and inflamed and a 
purulent discharge was always present in the morning 
before the first irrigation. 
infection was recent—mild in one case with slight 
. injection of the lids and small crusts forming at the corner 
of the eyes, but acute in the other with swollen lids and 
profuse discharge. | 

The patients were for the most part elderly and showing 
varying degrees of dementia; though not obstructing 
treatment, they could not be trusted to refrain from 
rubbing or otherwise irritating their eyes. As shown in 
the table, treatment at various times included (1) weekly 
painting of the lids with 1% silver nitrate, (2) the use of 
zinc salts, either as drops of the chloride at 0-25% thrice 
daily or as irrigation with the sulphate at 1 grain to the 
ounce of boracic lotion, and (3) application of 0:25% 
‘Mercurochrome’ drops once daily. In spite of these 
measures the infection persisted in every case. — | 

Laboratory tests having shown that the organism was 
- susceptible, a trial was made of treatment with propami- 
ine in November, 1943. After irrigation with boracic 
lotion to remove discharge, 1 minim of 0-15% propami- 


ASSISTANT MEDICAL OFFICER, | 


-propamidine was curative. 


In the other two patients the 


4 


DURATION. AND RESULTS .OF ‘TREATMENT ` 


= . _., | Previous treatment Ps - 
Mental =e Duration Bo ee ea Day of E 
condition One | ifection asa | Zino, | AOT" i negative 
age CULOD| ag curo- | swab. : 

1. Chronic l l 
schizo- j : 
phrenia...| M 54 | 11 mth | 7/12 | 2/12 | 2/12 2- 

2. Chronic l 
schizo- on s} | 
phrenia | M 62 15 ,, 8/12 1.15/12 |- 7/12 6 

3. Chronic is 
schizo - 
phrenia .. | M 64 6 ,, 5/12 =æ 5/12 | See text. 

4. Secondary | a 
dementia | F 64 9 ,. | 9/12 | = 1/12 2 

5. Secondary . l 
dementia | F 67 | 1 day = = =» 6 
depression; F 73 | 8 days - =- j.. 2 

7. Senile 

~ dementia |F 80 | 15 mth == = - 2 

. 8. Senile N 
depression | F 82 6 ,, 6/12 = 6/12 6 

9. Mental 

defect F 43 6 ,, 6/12 | 6/12 6/12 6 
10. Secondary 
dementia | F 71 (i -z; 6/12 = 6/12 2 


ne ire nn a A A R e A nee ee et ee ee 


mth = months. os 
dine isethionate ! was instilled into each eye thrice daily. 


‘This treatment was stopped after 10 days if the eyes 


py bere? normal and in no case lasted for more than 
1 ys. , J 
The clinical improvement was striking in both chronic 
and recent cases, all. discharge ceasing in 2-6 days, 
except in two. women who developed pneumococcal 


conjunctivitis on the 6th and 8th days respectively but . 


were both clear by the 11th day. Some reddening of the | 
lids remained for varying periods in four cases in which © 
Staph. aureus tended to persist. ri 
In case 2 the infection recurred, but treatment with, 
propamidine was again successful, the swabs being 
negative after 2 days. Since the eyes had been clear for 
3 months it seems probable that this was a case of rein- 
fection, although the source has not yet been discovered.? 
The bacteriological results were.equally good. The 
Morax-Axenfeld: bacillus was shown to be present 
immediately before treatment in the eyes of all patients 
except one whose last positive swab was taken in August, 
19483; his clinical condition, however, persisted and 
responded to propamidine therapy. In all the other 
cases, as shown in the table, swabs from the eyes became 
negative in film and culture after 2—6 days’ treatment. 
The effect on Staph. aureus, which was often present in 


- addition, was less definite, the organism sometimes 


appearing during treatment but in only one case persist- 
ing to the end of the course. | | 

Apart from a single occasion on which one patient . 
complained of a Brief stinging sensation, there was no 
evidence that the solution of propamidine caused irrita- 
tion in the conjunctiva and we have both experienced the 
treatment without discomfort. _ 

DISCUSSION -© 

In the cases which have been described treatment with 
Although there is no evid-- | 
ence that all strains of the Morax-Axenfeld bacillus will 
be found equally susceptible, it may be noted that three 
strains, nasal in origin, of an organism apparently related, 
but not liquefying inspissated serum, have also proved 
to be sensitive. 

The effect on Staph. aureus was less conclusive, as 
might be expected from the fact that this organism is less 
strongly inhibited by propamidine: It is possible that 
the’ patients’ lack of self-control may account for the 
appearance during treatment of Staph. aureus in several 


cases and for the onset of pneumococcal conjunctivitis in 


two. Under. continued treatment the latter infection 
rapidly subsided, while the staphylococcus persisted in . 
only one case to the end of the course. The drug there- 
fore seemed to exercise some degree of control in both 
these infections. During the period under review 
another mental patient developed a severe conjunctivitis 


1. 4:4’-diamidinodiphenoxypropane di-(s-hydroxyethanesulphon- 
ate). l 
2. The insldence of further cases has‘led to routine swabbing of 


all paticnts in this ward. : 16 carriers were found, all of whom 
" - responded to treatment. - i oa 
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due to infection with a hemolytic streptococcus. In 
2 days this subsided under treatment with propamidine, 
but hypopyon was then found and-sulphanilamide was 
‘given by mouth. The patient did well. It would there- 


fore seem that propamidine may prove useful in the treat-. 


ment of many types of bacterial conjunctivitis, with the 
exception, perhaps, of that due to the Koch-Weeks 
organism. 7 

Under the conditions described above no ill effects of 
the treatment were observed. But.it should be remem- 
`- bered that propamidine jelly has been found to cause 
superficial necrosis in infected wounds if used for more 
than 10 days (Thrower and Valentine 1943) and that 
stronger solutions (0°5%) of the drug itself have caused 
local damage in the muscles of mice (Selbie and McIntosh 
1943). Concentrations higher than 0:15% are probably 
undesirable in the eye. 


SUMMARY 


Persistent angular conjunctivitis due to infection with 
the Morax-Axenfeld bacillus was quickly cured in ten 
mental patients by the instillation of drops of 0:15% 
propamidine isothionate.thrice daily after irrigation with 
boracic lotion. 
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ANKYLOSING SPONDYLITIS 
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BRITISH RED OROSS OLINIO FOR, RHEUMATISM ; ASST PHYSI- 
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THE incidence of ankylosing spondylitis, once con- 
sidered a rare disease, appears to be increasing, and a 
good many cases are seen in the Services, The addition 
of the word “ ankylosing” excludes (1) spondylitis due 
to specific types of organism, and (2) osteoarthritis 
of the spine (more correctly termed spondylosis). 

This leaves us with a syndrome which has in the past 
been associated with the names of von Bechterew, 
Strumpell and Pierre Marie. 

This account is based on 68 cases; 8 are further 
treated in a special group but are also included in the 
main. body of the data. 


ZETIOLOGY 


Occupation —Of 36 males, 21 had sedentary occu- 
pations, while 15 did manual work (including 6 soldiers). 
Division of women into sedentary and manual groups 
is difficult and misleading, but of 32 females 13 were house- 
wives, 7 domestic workers, 3 nurses and 9 office-workers. 


It has been said that cases of spondylitis are drawn from. 


the ranks of sedentary and “ protected ” workers. 
Age-incidence.—As the course of the disease is long 
and: somewhat irregular, the ages at onset of symptoms 
and at the time of diagnosis are given. These data are 
| also analysed for 


30 sex (table 1), and 
28 Buckley’s (1935) 

| figures are given for . 
26 comparison (fig. 1). 
24 The curves, though 
29 similar, do not quite 
agree in the higher 
20 age ranges, for 
18 whereas Buckley’s 
16 curve falls sharply 
% from the 20-30 age- 
uy '4 group, the curve in 
Q 12 this series is not so 


steep and even rises 
slightly in the 40-50 
group. Buckle 
Saw no cases at a 
in the 60-70 age- 
group, whereas this 
series includes 6. 


on Am @ 


O O © © O The average age 
X 8 FF P? F at time of diagnosis 
S & 8 & 8 & was 88-4 years for 

AGE-GROUPS males and 40-0 for 


Fig. I—Age at onset of symptoms. females. In the 


_ males, 


TABLE I—ANALYSIS OF CASES BY AGE AT ONSET OF SYMPTOMS 
AND AGE AT TIME OF DIAGNOSIS 


—— SS eieaa aae a — — — ~ —— 


- Age at onset of symptoms (years)— 


te ai 


10-20 20-30 | 30-40 | 40-50 | 50-60 |60-70; — 
6 6 4 4 —_— 
7 9 4 | 2 =F - 
13 15 8 | =e 


en ta ere ee 


a 
Age at diagnosis (years)— 


Sex 


Sex 


Males .. 
Females. . 


male the average time between the onset of symptoms 
and time of diagnosis was 2-9 years, and in the female 2-5 


years.. | 
_ Taking the duration of the symptoms as a criterion, 
it seemed advisable to separate the patier s into two 


' groups: (A) those with symptoms for less han a year 


(23) and (B) those with symptoms for mor than a year 
(28). The average period for group A was 5 months 
and for group B 4°5 years. This appeared to be a 


_ significant difference and. it seemed likely that this 


grouping might be useful in separating the patients as 
regards sex, age, treatment or prognosis. Actually 
this is not so, for group A differs from group B in none 
of these factors ; 


but the two groups 14 
are worth bearing 2 e=—-e Total cases ~ 
in mind, 10 em Cervical spine 


Fig. 2 shows the 9 8 o—- Lumbar spine | 
age at onset and ù 5 : 

the site of symp- § 8f 
toms. There is a 4h 
far greater inci- 2 
dence in the lumbar 

spine in young 0 


Sex.—Itis usually 
stated that this is - AGE-GROUPS 
a disease predomi- ni eae 
nantly of males. g- ite of initial symptoms (males only). 
Of 150 cases reported by Buckley (1935) only 20 were in 
females. In my series of 68, however, there are 32 females, 
Apart from the remarks made under age-incidence, I can 
offer no explanation of this difference. 

Types of the disease.—Table 11 shows the salient features 
of the von Bechterew and Marie-Strumpell types 
(Buckley 1931), and the findings in my series are included 
for comparison. The disease, as seen today, includes 
features of both the older types, and it is uncertain why 
such acute clinical observers should have described 
only cases of one kind or the other. 3x 

The etiological factors were so diverse that it is difficult 
to incriminate any one of them; but it is noteworthy 
that no clinical case of hyperparathyroidism was seen, 
although one author (Ssamarin 1928) has advocated 

thyroidectomy. Iritis was not seen in this series, 
but it undoubtedly occurs occasionally (Teschendorf 1933). 


Q Q Q Q 9 
v.I F & 2. 
2 A 8 8 


INITIAI. SYMPTOMS 

The disease may. present itself in one of four ways :— 

With girdle-pain.—By girdle-pain is meant pain felt in 
some portion of the back and radiating round the body. 
In the cervical area the radiation is down the arms, in the 
dorsal area round the body either to the front of the chest, 
the epigastrium or the abdomen, and in the lumbar area round 
the body to the groins or down the legs. It is not always 
possible to identify the radiation of the pain segmentally, 
because there is overlapping; but girdle-pain is always 
@ suggestive symptom, for it is associated with comparatively 
few syndromes and is rarely seen in osteoarthritis of the 
spine. 
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Of the 68 cases, 40. showed girdle-pain as the initial “ 


symptom; 13 had: cervical pain radiating down the arms ';. 


5,had pain over the dorsal spine radiating to the epigastrium 
(3 of these had been. treated fro indigestion); 18 complained 
of lumbar pain, and in 12 there was typical sciatic radiation. 
' The radiation in one of these last was to the right iliac fossa 
and the groin, and the appendix had been removed. In 4 
cases complaint was made of both the cervical and lumbar 
regions. 

With pain in the back.—In 22 cases the pain was in the 
back without radiation. In 9 of these the cervical region 
was affected, in 3 the dorsa] region, in 8 the lumbar region 
and in 1 case the sacral region. In 1 case the dorsal and 
lumber spine were complained of. 

With pains all over the body.—These pains are referred to 
muscles and the usual sites are the trapezii, the muscles 
of the thigh and the calf muscles. The muscles are tender 
and the usual diagnosis is fibrositis, but thigh and calf muscles 
are not common sites for this complaint. 
2 cases started in this way. . 

With pains referred to peripheral joints. —The pain was 
referred to the feet and knees in one case, to the elbows 
and hands in another, to the right hip in a third and to the 
feet in a fourth. Such’ cases naturally present great 
difficulties on diagnosis. 

RADIOLOGY 


Gilbert Scott (1942) and Campbell Golding (1936) 
have both published work on the radiological aspect. 
Certain ap ces in and around the _ sacro-iliac 
joints are described as a characteristic and very 
early indication of ankylosing spondylitis. These 
changes are said to consist in a destructive process which 
first shows itself as an irregular widening of the joint 
surfaces with apparent serration of their edges. Definite 
- sclerosis sometimes follows in the surrounding bone and 
later the cartilage is destroyed and the joint space 
narrows and finally becomes ankylosed, For convenience 
of reference the early changes described are referred 
to as non-specific sacro-iliac disease, or more shortly the 
“sacral focus.” X-ray changes later in the diseases 
include the well-known calcification of spinal ligaments, 
superficial osteitis of the os calcis, the tuber ischii and 
baer patella, and involvement rarely of the symphysis 
pubis. 

Stage at which the disease was first seen.—Only 65 cases 
are included; 3 cases are not ' classified because 


x 


TABLE Il—OASES IN PRESENT SERIES COMPARED WITH CLASSICAL 


TYPES. 
Signs, - TESA 
PRODR; von Bechterew gare This series 
Stiffness Cervical spine | Lumbar spine | Cervical, 24; lumbar, 
travelling ;: orsa š 12; 
downwards upwards double incidence, 5 
Kyphosis Fixed dorsal None, erect In 29 out of 68 
postnre 
Liwb Not affected Always Ankylosed in 10. 
joints i affected. 
| Often : None ankylosed, 
ankylosed except of spine 
Museles Paresis and Severe Atrophy of glutei in 
affected | slight atrophy | atrophy 2, and thinning and 
. atrophy of the erector 
ine as a whole in `- 
26) (? disuse) 
Spine Infection of .| ‘‘ Ossification | No sure evidence of 
pia spinalis of spine ’’, local meningitis or 
a poe (Precisemean- | involvement of cord ; 
ing uncertain) | ‘‘ Bamboo spine ” in 6. 
Antecedent! Heredity, Rheumatism Given below 
andfamily | trauma and and 
Ts lues | infection , 


fom cases in this series had a family history of infective 
a 
Antecedent factors were: gonococcal infection, 1 ; trauma, 3; 
stonsils and teeth infected, 10; rheumatic fever, 5; 5. pulmonary 
tuberculosis, 3; double pneumonia, 2; pregnancy, 1; menopause, 
2: raat tga ted with h rpiesia, 2 ; sprue, l: diabetes. 1; repeated 
One patient had a remission for 7 years after the 
stump of : “tooth. was extracted. 
the 52 cases tested 1 positive Wassermann reaction: wes 
Suna. Of 38 gonococcal fixation tests 1 was positive’and 1 mildi 
po 


In this series ' 


the radiograms were not available for re- checking, 
Using X-ray standards, the following figures appear : :— 


Group Cases 
` A Sacral focus only >; Big . . 17 
B Sacral focus and involvement of spine 10. 


C Ankylosed sacro-iliac joint and involvement of spine 30 °° 
-D Special group with clear sacro-iliac joints .. es 8 


No significant difference in sex distribution, sedi- 
mentation-rate, age, length of history, treatment or 
prognosis (as far as we know it) could be demonstrated - 
between any of these groups. 

If a sacral focus always led to ankylosis, one would. 
expect the cases with the sacral focus to have a shorter. 
history than. those showing ankylosis. They have; 
but the difference is very small and not significant. 
The significance of the remissions which occur is difficult 
to assess. Nor has a sacral focus been seen to change 


.to ankylosis though the investigation has been carried 


on for 8 years, but there is no doubt that the X-ray. 
changes are slow, and moreover 30 cases. were originally 
seen in the ankylosed state. It is well known that the 
disease has a natural term in some cases; one patient’ 
seen originally with ankylosed joints has had no recur- 
rence in 12 years. 

Sacral focus.—The pathology underlying the X-ray’ 


‘appearance described under this head is unknown, 


In the opinion of some radiologists the X-ray picture 
would not be dissimilar to that of an infective arthritis 
of the sacro-iliac joint, and if ankyloses of the “ facet ” 
joints of the spine always followed, the sequence might 
be understandable. In many cases, however, this is 
not so, and calcification of ligaments only follows. Nor 
is it certain that the sacral focus always leads to anky- 
losis of the sacro-iliac joints. Out of 30 cases with 
ankylosed joints in this series, 7 had clinical histories 
of less than a year, which suggests either that the disease 
may have a long silent pemod or that ankylosis can take 
place very quickly. 


ERYTHROCYTE EE DIENTATION RATE 


Taking an ESR of over 15 mm. at the hour (Westergren) 
as being raised, 27 ‘of the 36 males and 17 of the 32 
females showed a raised figure. If 10 mm, at the hour 
is taken at the top limit of normality, 33 of the 36 males 
and 22 of the 82 females showed a high ESR. The ESR 
is not of great value in prognosis—some cases do well, 


in spite of a rising figure, and vice versa. 


CASES WITHOUT A SACRAL FOCUS. 


Clinically, these cases resemble ankylosing spondylitis 
with a sacral focus. There were 5 women and 3 men, 
and all pelvic X-rays were carefully rechecked. The, 
average age at onset of symptoms was 43, and at diagnosis 
46. In 5 cases the onset was in the 40-50 age-group, 
The site of attack in all the women was the cervical, 
region, and in the 3 men the dorsal region. Occupation 
and setiological factors did not differ from those in the 
main group. The ESR was raised in 2 women and normal 
in 3; it was raised in all 3 men. 

: Radiography showed local ankylosis of the lateral 
spinal articulations in 5 cases (4 women, 1 man) and local 
calcification of ligaments in 3 cases (1 woman, 2 men).. 

Of these 8 cases, 3 are under observation and. 
4 have been followed 2, 24, 5 and 6 years after the 
patients were first seen. In these cases the sacro-iliac 
joints were still clear by X-ray examination, and the 
original lesion showed no advance, but the clinical icture 
is still unsatisfactory, all 4 patients still complain of 


pain and disability. One case cannot be traced and | 


the other 3 are too recent for assessment to. be useful. 


ha 


TREATMENT 


It is hard to estimate the value of eaat in a 
condition subject to remissions; but certain measures 
are clearly beneficial. 


(a) Almost certainly X- -rays cure some patients (Hilton. 
1943). 

(b) The Kromayer lamp hes a favourable effect in most 
cases, : 7 

(c) Gold has apparently been of use. 

(d) The plaster-bed is helpful. 


`~ 
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Physical methods play an important part in all cases, 
especially those with ..a diminished . respiratory 
excursion. 

| SUMMARY AND CONCLUSIONS, _. po $ 
- A group of 68 cases of ankylosing spondylitis is 
analysed. 

Graphs illustrate the age and sex frequency, as com- 
pared with Buckley’s (1935) series, and show that in 
young males the pain is most often referred to the 
lumbar spine. ~ ' 

Features of the von Bechterew and Marie-Strumpell 
types are compared with the present series. 

Radiological examination often establishes the presence 
of non-specific sacro-iliac disease (the sacral focus) but 
in‘a small group, indistinguishable clinically, no sacral 
focus is present. These show X-ray evidence of anky- 
losis of the ‘spinal facet joints or of calcification of 
ligaments, - : ' 


ma 


von Bechterew, W. (1893) Neurol. Zblt. 12, 426. 
‘ : med. J. i, 1199 ; (1935) Reports on 


FACIAL PALSY 
IN CLOSED HEAD INJURIES 
: THE PROGNOSIS 


J. W. ALDREN TURNER, DM OXFD, MRCP 
MAJOR RAMC; NEUROLOGICAL SPECIALIST 


From a Military Hospital for Head Injuries 


THE purpose of.this paper is to determine the prog- 
nosis of peripheral facial palsy occurring as a complica- 
tion of closed head injuries. Cases of incomplete 
recovery are apt.to obtrude themselves and give a wrong 
idea of the prognosis. A series of 70 consecutive cases 
with a traumatic facial palsy admitted to a military 
hospital for head injuries were studied for this purpose. 
The types of injury were : . 


Motor cycle accidents 21 | Cycle accidents š oe 5 
Car accidents wi .. 17 | Air-raid casualties .. .. 4 
8 ee ee ee 12. Crush injuries e. ee 2 
ury to pedestrians by Miscellaneous... .. eign Di 
vehicles ee ee ee 7 


The facial nerve was the second most commonly 
injured of the cranial nerves in a series of 1550 consecu- 
tive head injuries studied in another connexion (Aldren. 
Turner 1943), damage to it being exceeded in frequency 
only by damage to the olfactory nerve.- | 

Post-traumatic amnesia is often used as a criterion 
of the severity of head injury, though at times it is 
open to fallacy (Symonds and Russell 1943). The 
length of post-traumatic amnesia in these 70 cases was 
as follows: —— 

No loss of consciovsness (ine _ 

cluding 1 crush injury) .. 6 
Under 1 hour . oe i ks 

There was no constant position of impact to the head 
as judged by the site of abrasions or bruises in the early 
stages. after the injury: .this.is in contrast to cases of 
injury to the optic nerve where the position of impact 
is almost always in the frontal region ; and to olfactory 
nerve injuries where frontal or occipital impacts are 


those 


1-24 hours .. ee . 16 
1-7 days ae ee we 30 


_ usual (Leigh 1943) . Ng 


Traumatic facial palsies are of two types: 


. occurring at the time of the injury, and those delayed 


in onset. In patients comatose for some days after an 
injury there may be some difficulty in determining the 
time of the onset of the facial palsy. In this series there 
were 36 immediate palsies, and 34 cases of delayed palsy 
among which was 1 case with a bilateral traumatic 
facial palsy. k 

'Delayed facial palsy developed at any time between 
the 2nd and 8th day after the injury, as follows : 


Day after injury Cases Day after injury Cases 
2nd r 1 6th 2 
3rd sD 7th 5 
4th n 5 8th 2 
5th .. 3 


. partial, in 11 it was complete. 


9 Over 7 days ‘a as 9 . 


and suture of the nerve. 


`. The bilateral case will be ‘considered separately. >. In. 


one case in which the facial palsy developed on the 8th 
day, only the lower part of the face was affected on 


- that day, and the signs resembled in some ways an upper 


motor neurone lesion';' but by the next day the upper 
part of the face was affected as well. 

In 22 of these delayed cases the facial palsy was only 
In no less than 19 cases 
recovery started within a few days of the onset of the 
palsy and progressed to complete recovery withim less 
than 3 weeks. Another 6 cases began to recover within 
3 weeks of the palsy appearing, and in these recovery was 
complete within a further 4 weeks, except for one*case 
which did not clear up completely for 12 weeks after the 
injury. -Of the remaining 8 cases, 5 are known to have 
recovered completely within 4 months, but it is not 
certain exactly how long recovery took, and 1 had been 


posted abroad and could not be followed up. 


The other 2 cases were less satisfactory. One showed 
incomplete recovery with associated facial movements in 
6-8 months; this sequel is commoner in the immediate 
palsies and will be. discussed later. The last Case 
developed an acute otitis media 5 days after his injury, 
which had been accompanied by bleeding from both 
ears ; this man’s facial palsy developed on the same side 
as, and at the same time as, the acute otitis media, and 
6 months later there was no clinical evidence of any 
recovery in the facial nerve. A mastoid operation had 
been done in the interval, but the facial nerve had not 
been inspected. . 

Immediate facial palsy.—Of these cases, 17 were only 
partial, the other 19 complete. As in the delayed 


- palsies, a group (9 cases) started to recover in afew days 


and were normal within about 3 weeks, in another group 
(15 cases) recovery started within 3 weeks and was 
complete within 6-8 weeks. There was, however, a 
considerably larger proportion of slow and incomplete 
recoveries in the immediate than in the delayed palsies. 
Of the remaining 12 cases of immediate palsy, 3 began to 
recover within 6-8 weeks and had recovered completely 
within 3 months: 6 showed no improvement for 3 


` months after injury and then slow recovery started and 


progressed for some months. In these cases normal 
facial movements did not return ; for though eventually 
there was fairly good voluntary power some contracture 
of the facial muscles remained with deepening of the 
nasolabial and other grooves on the face. The most 
disfiguring feature, however, was the development of 
associated facial movements which interfered with the 
normal free play of facial expression ; when the eyebrow 
was raised the corner of the lip on the same side would 
retract and on smiling there might be involunt 
wrinkling of the forehead. In addition, in most of these 
cases some impairment of voluntary power persisted 
so that there was facial asymmetry when the patient 
was smiling or talking. 


In this group of cases, where delayed and imperfect recovery 
takes place and associated movements develop, there has 
been actual regeneration of the facial nerve; while in the 
cases showing quicker and complete recovery the neural 
lesion has been a physiological block without actual nerve 
degeneration. The physiology of the associated movements 
has been given an anatomical basis by the experimental work 
of Howe, Tower and Duel (1937), who studied the facial 
recovery in monkeys after freezing, alcohol injection, section, 
They found.that as volun 
power in the face returned mass movements similar to those 
seen in man appeared and that as the paralysis became less 
these movements spread over a progressively wider area. 
They made histological studies of the regenerating nerves in 
3 monkeys in which there were definite associated movements, 
and demonstrated branching of the regenerating axons which 
gives one axis cylinder connexions over a wide area of the 
facial musculature. 


Of the 3 remaining cases in my series, 1 has been 
followed up for over two years and there is no return of 
voluntary power; it proved impossible for me to 
examine the other 2, but in 1 case the patient’s doctor 
reported that there had been no recovery after 18 months, 
and the third patient reports that there has been no 
improvement in two years. It is noteworthy that in 2 
of these 3 bad results there was'an acute otitis media 
on the side of the facial palsy. after the injury ; it will be 
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recalled that there was also'an acute otitis media in 
the: only ‘case among the delayed palsies where there 
had been no recovery after 6 months.’ These findings, 
though perhaps not conclusive, suggest that a middle-ear 


infection complicating a -traumatic facial palsy is of. 


bad import. 

In the early stages of a complete palsy it is impossible 
to tell whether rapid recovery will follow or whether 
regeneration of the nerve will have to be waited for. 
After weeks the electrical reactions are of some 
help; if a faradic response is still obtainable rapid 
recovery will follow in most cases. In some of the later 
cases of the series electromyographic records were made 
by Captain Graham Weddell, Ramc, and it is hoped that 
further work of this type will make it possible to tell 
at earlier stages whether the nerve has actually de- 
-` Bilateral facial palsy.—There was one case in the 
series of a bilateral traumatic facial palsy in which both 
sides recovered completely in the course of 8 weeks— 
this case was admitted to hospital about a sore 
after his injury ; the previous records were incomplete, 
but it appeared that both facial palsies had been delayed 
in onset. There are:-a number of records of bilateral 
_ cases (Keiper 1923) and the prognosis does not seem to 
differ from the unilateral cases. : 


 ÆTIOLOGY n 


In at least 51 of the 70 cases there was bleeding from 
the ear on the side of the facial palsy immediately after 
the injury, ahd it is likely that the figure is really higher 
than this. In 5 cases there was leakage of cerebro- 
spinal fluid from the ear which stopped in a few days 
and did not recur. Meningitis never developed, though 
in 1 case there was an erocele; in this case thorough 
X-ray studies were made of the frontal sinuses and 
cribriform plate and no fracture could be demon- 
strated, so it was presumed that the intracranial air 


entered through a tear in the dura overlying the petrous 


part of the temporal bone, an event of considerable 
rarity. A similar case is described by Davis (1943). 
Deafness on the same side is a common accompani- 
ment of a traumatic facial palsy ; there is no connexion 
between the degree of deafness and the prospect of quick 
or slow facial recovery. Complete perception deafness 


may be present with no facial palsy ; and in a. case not . 


included in this series, where a severe degree of facial 
palsy had persisted for 26 years after a head injury, I 
was unable to demonstrate any deafness to the watch 
or whispered voice. | j 

It is probable that a traumatic facial palsy is always 
. associated with a fracture in the petrous part of the 
temporal bone, though this is not always demonstrable 
in X-ray studies, especially when the fracture line is in 
. the longitudinal axis of the bone. The exact cause of the 
facial palsy is not certainly known, but it may be either 
a transient block or a lesion in continuity. In the 
immediate cases the lesion is probably either laceration 
of the nerve or an intraneural vascular accident, while 
in delayed cases pressure on the nerve by blood in the 
fallopian aqueduct is the likely cause. 


TREATMENT 
In the large proportion of rapidly recovering cases no 


treatment: is needed ; and in the slowly recovering önes` 


no treatment will hasten regeneration of the nerve: all 
that-can be done is to try to keep the facial muscles in 
good condition till the nerve has regenerated. A wire 
splint hooking round the corner of the mouth and the 
back of the pinna should be worn to prevent the muscles 
sagging, and massage, given by the patient himself 


working upwards and outwards from the angle of the | 


mouth, should be applied several times a day. Regular 
treatment with galvanic current is probably worth 
while, though the experimental evidence of its value is 
still meagre. When recovery starts it is advisable for 
the patient to practise facial movements in front of a 
mirror, especially where associated facial movements 


are occurring, in an endeavour to move the various parts ` 


of the face separately. Unfortunately, if Duel’s view 
of the mechanism of production of associated move- 
ments is correct, this constant practice is unlikely to- 
yield much in the way of results. l 


As regards operative treatment, no series of results 
has been published. My series provides no argument 
for operating unless there has been no recovery for at 
least 6 months after the injury, in which case exploration 
of the nerve in the facial: canal might possibly be advis- | 
able. Electromyographic records should be made first 
to determine whether any motor units are getting 
through to the muscles (Weddell et al. 1943). l 

Could early decompression of the facial nerve in the 
canal, in the cases which are going to recover slowly by 
regeneration, hasten the recovery and prevent the 
development of associated movements and facial con- 
tracture ? The answer to this is unknown, and if a 
series of cases treated in this way should be published 
in the future, it will be instructive to compare it with ` 
the present series, in which no decompression operation 
has been performed. : i 

| SUMMARY 

A series of 70 consecutive cases of facial palsy com- 
plicating a closed head injury have been followed up. 

Of the 34 cases of delayed palsy good recovery occurred 
in all except 2. | = 

Of the 36 cases of immediate palsy, 6 showed incom- 
plete recovery with development of associated move- 
ments and 3 showed no recovery at all. a 

Of the 4 cases (3 immediate and 1 delayed) in which 
there was no recovery, 3 had had an acute otitis media 
on the side of the facial palsy. a. 


My thanks are due to the Officer Commanding, Military 

Hospital (Head Injuries), for permission to study these cases ; 

to Brigadier Hugh Cairns, and Captain Graham Weddell, 

RAMO, for help in the preparation of the paper; and to the 

Medical Research Council, which sponsored the head injury 

follow-up scheme. , ` 
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PYRETO-ELECTRIC SHOCK THERAPY 
IN SCHIZOPHRENIA 


J. FUSTER, MD BARCELONA 
DIRECTOR OF THE SANATORIO DE PEDRALBES; DEPUTY 
DIRECTOR, SANTA ORUZ MENTAL HOSPITAL, BARCELONA 


WE have originated this method for the treatment of 
serious schizophrenic syndromes. It consists in pro- 
ducing a convulsion by means of electric shock in 
patients in whom a temperature of 39°—40° O. (102-2°— 
104° F:) has been induced by a chemical pyrogen.. 

A woman, who had been suffering from an agitated form 
of schizophrenia for 7 years, had. undergone several courses 
of pyrotherapy, 2 series of leptazol (each of 12 shocks), one 
course of Sakel’s treatment (40 comas) and 12 electric 


_shocks; the only signs of improvement—very slight—were 


seen immediately after the pyrotherapy and electric shocks, 
and this gave us the idea of producing the convulsion while 
her temperature was at 39°C, induced by intramuscular 
injection, 10 hours before the electric shock, of an aqueous 
suspension. of colloidal sulphur. After the fifth convulsion 
the patient had recovered her prepsychotic personality and 
had only a slight residual defect. _ . 


Since then we have applied this form of treatment in 
schizophrenic syndromes in which successive treatments 
be a leptazol, insulin and electric shock had 

ed. i . 


. TECHNIQUE 
We habitually use ‘ Sulfal,’ an’ aqueous suspension 
of colloidal sulphur, 1 in 100. With intramuscular 


‘injections of 2-5 c.cm. we almost always obtain efficient 


and regular thermic reactions, the temperature being 
between 39° and 40° C. with the highest point reached, 
6-12 hours after the injection. We do not doubt that 


-electropyrexia would prove equally satisfactory. 


The apparatus for electric shock consists of two circuits, 
one to determine the resistance of the skull, and the 
second to give the shock. Taking due ‘precautions we 
have had no accidents in some 2000 electric shocks 
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ANALYSIS OF CASES AND RESULTS ~ a 


Age PX: | | thous | Constit. Syntonic |— 
Case | (year)| Admission. Onset | person-| type | reaction 
| ality | 
1 | 30 19.v.42 | 1935 E. Ath. Yes 
2 | 33 30.ix.41 | 1939 E. Ath. No 
3 | 22 |. 8.ix.42 1938 S. Pyk No 
4| 32 18.vi.42 | 1940 | E. Lep. | Yes | 
5. | 29 1.vi.42 | 1939 A. Pyk. | Yes | 
6 | 21 | 9.xi.42 | 1942 | E. | Pyk. | Yes | 
7 | 37 7.V.40 1936 E. | Pyk. Yes | 
8 j 21 20.1.41 1940 A. | Lep. | Yes | 
9, | 40 | 12.ix.38 | 1927? | S. | Lep. | Yes : 
“40 | 29 a me A. Dys No : 
“41 | 35 | 29.iv.42 | 1942 s. Lep. | Yes | 
12 | 23 12.1.43 1942 E. Dys. No ` 
13 | 25 | 12.viii.42 | 1931 A. Lep. No 
14 2 ( 3.vii.35 | 1934 S. Ath. No 
15 | 37 | 5.viii.39 | 1939 A. | Ath. No 
16 | 22 | 11.41.43 | 1940 A. | Pyk. | Yes 
17 | 22 | 26.41.43 | 1940 E. | Lep. | Yes | 
18 | 27 2.41.43 1942 E. Lep. Yes | 
19 | 28 7.v.35 | 1935 A. Lep No : 
20 | 25 18.viii.41 | 1941 A. Lep. No 
| i 


JaA 


E. = extraverted. 
Lep. = leptosamatic. 
T. = typhoid fever, 


A. = asthenio reaction to life. 
Dys. = dysplastio. 
+ = complete remission or cure. 


except one case of wrenching of the trochanter from the 
humerus, and one fracture of the neck of the same bone. 

It is first necessary to discover the dose of sulfal 
required to produce a temperature of between 39° and 
40° C., beginning with 2 c.cm. injected intramuscularly. 
The temperature should be taken regularly to ascertain 
the number of hours between the injection and the top 


‘of the temperature curve, as there are considerable. 


individual variations, though they are generally constant 
in each case. If 2 c.cm. is not sufficient the dose should 
be increased, after the temperature has returned - to 
normal, by 1 c.cm. at a time, in order to ascertain the 
necessary dose.and the time when the highest point of 
the fever is reached. Once these two facts have been 
determined, the time of the injection can be fixed in 


S. = sthenic reaction to life. 
D. = development of prepsychotic personality. 
`l = failure of treatment, 


accordance with the time at which we wish to administer | 


the electric shock. If the temperature is not above 
39° C. the pyreto-electric shock is unlikely to be effective. 
In female patients we suspend treatment during the 
menstrual period. We generally give two applications 
a week of this treatment, and a total of not less than 
8 pyreto-electric shocks. It may prove necessary to 
give 15, 20, or more. Details and results are shown in 
the table. | 
? RESULTS 


The patients treated all had clear polymorphic schizo- 
phrenic syndromes with the exception of cases 1 and 11, 
who had, superimposed on a manic-depressive basis, 
an elaborate schizophrenic symptomatology of the type 


described by Lange and Kleist. We eliminated advanced. 


states of dementia. All had been treated with pyro- 
therapy, and leptazol convulsions and electric shock, or 
electric shock alone. With the exception of cases 3, 6, 
11, 14, 16 and 17, all had undergone intensive insulin 


treatment under our colleague Dr. Portabella Duran. 


Oases 8 and 9,; moreover, had had typhoid fever while 
in the mental hospital. Those who showed improve- 


ment on these methods had immediately relapsed. 


~~ 


when the treatment was discontinued, except for cases ` 


3, 9 and 12 who were able to adapt themselves to occu- 
pational therapy in the hospital. All the patients had 
been, carefully studied from the point of view of con- 


EFFECTS OF TREATMENT 


Pyreto-electric 


Pyro- | Leptazol - Insulin Electric 
therapy | injections (comas) shocks, shocks aad 
| pe A 
2 series 12 12 40 12 10 Ss 
tals, |e eae d as ee ee 
1 series | A 8 7 F 20 10 t | 
1 series 10 i 30 9 10 _ = 
1 series 12 37 ib 10 + -+ 
21 series | 12 i 10 ats oe, hh 
2series 10 20 26 10 8 + + 
y, tgoriea’ 10 l 30 , 10 s 2 
2series T = 21 12 8 | l 
To a p 
2 series [ooo 32 = 12 8 - — 
[series | 12 12 és 412 15 + — 
1 series : E 30. O BR T FY 4 
1 series | 12 31 12 20 a 
eat. & = 5 hae = & 
zkers D 40 20, | 20 + — 
series | 12 o iom [M + 
1 series 10 i 12 1 | 12 TATE 
1 series 12 i2 30 | . 1 (| ES >. + 
3sories ` 20 20 D g 20 =< = 
"2 series. 12 12 | 30 | 20 \ | 10 t << 


Ath. = athletic. Pyk. = pyknic. 
F. = fixing of the cure. 
= = incomplete remissions or improvements. 


stitutional type and prepsychotic personality, and no 
physical ailments were found in them apart from the 
schizophrenic psychosis. i | 

Syntonic reaction was discussed at the congress of psychia- 
try and neurology held in Barcelone in 1942. The symptom 
is based on observations made over 5 years. In certain acute 
schizophrenic outbursts ‘we find that the patient replies with ` 
a short sentence or an adequate monosyllable to the first 
questions (which vary greatly) that we ask him on our daily 
visit. This capacity for syntonic reaction quickly disappears, 
however, and the patient once more falls into verbigeration, 
into his schizophrenic language, with general disturbance of 
the attention, mannerisms, verbal stereotypes, stoppages, and, 
in short, the usual course of schizophrenic. thought. I believe 
this to be an important symptom, indicating a favourable 
outlook in acute schizophrenia and even in cases whose prog- 
nosis should be unfavourable on account of asthenic and 
dysplastic constitutional types, and autistic prepsychotic 
personalities with asthenic and sthenic reactions to life’ The 
syntonic reaction at the first contact is of great prognostic 
value, even more valuable, in fact, than knowledge of the 
constitutional type and prepsychotic personality. 

We also study the syntonic reaction in a wider sense in all 
schizophrenics. When one is not dealing with an acute 
outburst the affective stimuli must be greater, and we not 
only take answers into account, ‘but also mimic reactions 
and the general psychomotor reaction. In this wide sense 
—which we call “ affective resonance ’’—we have noted the 
reaction of each of the cases treated with pyreto-electric. 
shock. ese a | 

It will be seen from the table that, of the 20 cases, 10 
were of more than 4 years’ standing. Pyrotherapy with, 
sulfal improved cases 1, 5, 14 and 20, but not to the 
point of remission. In case 8, incomplete remission, 
followed an attack of typhoid fever, but then improve- 
ment only lasted 3 weeks and was succeeded by a relapse.. 
Case 9 who also had typhoid fever relapsed after a few 
1, The term “‘sthenic ” is used to denote a feeling of superiority 

which is often associated with some lack of scruple and an, ` 
actively aggressive attitude. The asthenic- subject, on the 
otber hand, feels inferior and is weak in character and lacking- 


in capacity; he avoids responsibility, willingly submits to. 
others, and is often unstable, unreliable and unhappy. 


. 
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days. With leptazol cases 4, 5, 6, 7, 16, 17, 18 and 20 
showed incomplete remissions with relapses as soon as 
treatment was discontinued. With insulin only cases 
5 and 15 showed a slight improvement. With electric 
shock incomplete remissions followed by immediate 


. relapses were obtained in cases 4, 5, 6, 7, 8, 16, 17, 18 © 


and 20. With pyreto-electric shock, therapy complete 
remission was obtained in cases 1, 4, 5, 6, 7, 8, 16, 17, 18 
and 20. oe 

Of those remissions which proved impossible to 
stabilise or ‘‘ fix ” (cases 1, 4, 11, 15 and 20) 2 had 
extraverted prepsychotic personalities, 2 were asthenic 
and 1 sthenic in their reactions to life. As regards 
constitutional type, 3 were leptosomatic and 2 were 
athletic. There were no pyknic types and notwith- 
standing this, 3 showed definite affective resonance. In 
these cases perhaps a greater perfection and earlier 
application of the treatment might have given the fixing 
or stabilisation of the remission which was obtained. 
One must not forget that in all these cases convulsion 
therapy had previously been tried, and that the disease 
was of 1-7 years’ standing. When we are able to 
determine the indications in a less empirical manner, 
pyreto-electric shock applied earlier may be expected 
to yield even better results. At the moment we apply 
electric shock to our schizophrenic patients when we 
consider that it is indicated, but if after the first series 
of 12-20 electric shocks any remission produced is 


ADSORPTION OF ACRIDINES BY GAUZE 


ADRIEN ALBERT 


WALTER S. GLEDHILL 
PH D (MED) LOND, B SC SYDNEY i 


M SC SYDNEY 
COMMONWEALTH RESEARCH FELLOWS, SYDNEY UNIVERSITY 


` THE use of acridine chemotherapeutic agents in the 
prophylactic and curative dressing of wounds often 
entails their application in conjunction with gauze. 
For some purposes, in place of the more usual soft 
paraffin gauze or other greasy dressing, it is more con- 
venient to apply absorbent gauze saturated with a 
solution of proflavine or other acridine. In such cases 


the gauze adsorbs a certain amount of the antibacterial - 


substance, which apparently combines with the cellulose 
by secondary valencies to give a loosely held compound. 
Because it was not originally realised that such combina- 
tions were reversible, warnings were sounded against 
the use of acridines with non-greasy dressings (cf. 
Fleming 1940), but Savage (1943) has shown that pro- 
flavine gauze is very effective in killing streptococci in 
vitro and that it is comparable with the pure substance 
in this respect. | | 

In order to place knowledge of the adsorption of these 
compounds on a quantitative basis, we have investigated 
their interaction with a sample of absorbent gauze and 
have included crystal (‘‘ gentian’’) violet as well as 
sodium chloride in the tests for purpose of comparison. 


EXPERIMENTAL DETAILS 


The sample. of gauze used weighed 425 grains to the square | 


yard, the warp and weft counts were 45 and 22 to the inch: 
respectively and the time for saturation with distilled water 
was 8 seconds. The sample was comparatively free from 
foreign matter, yielding 0:72% to the BPC test. Of this, 
0-4% was alkali-insoluble and was found to be acid- 
insoluble after ashing (probably kaolin); the rest was alkali- 
soluble and gave ether-soluble fatty acid (0-2%) on acidifica- 
tion, indicating the presence of residual soap or soap-acids 
in the gauze. 

The method used was to agitate 1 gramme of the gauze 
with forceps in 10 ml. of the required solution contained in 
a tube 4 in. x 1 in. for 5 minutes. The supernatant liquid 
‘was then poured off and compared in a colorimeter cup with 
a 0-1% solution of the dye. 


same strength as the approximate reading obtained and was 
compared with the supernatant liquid once more. It was 
generally found that the second standard was from 4 to 10% 
stronger than had been calculated and this correction was 
used in assessing the true strength of the supernatant liquor. 
The results are given in the table. In the case of sodium. 
chloride, the amount remaining was titrated with standard 
nitrate solution. ; 


To compensate for any deviation ` 
from Beer’s law, a fresh standard was then made up of the 


followed by a relapse we then apply pyreto-electric 
shock therapy. : 

Cages 2, 10, 13, 14, and 19, in which the treatment 
failed, were all of more than 4 years’ standing: 3 were 


. autistic and asthenic in their reactions to life, 1 sthenic 


and 1 extraverted. The constitutional types were: 2 
athletic, 2 leptosomatic and 1 dysplasic. None of these 
showed the: least trace of affective resonance, and 
definite destruction of the personality was clinically 
evident. 4 
| | SUMMARY 

From analysis of the 7 favourable cases among 20 
schizophrenias treated with pyreto-electric shock we can 


- deduce that fixing of the remission was obtained in 3 


extraverts, 3 asthenics and 1 sthenic. 
siderable affective resonance ; 
leptosomatic. | 

All had shown slight improvement with leptazol and 


All had con- 
4 were pyknic and 3 


_ electric shock, but after a few days had relapsed into 


their previous psychotic state. 
effect on any of them. | 
Except case 7, none was of more than 3 years’ duration. 
All this gives the noteworthy proportion of 35% of 
stabilised remissions in schizophrenias. of variable 
duration in which pyrotherapy and convulsion shocks 
had failed. This proportion-should increase when we 
have a better knowledge of exactly when the method 
is indicated and are therefore able to apply it earlier. 


Insulin had had no 


ADSORPTION BY GAUZH 


As will be gathered from experiments 1 and 2, the 
gauze under these conditions absorbs 33-34% of pro- 
flavine sulphate BP, and this figure was increased to 
67-69% if the solution was made up in normal saline 
instead of in water (experiments 4 and 5). Nevertheless, 
agitation with water for 5 minutes extracted 9 and 23% 
respectively from the product of experiments 1 and 4 
and there is no question that the gauze holds these 
“ dyes” quite loosely ; indeed, it is rendered almost 
colourless by leaving in running water for 5 minutes., 
That the foreign matter present has a part in this adsorp- 
tion is shown by the fact that a sample of gauze freed 


ADSORPTION OF ACRIDINES, CRYSTAL VIOLET AND SODIUM 


: ` CHLORIDE BY GAUZE (l GRAMME) AT 20° 0 
Weight of 
| Woignt | Weight, [Weight of 
i VEDI tanos | centage , Washed 
xp -|of0-1% | stance i out by 
DO. Substance solution! inthis | °f u 10 ml. ‘of 
| (mi.) rolaitie adsorbed serum | in 
| | | (mg.) 
Pac fe ee at Oe AS On S eae by Te ek ee gy OF le a a Ae 
1 Proflavine sulphate % i 
BP in water és 10 3-3 (33) ` 
2 Ditto -10 10 | 3-4 (34) ; 
3 ‘ . Ditto 20 20 5:2. (26) i 
4 Proflavine sulphate | 
l - BP in 0-9% Naci 10 .10 l6 7 (67) i 
5 Ditto 10 10 | 6-9 (69) | 
6 | Proflavinesulphate BP 
adjusted to pH 6 | 
with sod. bicarb. 10 10 6-1 (61) | 
7 2: 7-diaminoacridine 
hydrochloride . .. 10 -10 4-6 (46) 3:0 
8 5-aminoacridine hy- | 
drochloride Se 10 | 10 2-3 (23) | 
9 Acriflavine BP ss 10 10 2-2 (22 
10 | Crystal violet (chem- 
ically pure) ae 10 10 3°5 (35) 2-4 
11 Ditto in 0:9% Nacl 10 10 8-1 (81 ele 
12 | Sodium chloride. .. 0 10 0-1 q 
‘13 10 ml. of 0:9% Naci | .. 90 4:0 (4) 


from it by the BPC method adsorbed only 17 (as against 
33) % of profiavine. i 

Adjusting a 0-1% solution of proflavine to pH 6 by 
the addition of a quarter of its weight of sodium bicar- 
bonate (cf. Albert and Gledhill 1943) increased: the 
adsorption to 61% (experiment 6); 2:7-diaminoacridine 
hydrochloride, which gives a solution of pH 6 without 
the necessity of neutralisation, was adsorbed to the 
extent of 46% only, while 5-aminoacridine hydrochloride 
(neutral) and acriflavine (highly acid) were taken up 
least of all (22-23%). Sodiurn chloride was not adsorbed 
to any extent, while the adsorption of crystal violet 
(neutral) is of the same order as that of proflavine 
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(acid). Raising the temperature of crystal violet 


' solution from 20° to 87° C. caused_only a small increase 
- in adsorption (from 35 to 45%); the effect of tempera- 


ture change on the other substances would presumably 
- be of this order. i - 


Practical use of this knowledge may be made by the 


surgeon if he ascertains the weight of the standard pack 
of gauze supplied him. If this weight of gauze (x 
grammes) is agitated with 10 # ml. of 0-1% solution of 
proflavine sulphate BP for 5 minutes, then the solution 
dripping from it contains 1 part in 1700 of the dye. 
From further experiments we have found that gauze 


immersed in the same proportion of 0-2% solution will - 


drip a 1 in 1150 solution, while a 0-3% solution will 
similarly be transformed to a 1 in 400 (0-:25%) solution. 


DESORPTION BY SERUM 


Where the acridine-soaked dressings are in contact 
with serum, as must often be the case in a wound, a 
much higher degree of desorption occurs than with 
water; apparently the affinity of cotton for serum is 
much greater than its affinity for these antibacterials. 
This was shown as follows. 

The 1 g. samples of gauze used in the above experiments 
were removed from the 0-1% solutions after 5 minutes and 
pressed out until the weight-dropped to 1-5 g. The samples 
were then immersed in 10 ml. each of uncitrated horse serum 
(previously brought to pH 6-5 with carbon dioxide) and gently 
agitated for 5 minutes as before. The supernatant serum 
was then compared in a colorimeter with dilutions of the 
various dyes in serum until a match was obtained with an 
identica] setting of both cups, a precaution necessary to 
compensate for the straw colour of the serum. Because of 
this straw colour, it was difficult to get an accurate reading 
with the yellow substances and all that can be said of them 
is that the serum appeared to strip practically all the colour 
out of the samples of gauze that had soaked in proflavine 
and 5-aminoacridine solutions. On the other hand, with the 
red 2: 7-diaminoacridine and with crystal violet sharply defined 
results were obtained, and it will be seen from the table that 

‘only 11-16% of the dye to which the gauze had had access 
resisted extraction in the first 5 minutes of contact with serum. 


It is possible that the experimental conditions were 


slightly more favourable than those that might be met © 


with clinically, and the use of non-absorbent dressings 
with acridines. would still seem preferable where con- 
, venient, but there is little doubt that the danger arising 
from absorbent dressings has been exaggerated. 

l SUMMARY l 

The amount of proflavine, 2:7-diaminoacridine, 5- 
aminoacridine, acriflavine and crystal (“ gentian ”) 
violet adsorbed by absorbent gauze under various 
conditions has been determined. | 

This adsorption varies considerably among the 
various substances. Of the neutral-reacting acridines, 
5-aminoacridine is least absorbed. 

The speedy reversal of this adsorption by water and 
particularly by serum indicates that dressings that have 
become impregnated with these chemotherapeutic 
substances may be regarded as depots which are capable 
of supplying a significant proportion of these substances 
to wounds with which they are in contact. 

This state of affairs is shown to be in harmony with 
recent bacteriological findings and at variance with a 
currently held belief in the incompatibility of acridines 
and absorbent dressings. However, the use of non- 
absorbent dressings is still recommended when it is 
desired to expose the wound to the fullest concentration 
of the medicament from the moment of application. 
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TETANUS ANTITOXIN.—The Ministry of Health recom- 


mends 3000 international units of tetanus antitoxin as the 
minimum prophylactic dose. Burroughs Wellcome and Co. 
are therefore discontinuing the 1000 unit packing of ‘ Well- 
come’ brand refined tetanus antitoxin—globulins. As a 
further safeguard against inadequate ‘prophylactic dosage, 
multiple-dose packings containing 1000 units per, c.cm. are 
also to be discontinued. 1 
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"Reviews of Books 


Surgery of Repair 
D. N. MATTHEWS, MD, M OCH CAMB., squadron-leader, 
surgical officer in charge, RAF plastic unit. 
Scientific Publications. Pp. 386. 45s.) 


THis readable and useful book, while it deals with 
paaie surgery and injuries to the bones of the face, will 
e of great use to the general surgeon. The principles 
upon which the surgery of repair is based are satisfactorily 
and simply laid down. This subject can no longer be 
regarded as obscure, and a suitable one only for a parti- 
cularly gifted few ; it emerges into the realm of ordinary 
worked-out and accepted surgery in which anyone, after 
a sufficient apprenticeship, can become an efficient 
practitioner. Squadron-Leader Matthews is at his best 
in describing plastic operations on the face. His recom- 
mendation of the use of chromic gut for tendon suture 


will not receive wide acceptance by general surgeons, and ~ 


the cursory way in which the results of suture of the 
flexor tendons of the fingers in their sheaths are appraised 
does not denote a significant experience of such work. 
His preference for the open method of obtaining 
grafts of the fascia lata is noteworthy. The book is 
profusely illustrated, the line drawings being parti- 


Modern Operative Surgery 


(3rd ed.) Editor: G. Grey TUENER, MS DURH., FROS. 
(Cassell. Vol. II. Pp. 2236. 55s.) 


THE outstanding feature of this second volume, as of 
the first, is the practical nature of the instruction. The 
standard of writing is high and even, and the methods 
recommended are reliable. Ogier Ward, in his article 
on disease of the bladder, states the general opinion 
that for ectopia vesicæ the ureters should be trans- 
planted and no attempt made to reconstruct the bladder 
and urethra—sound advice, though the work of H. H. 
Young might have been mentioned. The hemostatic bag 
recommended for prostatic hemorrhage is usually so 


painful that the time has probably come to discard it. 


Ward is an expert in perurethral methods of prostatec- 
tomy, but his views conform with those usually held in 
this country. Almost any section of the book can be 
praised, but those written by Geoffrey Jefferson are 
particularly good. The editor, in a first-class account 
of cancer of the rectum, describes conservative methods 
of resection. These two volumes seem to embody all 
that is good in English surgery. — 


Barometric Pressure 


PauL Bert’s Researches in Experimental Physiology, 
translated by M. A. HrrcHoook and F. A. HITCHCOOER. 
(Columbus, Ohio: College Book Co. Pp.1055. $12.) 


AERONAUTICAL medicine was in its infancy only five 
years ago and today is a flourishing adult. with several 
journals and at least one large textbook of its own. 
Piety has come upon its followers. They are beginning 
to look back with respect upon their fathers which begat 


-them, the early pioneers of respiratory physiology, 


Boyle, Lower, Mayow and Hooke of the early Oxford 
school, Black of Edinburgh, Joseph Priestley, Lavoisier, 
and a host of others who laid the foundations for the work 


.of the newer Oxford school of Haldane, Douglas and 


a later Priestley, for Barcroft of Cambridge and Hender- 
son of Yale. -Of the respiratory physiologists of the 
middle period the most famous is Paul Bert, whose great 
work La Pression Barométrique was published in 1878. 
The book has for long been almost unobtainable and the 
present translation is welcome. It makes fascinating 
reading, for Bert. could write as well as think, and the 
translation has been carefully.done. Some of the chapter 


headings alone (‘‘ the lofty regions of the globe,” ** moun- 
tain journeys,” ‘‘ the volcanos of the Pacific’’) are an 
invitation to browsing. His discourse ranges from 


balloon: ascents to diving bells and he somehow relates 
to these, and to each other, wine ferments, the geo- 


. graphical distribution of plants, the putrefaction of eggs, 


the ripening of fruit, the nature of viruses, the travels of 
Marco Polo, and the curious behaviour of Mistress 
Hervey. 


(Blackwell ~ 
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BACK FROM THE FRONT 


In training, equipment and leadership our army 
of invasion is perhaps the best force this country 
has ever put into the field: and its medical services 
are in keeping with the rest. Many of the medical 
units have long experience of previous campaigns $ 
others,carry a number of battle-trained veterans on 
their muster. Their work, the primary. treatment 
of casualties, will be well done. We of the medical 
services at home, who for the first time have been 


given our place in the battle order, must see to it 


that our work is also good. ae 
The casualties of open warfare, which many sur 
geons will be treating for the first time, differ from 
those of air bombardment in three main ways :— 
1. Their wounds are mostly penetrating or perforating 
injuries caused by high-speed projectiles. 
is far more common. Laceration and devitalisation of 


tissue are found to a greater extent and to a greater 
depth. Contamination by dirt, and the lodgment of. 


foreign matter, bits of clothing and metal fragments, 
must be expected. Pathogenic organisms, particularly 


the spore-bearing anaerobes, are usually present. Shock 


in the wounded soldier is usually the result of hzemor- 
rhage ; loss of plasma, and nervous and toxic factors are 
less important. . , 

2. The time-lag between wounding and 
treatment is inevitably greater. 
may reach the operating-table within two hours ; but in 
mobile war they seldom reach a surgical group in less 
than twelve hours, and when the sea separates the 
fighting line from the main medical centres those who 
are not treated by the surgical units of the field force 
must face a longer journey before théy come under the 
care of a surgeon in England. Air transport cannot 
play a large part in evacuation till a broad belt of terri- 
tory has been captured and cleared. . 

8. The patients come, not as sojourners, but as 
migrants. When a hospital acts as casualty-clearing 
station, all but those who cannot be moved without 
grave danger—perhaps 10%—wmust be evacuated within 
48 hours of their arrival. 


In these circumstances surgeons have not the choice 
of alternatives or the freedom of action that is 
theirs in civil practice. For the period of the emer- 
gency they become part of a national mechanism for 
dealing with batches of injured fellow-countrymen. 
The territory of each operation is already marked out 


surgical 


by the wound ; its scope is limited by the presence. 


or probability of infection ; and its aim is the simple 
one of ensuring the greatest safety of the patient, 
since postoperative care will: fall to the hands of 
others. 
planes with minimal excision of skin (or none), in 
the removal of dead tissues and foreign bodies, in 
drainage, in immobilisation, and in the use of sulphon- 
amides. Immobilisation must take account of the 
coming journey and the change of hospital; hip or 
shoulder spicas and unpadded plaster casts have no 
place at this stage. -Sulphonamide administration, 
in the ease of British patients, will be directed by the. 
sulphonamide label (buff with red borders and 
lettering), and the course of five 0-5 g. tablets twice 
daily which it indicates should be continued till the 
patient reaches a home base. i eee 


BACK FROM. THE FRONT: 


Hemorrhage `’ 


In air-raids the injured | 


Safety lies in wide opening along anatomical: 


assumes its greatest importance. 
passes through many hands in rapid succession before ` 


a 
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__’ The fate of the wounded depends on the distribu- 
tion of the work to the surgeons no less than on the 


adequacy of their surgery. Rather than spend 24 
hours in a preoperative ward, waiting his turn for 
the attention of a. first-class surgeon, the patient 
would probably fare better if he travelled for another 
4 hours to be operated on at once by a less experienced 


man. At times of stress when wounded are arriving 


in large batches, the wise sorting of each group 
assumes the greatest importance. It is essential 
that those who need immediate operation should be 
picked out; but equally it is essential that those 
who do not need it should not be picked out. The 
number of “ immediate ” operations that can be 
done immediately by the largest group of teams 
that any hospital can accommodate is small; and 
there is real risk that centres nearest to the ports of 
disembarkation may be overwhelmed with cases of 
this type, many of which would stand a better chance 
if they were sent further afield. In particular, special 
groups of cases must be got to those with special 
skill or special facilities before infection or the 
beginnings of repair can prevent attainment of 
the best. possible result. . Most urgent for 
transfer are the neurosurgical cases, next the 
fractures, burns and maxillofacial injuries, and 
then the chests. i mt 

Next to sorting, the most necessary task is that of 
preoperative care and resuscitation. The plan of 
making one man responsible for the care of the 


seriously wounded at all stages—for resuscitation, — 


for sending cases to the theatre, and for caring for 
them when they return—has amply proved its worth. 
The surgeon, once he has started operating, cannot 
turn aside for detailed clinical examinations, and can 


e 


do no more than discuss priorities with the resuscita- ` 


tion officer. The latter, in treating shock, must also 
investigate the injuries that have caused it and 
decide what is the best time for operation. He must 
assess the need for X rays; for-at such times radio- 
graphy cannot be used for routine purposes like the 
recording of obvious fractures, and must be reserved 
for investigating specific problems—such as: the 
direction of a track—whóse answer the òperating 


surgeon must know. The postoperative treatment, on — 


which survival often depends, is.better superintended 
by the man’who studied the patients wounds and 


corrected his shock before operation than by someone 


who now sees him for the first time. Segregation 
of cases, when they leave the theatre, into two groups 
—those for evacuation and those for retention—helps 
both the clinical and administrative staffs ; it allows 
sisters and surgeons to concentrate on the more 
serious cases, and. the clerks to prepare lists for 
evacuation without further selection. Documenta- 
tion, which becomes a burden at rush times, then 
When a casualty 


reaching his final hospital, the information of his 
family and his unit, the correctness of his treatment, 
his recovery, and ultimately his pension, may depend 
on the accuracy with which his papers have been 
filled in by the units on the way. 

At every stage of the work before us, we shall do 
well to'say: “Here is a wounded soldier. Where 
do his best interests lie ?. He has given all: he has.. 
Tin my turn must not fail him.” 


> * 
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MORE ABOUT INFLUENZA: VACCINES — 


News has come in from time to time during the last’ 


few years of trials of influenza virus vaccines on man. 
The general conclusion from the tests has been that 
some protection can be achieved, but this has not yet 
been sufficiently encouraging to justify the use of 
vaccines on a large scale. 
While reports + published in 1941 held out hopes of, at 
best, halving the incidence by inoculation, recent 
trials offer prospects of a three- or four-fold reduction. 
An influenza A epidemic occurred in the USA during 
the last quarter of 1943, at about the time of the out- 
break over here. In nine communities under six 
` groups of observers? vaccination. studies had been 
planned, and 6263 persons were injected subcutane- 
ously with inactivated virus (A and B), 6211 others 
: serving as uninoculated controls. Several previous 


trials of vaccine, both here and in the USA, have- 


miscarried because influenza has failed to appear 
within a reasonable time. But on this occasion the 
luck was in: the wave of influenza broke at the 
optimum time, in most groups 2 or 3 weeks after the 
vaccinations. The incidence of clinical influenza in 


the vaccinated people of the whole series was 2:22%, . 


in the controls 7-11%, a ratio of 1 to 3-2. Only one 
group of the nine failed to show a substantial difference 
between the treated and untreated groups ; this was in 
California, where, among other factors, there was a 


rather longer interval between vaccination and the | 


onset of the outbreak. Exclusion of this group would 
bring the ratio to 1 : 3-6 in favour of the vaccinees. 
It is of great practical importance to determine the 
reason for this good result. One factor may well have 
- been the great stroke of luck that the epidemic fol- 
. lowed the vaccinations so promptly. A rather brief 
duration of the increased immunity after vaccination 
is suggested by trials* carried out in America in 
1942-43 when groups of volunteers vaccinated against 
influenza A were subsequently exposed to active 
virus by inhalation ; the results were assessed by the 
degree of febrile response. Against virus A, vaccina- 
tion 2 weeks before exposure reduced the incidence of 
fever (over 100° F.) from 50% to 14-3%. Ofa group 
vaccinated 44 months before exposure, 32% had 
fever—no significant reduction from the control figure. 
Against virus B, however, vaccination reduced the 


incidence of fever from 41% to about 10% irrespective 


of whether the inoculations had been made 4} months 
or 2 weeks previously. There have been earlier 
suggestions that virus B is a better antigen than A. 
A second possible factor may have been the nature of 
the vaceine used. A formalin-inactivated vaccine 
made from the allantoic fluid of infected chick- 
embryos was used, two strains of virus A and one of B 
being represented. The virus had been concentrated 
ten-fold by adsorption on, and subsequent elution 
_ from, embryonic chicken red-cells by the method of 
Francois and Sak. We badly need to know whether 
the use of more concentrated vaccine was indeed the 


determining factor, for a ten-times concentrated 


vaccine means that only a tenth as much vaccine 
can be made from a given number of eggs. 


l. Horsfall, F. L. jun., Lennette, E. H. Rickard, E. R. and Hirst, 
G. K. Publ. Hlth Rep. Wash. 1941, 56, 1863. a: 

2. US Commission on Influenza, J. Amer. med. Ass. 1944, 124, 982. 

3. Francis, T. jun., Salk, J. E., Pearson, H. E. and Brown, P. N. 
Proc. Soc. exp. Biol., N.Y. 1944 55, 104. Salk, J. E., Pearson, 
H. E., Brown, P. N. and Francis, T. jun. Ibid, p. 106. 

4. Francis, T. jun. and Salk, J. E. Science, 1942, 96, 499. 
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REGENERATION AFTER NERVE INJ URIES 


Now things are looking up.. 


ba a 
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_ Should we, at this moment, be aiming to have`avail- 
able influenza vaccines on a large scale? We have 
just been through an influenza A outbreak,fortu nately 
a mild one. According to the rules, we should not be 
afflicted by virus A next winter ; but can we trust, the 
virus to obey the rules ? . Ought we to be vaccinating 
against a possible influenza.B epidemic? It is true 
that no really serious B outbreak is known to have 


occurred over here, but. there was a big one in the 


USA in 1936. The evidence indicates that the im- 
munity following vaccination, at least against A, is 
fleeting. Widespread use of precious vaccine this 
autumn on the off-chance of an epidemic seems 
therefore inadvisable. Much more reasonable would 
be the provision of vaccine on a large scale, ready to be 
used immediately the red light showed. Such a 
policy would imply that epidemiological and labora- 
tory workers must collaborate to watch for an out- 
break and identify the causative agent promptly. 
Finally, is there any likelihood that vaccine would, 
if we wanted it, be available ? One could not justify 
its manufacture over here at the expense of the 
public’s meagre quota of shell-eggs. Eggs exist, we 
believe, across the seas, but is any country likely to be 
able to make more vaccine than it can easily use 
itself ? It is clear that many difficult problems arise ; 
of that,” as the Grand Inquisitor remarked, “ there 
is no possible doubt whatever.” ` 


REGENERATION AFTER NERVE INJURIES 


Tar alignment of surgical treatment with patho- 


- logical histology is nowhere more important than in 


injuries of the peripheral nerves. In the war of 
1914-18 a good knowledge was acquired of the 
changes that follow complete division of nerves, 
and both clinical and experimental work in this 
field have been considerably extended in the past few 
years. Less is known both of those “lesions in 
continuity,” in which wallerian degeneration occurs 
although the injury does not entail anatomical 
severance of the nerve, and the condition known as 


“ transient block,” in which. recovery is rapid and | 


complete and is unaccompanied by wallerian degenera- 
tion of the peripheral portion of the nerve. In a 
study by SEDDON,! based on 650 cases, these three 
types of disturbance are analysed and defined from 
the practical standpoint of the surgeon who has to 
treat them. l 


To the first group, in which there is complete 
severance of the nervous elements, the name neuro- 


tmesis? is given. This injury most often accom panies 
open wounds. The subsequent phases of degenera- 
tion and regeneration have been: worked out- with 
considerable precision by J. Z. Youn and his Oxford 
collaborators. Spontaneous regeneration is rare and 
always imperfect; hence operative intervention 
is necessary. The term azonotmests is applied to the 
second group in which the nerve lesion is in continuity. 
Blunt injury is the commonest cause. The nerve- 


fibres are sufficiently damaged to entail wallerian © 
degeneration of the peripheral portion of the nerve, — 


but the supporting structures are intact. Recovery 


here is spontaneous, satisfactory and fairly rapid; — 


it may be presumed that the regenerating fibres grow 
along the old paths and reach their appropriate 
1. Seddon, H. J. Brain, 1944, 66, 238. one ee 


2. The names adopted for the three types were suggeste 
Henry Cohen. ee at . ggested by Prof. 
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destinations. ” This recovery is essentially superior 


to that‘obtained in cases of neurotmesis after nerve- 
suture, probably because of the grave confusion of 


the intraneural topography in the latter. As SEDDON. 
puts it, “ one result of this confusion is an all-round 
decrease in the population of functioning fibres in the 
peripheral stump.” 
tube is evidently of fundamental importance in the 
as of regeneration. In view of the differences 

and treatment it js thus important to 


| distinguish clinically between neurotmesis and axono- © 


tmesis, The surgeon will be influenced first by the 
nature of the injury. Thus with a closed fracture 
complicated by paralysis the chances are about 
. 20 to 1 in favour of axonotmesis,in SEDDon’s estimate. 
On the other hand a gunshot wound causing shatter- 
ing of a bone may well divide the nerve at the same 
time. Secondly, one can estimate the time at which 


signs of spontaneous regeneration would be expected, 


since motor fibres grow about 1-5mm.aday. Adding 
40-60 days for the latent period before growth begins 
it is thus possible to calculate the approximate time 


when function should return to the first muscle. 


supplied below the site of the lesion, and delay will 
then point towards neurotmesis as the diagnosis. 
But where this muscle is a considerable distance 
from the lesion the calculated time for regeneration 
may be unduly long to wait before carrying out suture, 
if it is eventually required. SEDDON therefore lays 
down the rule that “ it is desirable to carry out early 
exploration in almost all high lesions that have 
produced complete paralysis.” If the nerve, when 
exposed, shows clear evidence of intraneural fibrosis 
he reeommends resection and suture. However, 
grades of intraneural damage are sometimes encoun- 
tered without loss of continuity of the nerve-sheath, 
making the clinical distinction between axonotmesis 
and neurotmesis no easy matter. 

In the third form of nerve injury, neuwraprazia, 
there is a transient block producing a paralysis which 
is of shorter duration than would be expected if 
complete wallerian degeneration had taken place. 
Motor paralysis in these cases is almost invariably 
greater than sensory, and is usually complete ; there 
is little or no wasting of the muscles and their electrical 
excitability is unchanged. There was, evidence in 


some of SEDDON’s cases of a mixture of neurapraxia — 


and axonotmesis, and in these there was some muscle- 
wasting. The pathological basis of neurapraxia has 
been a puzzle for many decades. The experiments 
of DENNY-BRowN and BRENNER, in which paralysis 
was induced in cats either by. direct pressure on the 
sciatic nerve or by the application of a tourniquet, 
are of great interest in this connexion. Using direct 
pressure they found great variability in the rate and 
extent of impairment of conduction. This appeared 
to be due to difficulty in controlling the blood- 
vessels within the nerve, since perfusion with indian 
ink at a pressure just below the estimated systolic 
blood-pressure showed that a large longitudinal 
vessel running through the compressed area was filled 
in spite of the greater external pressure applied at 
that site. Thus variable degrees of ischemia may 
here be responsible for the impaired conduction. 
No evidence of structural damage was found on 


ana a a a BS, 


3. Donny Brora; D. and Brenner, C. Arch Neurol. Psychiat. 1944, 


The integrity of the Schwann 


histological examination in this series of experiments. ° 
Application of a narrow. cuff. to the thigh at a pressure 
of 50 cm. of mercury for 2 hours and 6 minutes pro- — 


duced varying degrees. of. paralysis in. cats. . Where 


impairment of ‘conduction lasted 1 to 19'-days or 
longer, without loss of gross sensation or excitability 
below the lesion, there were focal histological changes 
at the site of the lesion—early vacuolation and 
swelling of the axis-cylinders, vacuolation of the 
myelin sheaths, and later, disappearance of myelin 
beginning at the nodes of Ranvier. The axis- 
cylinders lost their affinity for silver at the site of the 
lesion though they could be stained with iron hema- 
toxylin. The Schwann. cells remained intact though 
there was considerable infiltration of the sheaths with 
macrophages. In the process of recovery the axis- 
cylinders acquired a fresh, thin myelin sheath, but 
more than two months was necessary for complete 
restitution. Fibres of any calibre might be affected 
by these changes; thus the prevailing view that 
those of large calibre are selected in an ischemic 
lesion of this kind is not supported. The reason why 
motor disturbance predominates in neurapraxia is 
therefore still to seek. 


_ RURAL HOUSING: 
THE third report to the Ministry of Health (HMSO. ` 
Pp. 67) of Sir Arthur Hobhouse’s committee is good 
value at a shilling. The committee was representative : 
among others, a doctor (the late Sir Francis Fremantle), 
six public women, Sir Seymour Williams (of the RDC’s 
Association), the clerk of a go-ahead district council 
and the chairman of a county council, a parson, two 
members of the farm workers’ organisation, Sir Felix 
Pole (who used to look after railway hotels and is a 
countryman),-a peer, an MP, and the editor of the 
Countryman, who is a county councillor and a JP. 
The most important recommendations are that housing 
shall remain the business of the district councils, but 
that the county councils shall bear in mind that their 
duty, under the Housing Act, 1936, is to have “a 
constant regard’? to the condition of housing in their 
area, and that the housing experience of each county 
shall be pooled in a joint county and rural committee. 
Further a national survey of housing conditions should 
be made and kept up to date. It is urged that there | 
shall be on the staff of all county medical officers a 
sanitary officer to advise on rural housing, that district 
medical officers, in their yearly. reports, shall give “a 
full and informative ” account of housing conditions, 
and that a larger number of: competent sanitary in- 
spectors shall be available. The committee is clear 
that district councils should have architects—architects 
with experience of rural conditions—that there ought 
to be more women on the councils, and that some of the 
smaller councils should be amalgamated. As might be 
expected, a maximum extension of water and electricity 
services is pressed for, and the fact is faced that, in many 
districts, rating.assessments should be higher in order 
that money may be available for essential services. 
Finally, the Ministry itself is counselled to be a bit more 
alert and up to date. When to this Hobhouse Committee 
report is added the report of Lord Dudley’s committee, 
the country will be left in no doubt as to what so much ` 


_ wants doing in rural housing and how it should be set 


about. 


MOH ScHooL Mxpican Grour.—Mr. R. A. Butler, presi- 
dent of the Board of Education, will address this group at 
the London School of Hygiene on Friday, July 21, at 3 Pm, 
on the place of the school medical service in the educational 
services of the future. 
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Annotations 


SURGERY IN THE FIELD 


“ AFTER four years of war it has become possible to 
summarise with authority the most effective methods 
_of treating the wounded man.” These words from 
Lieut.-General Sir Alexander Hood, Director of Army 
Medical Services, introduce a Field Surgery Pocket Book 


prepared under his direction and now issued to all- 


officers of the Royal Army Medical Corps. It reflects 
the current views of Army surgeons and its aim is to 
raise the standard of surgery in the field. The import- 
ance,: difficulty and strain of forward surgery are well 
brought out in an opening chapter by the Consulting 
Surgeon to the Army, who refers to some of the obstacles 
that the civilian surgeon must overcome when he under- 
takes it. ‘‘ By adhering too closely to an individual 
technique which had always been found to work well 
enough in civil practice, he may jeopardise the patient’s 
chances. He may forget, in the first place, that the 
conditions are completely different, and secondly, that 
- the case cannot remain under his personal care but must 
be evacuated at once to become the patient of another 
doctor who may neither understand nor appreciate the 
method or the lines on which he was working. Herein 
lies the argument for as much simplicity and standardisa- 
tion in method as is, practicable.” The surgical team 
rather than the individual surgeon is now the unit in 
' this service, and thanks to mechanisation the team is 
more self-contained, and enjoys more freedom of move- 
ment, than in previous wars. Results have justified 
the policy of putting special kinds of wounds, whenever 
possible, in the hands of specialists ; head, chest and 
maxillofacial injuries are dealt with mainly by mobile 
teams or units, and at the base there are special centres 
for orthopedic injuries. On the average, 60% of wounds 
are caused by fragments of mortar bombs or high- 
explosive shell, 15% by machine-gun bullets, and 10% by 
rifle bullets, the remaining 15% being distributed among 
land-mines, aerial bombs, grenades, booby-traps and 
anti-tank: shell. Wounds are often multiple and the 
average number of operations per case is two. A surgical 
team, with one surgeon, one anxsthetist and nine other 
ranks, cannot be expected to deal with more than 12-16 
heavy cases in 24 hours under the best conditions. 
« After 24 hours’ continuous work organisation tends 
to break down and judgment may become impaired from 
exhaustion. It will be-necessary to take time off at 
regular intervals for hot drinks and food, or to have a 
look round the post-operation ward or renew a dressing.” 

In 28 short sections the manual conveys a great deal 
of information which has not hitherto been assembled 
in one place. Whatever the paper shortage, a book of 
such importance at the present crisis of the war should 
have been allowed larger type. 


MECHANISM OF VISCERAL PAIN 


Professor Cohen’s interest in this fascinating problem ! 
had been stimulated afresh by two patients, each of 
whom had theleft arm amputated at ornear the shoulder- 
joint twenty-six years before developing angina pectoris. 
In both, pain during the attacks was felt in the phantom 
limb, and in both, anwsthetising the brachial plexus 
significantly modified the arm component of the cardiac 
pain. Much confusion had arisen, he suggested, because 
the questions which should be asked about visceral 
pain had not been correctly posed. It was not always 
clear from their writings to which of many aspects of 
the problem investigators were directing their efforts. 
1. Two Lettsomian lectures delivered before the Medical Society. 

of London by Prof. Henry Cohen of Liverpool on May 17 and 
24. Lettsom had an early association with Liverpool; it was 
there he studied for two years at ‘‘a seminary to learn mer- 
chant’s accounts preparatory to admission to a mercantile 


house,” before the events which led to his being apprenticed 
to Abraham Sutclitf, surgeon and apothecary, at Settle. 


though the early results have been striking. 


We must consider whether visceral pain has speciak 
qualities which differentiate it from somatic pain ; what 
is the appropriate stimulus for visceral pain; by whieh 
paths the impulse from the viscus reaches the nervous 
system and whether the impulse has its private path- 
ways to the sensorium or shares known pain pathways ; 
whether the ‘reference ” of pain depends on vague or 
inaccurate localisation; and many related questions. 
In his first lecture Professor Cohén surveyed and critie- 
ally assessed the available clinical and experimental 
data. In the second he examined the hypotheses which . 
had been formulated to explain the paradox of visceral 
pain—viz., why viscera normally insensitive to cutting, 
burning, pricking, freezing and other recognised painful 
stimuli so often revealed themselves in disease by pain. 
None of the current theories was satisfying. It seemed, 
he said, that an acceptable hypothesis must postulate 


a constant stream of impulses arising from the end-organs 
of all pain fibres and passing to the central nervous 
system, analogous to the constant stream of impulses 
arising from muscle and necessary to maintain its tone. 
These impulses are normally sub-threshold and «> not, 
therefore, enter consciousness unless central inhibition is 


lowered. An increase in pain impulses arising from @ 
viscus may still fail to pass the threshold unless rein- 
forced by impulsés from somatic structures within the 
same segmental innervation; and vice versa. The 
metamere as the phylogenetic unit of the organism 
renders it likely that impulses arising from any structure 
within it will reach closely related areas of the sensorium. 
When any, or the sum of all “ pain” impulses, rises 
above the threshold, pain is localised in the segment. 
If the somatic component of these impulses be cut off 
by blocking superficial and deep nerves to the segmental 


parietes a much stronger stimulus must originate in the 
viscus for pain to be experienced and it may then be 
felt not only in the segment but also in the an:esthetised 
part. 


CHEMOTHERAPY OF ACTINOMYCOSIS 


SINCE Poulton’s! paper in 1937 there have from time 
to time been reports of actinomycosis successfully treated 
with sulphonamides. Before bestowing credit unde- 
servedly it is well to reflect on the elticacy of other 
methods of treatment. Potassium iodide, iodine in 
milk, thymol and deep X rays all have their adherents. 
Some chest cases and practically all jaw cases respond 
well to iodine in milk and deep X rays. Abdominal 
cages are almost always fatal, although many years may 
pass before the fatal liver involvement develops, but 
Chitty’s ? cases treated with iodine in milk and Bennett’s* 
one treated with potassium iodide are noteworthy 
exceptions. Walker,* Ogilvie ë and Dorling and Eck- 
hoff ê have obtained healing i in 6 out of 7 abdominal cases 
with sulphanilamide and sulphapyridine, given in short 
courses, repeated if necessary. Lyons, Owen and Ayers? 
have had some success with sulphathiazole and sulpha- 
diazine given continuously for 1-7 months. They also 
recommend surgical excision of all infected tissue. This 
cannot be more than a pious hope, for the usual situations, 
cervico-facial, pulmonary and abdominal, and the’ nature 
of the diseas 
excision impossible. None of these cases has been 
followed sufficiently long for them to be claimed as cures, 
[t was soon 
realised that the sulphonamides might act on the second- 
ary invaders (streptococci, Bact. coli, &c.) often present, 
rather than on the ray fungus ; thus Jacob è records one 


chest and one abdominal case with secondary infection 


—— 


- Dorling, G. C. and Eckhoff, N. L. Lancet, 1940, ii, 708. 
. Lyons, C., Owen, C. R. and Ayers, W. B. Surgery, 1943, 14, 99. 
. Jacob, F. H. Brit. med. J. 1! 944, i, 266. ; 


1. Poulton, E. P. Proc. R. Soc. Med. 1937, 31, 164. 
2. Chitty, H. Brit. med. J. 1929, i, 347; 1944, f? 115. 
3. Bennett, J. G. Ibid, 1944, i, 198. 

4. Walker, O. Lancel, 1938, i, 1219. 

a: Ogilvie, W. H. Brit. med. J. 1940, ii, 254. 
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which died, whereas one chest and two abdominal cases 
without secondary infection recovered on iodine therapy 
alone. This may well be the crux of the matter. Mc- 
Cloy *® reported a tongue case where potassium iodide was 
stopped owing to iodism and sulphapyridine given in a 


Special manner led to rapid healing. His method was to 


give three courses of 1 g. 4-hourly for four days, with 
an tervals of four days, the whole treatment taking twenty 
days. Billington ” achieved a similar success in a facial 
case in twenty days by using McCloy’s routine after 
iodine and X rays had failed. Hollenbeck‘and Turnoff 4 
treated one facial case successfully with 4 g. of sulpha- 
diazine daily for 120 days, during which time the blood 
sulphadiazine fluctuated between 1-8 and 6-4 mg. per 
100 o.cm. and the white cells did not fall below 6800 
per c.mm. It seems therefore that sulphanilamide, 
sulphapyridine and sulphathiazole will all help to control 
the infection in a relatively short time in most cases, while 
sulphadiazine has to be used for very long periods. It is 
interesting that sulphadiazine can be used continuously 
for months withautnecessarily producing profound blood 
changes, and sulphapyridine has been taken for 34 
years withont untoward effect *; but until much more is 
known about the factors producing agranulocytosis the 
prolonged use of sulphonamides cannot’ be recommended. 
Recent work ® seems to show that some cases of 
actinomycosis respond well to penicillin, and it has even 
been suggested that penicillin may be helpful in classifying 
varieties of the organism. Follow-up reports will tell us 
whether it is the drug of choice. 


f \ 
NOTIFICATION OF LEPROSY 


LEPROSY in this country is a small problem but not 
an easy one. It was partly solved by.the philanthropists 
who in 1914' founded the Homes: of St. Giles, in rural 
Essex, where lepers live in the charge of a sisterhood and 
receive regular medical treatment.’ In pleasant bunga- 
lows the Homes can accommodate about 12 men and 
3 women, and though the patients are expected to con- 
tribute what they can afford “‘ those without means are 
equally welcome.” Very different,. we fear, is the 
situation of lepers outside the Homes, for, as the annual 
report * says, “they are not readily received in hospitals, 
and it is with the utmost difficulty that they can find a 
lodging.” According to this report the total number in 


the country is estimated at 50-100, but the fact that. 


Haber!’ recently diagnosed 2 new cases of leprosy at one 
London hospital within a few months suggests that the 
total may be rising under war conditions. Haber wrote 
of the risks of infection by ambulant patients living in 
poverty, and he proposed. compulsory notification and 
treatment. Merely to add leprosy to the diseases cited 
in the Infectious Diseases (Notification) Acts would, 
however, be unsatisfactory—firstly because it might 
mean local publicity for the leper, and secondly because 
it would often place the duty of treatment on small 
local authorities unable to deal with these patients 
properly at their own fever hospitals. Central notifica- 
tion to the Ministry of Health would be preferable since 
it would conduce to privacy, and would make it easier to 
arrange for the care of lepers at a few suitable centres. 
At present the Minister regards compulsory notification 
as unnecessary, because in this country conditions are 


such that the disease is unlikely to spread, and because . 


cases are brought to his notice by the Services or through 
the Emergency Hospital Service. He adds that all 
practicable steps are being taken to deal with the disease 


9. McClay, A. Ibid, 1943, ii, 106. 

10. Billington, R. W. Ibid, 1944, 1, 326. ’ 

11. Pe oo W. F. and Turnoff, D. a Amer. med. Ass. 1943, 

12. Barling, B. Lancet, 1944, i, 503. l 

13. Lyons, C. J. Amer. med. "A388, 1943, 123, 100. ; = 

14. Homes of St. Giles. 30th annual report for 1943. From the 
secretary, Mr. R. C. Bolton, 170, Bishopsgate, London, EC 2. 

15. Haber, H. Lancet, May 13, p. 629. 
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- has yet been overcome. 
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“ with due regard to the medical and gocial well-being 
of the unfortunate sufferer,” 1° yet we can hardly suppose 
that the difficulty of finding suitable accommodation 


enlargement of the Homes of.St. Giles to take all the 
lepers in need of their help; but any large extension of 
their excellent work would presumably be impossible 
unless they would accept payment from public funds. 
Alternatively the Ministry mene create a colony of its 
own. 

INCIDENCE OF HEART ‘DISEASE 


FURTHER data on the incidence of heart disease in the 
general population are provided by an American survey ?” 
on 20,000 consecutive candidates for the armed forces 
between the ages of 20 and 45, over 97% of whom were of 
the white races. . Heart disease warranting rejection for 
military service was found in 288 of these men, represent- 
ing 1-44% of those examined and 6% of the 4820 
rejected for all physical and mental defects. As was to 
be expected from the age-incidence of the group, rheu- 
matic heart disease accounted for most of the cases—183, 
nearly two-thirds of the group. In 152 the mitral valve 
alone. was involved, in 8 the aortic valve alone, and the 
remaining 23 had combined mitral and aortic lesions. 
More than half (92) of the mitral lesions are said to have 
resulted in incompetence. without stenosis. This is an 
unexpectedly high incidence of mitral incompeténce, but 
without knowing the grounds on which rheumatic heart 
disease was diagnosed it is impossible to assess its signi- 
ficance. What are described as ‘ functional” cardiac 
murmurs were heard in 297 of the 20,000 examinees. 
Congenital lesions accounted for 35 of the cases, the 
commonest being an interventricular septal defect 
(11 cases) and a patent ductus arteriosus (5 cases), while 
in 15 cases the type of lesion could not be defined. Nine 
cases of arteriosclerotic heart disease and 6 of hyper- 


. tensive heart disease were found, though this latter figure 


did not include an. undefined number of candidates 
rejected for “ hypertension without cardiac disease.” 
In conformity with the usual findings in civilian practice 
the effort syndrome was rare, being noted only 3 times. 
The classification of 16% of the cases as ‘‘ organic disease 
of unknown etiology ” calls for comment. Too high a 
standard of inspection cannot be expected from medical 
boards that have to deal with such large numbers of 
recruits, but the imperious demands of the forces would be 
expected to preclude rejection of recruits for any but the 
most definite reasons. Further investigation in hospital 
would probably provide the clue to the cause of the cardiac 
lesion in these men. Their relatively large number rather 
detracts from the statistical value of such a study. It 
would be instructive to know thé comparable experience 
in this country. i 


16. See Lancet, May 27, p. 708. l 
17. Wilburne, M. and Ceccolini, E. M. Amer. J. med. Sci. 1944, 207, 


2 


CHEMIST IN THE PusLIC HeattH SERvice.—The value 
of experience was the key-note of Mr. MoLAcHLAn’s 
proposals for public: health laboratories, when addressing 
the London Section of the British Association of ‘Chemists 
on May 31. Their staffs. should not be recruited direct 
from the universities but should have had business 
experience of some kind—his own 10 years in wholesale 
pharmacy had been of inestimable value to him as public 
analyst. With the example of control of therapeutic sub- 
stances at the National Institute and the Food Ministry 
licensing laboratories to examine flour, he thought some sort 
of more general control was in sight : regional laboratories with 
specialists of various kinds under a chief of high standing, 
dealing with 20,000-100,000 samples a -year; satellite 
laboratories covering local routine work, including medical 
specimens from the new health centres; with a government 
laboratory acting as referee. He felt strongly that all-round | 
standards should be set up by an independent standing com- 
mittee of the responsible ministry. 


The happiest solution might be _ 
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o Special. Articles | 


TREATMENT OF INVOLUNTARY STERILITY . 


WORK AT THE EXETER CLINIC 


AT a meeting of the Eugenics Society on May 24, with 
Mr. EaRDLEY HOLLAND in the chair, Dr. MARGARET 
HADLEY JACKSON described how the treatment of 
involuntary sterility has developed at the Exeter, 
Barnstaple and Totnes clinics of the Family Planning 
Association. 

EARLY STAGES 


The first birth-control clinic in Exeter was opened in 
1930, with a grant. from the city health authority. The 
intention was that it should advise not only on 
contraception but also on involuntary sterility. That 
side of the work grew slowly at first, but. (as the 
accompanying graph shows) has risen steeply in the 
last few years. In 1933 out of 146 total attendances, 
99% of patients came for contraceptive advice, and 1% 
for advice on sterility ; in 1943, with 486 attendances 
the corresponding percentages were 67 and 33. Dr. 
Jackson outlined the stages by which the clinic, and its 
two branches at Barnstaple and Totnes, with small funds. 
and patients with small incomes, gradually acquired 
instruments, skilled help in investigations, and access 
to an X-ray department and to laboratories. Since 1931 
the Exeter clinic has been affiliated to the Family Plan- 
ning AsSociation, which has given a research grant to 
Mrs. ©. M. Harvey, who, with her husband Mr. L. E. 
Harvey, undertakes much of the laboratory work at the 
University of the South West. Patients needing opera- 
tion are referred to the surgical staffs of the Royal Devon 


o}. 
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as PATIENTS SEEKING ADVICE BECAUSE OF 
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and Exeter or the North Devon hospitals, and reciproc- 
ally these hospitals refer sterile patients to the clinics. 


Endocrine preparations are supplied at reduced or no 


cost by several firms. For cases where irremediable 

sterility in the husband leads patients to seek artificial 

insemination, a panel of semen donors, known to be 

fertile and physically and genetically sound, has been 
' built up. The identity of donors is guarded with care, 

and artificial insemination is carried out only with the 
. knowledge and willing consent of the husband. 

Dr. Jackson believes that the positive and negative 
aspects of family planning should be dealt with under 
one scheme and preferably by the same doctor or team of 
doctors. The centre, to her mind, should be a friendly 
place where married couples could come for advice not 
only on family spacing and marital difficulties, but on 
involuntary sterility and minor gynecological troubles ; 
where pregnancy tests can be carried out and pregnant 
women be advised about arrangements for confinement. 
This, she said, seems to be what people want. In some 
districts, she suggested, a centre might be best run in 
connexion with a hospital or by a local health authority ; 
in .others, a long-established birth-control centre might 
take over these additional functions. Sterile couples 
cannot possibly be handled adequately as a side-line 
in busy hospital gynecological or urological outpatient 
departments. She emphasised that both husband and 
wife must be examined, and treatment planned for the 
couple asa unit. A strong argument in favour of running 


a contraceptive and a sterility service together is that by _ 
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dealing constantly with both fertile and subfertile couples 
the clinic médical officer can maintain balanced judgment, 
using one group as the control for the other. 


METHOD OF WORK 


Each of the three clinics has a waiting-room, a room 
for history-taking, and an examining-room ; the Exeter 
clinic has a small operating-room in addition. Since 
most of the women attending are in the lower-income 
groups, with husbands in the Forces, an attempt is made 
to keep treatment ambulant and simple. An estimate 


of the husband’s health and fertility has often, at presẹnt,. 


to be reached by questioning the wife, by referring him 
for examination elsewhere, and doing repeated seminal 
analyses and postcoital tests; but after the war it is 
hoped to arrange sessions at which husbands can attend 
in person for investigation and advice. 

Complete sterility in either man or woman is compara- 
tively rare, but minor degrees of subfertility are relatively 
common, there being ail grades from superfertility to 
complete sterility, with the curve piled high in the middle. 
As a general rule, Dr. Jackson suggested, if a couple have 
lived together and remained barren for 12 months they 
will be well advised to seek help, though dyspareunia, 


impotence and early miscarriage may call for intervention - 


sooner. The history, and the pelvic and postcoital 
examinations, may suggest that simple advice about 
fertile days, frequency of coitus or the cleaning up of an 
unhealthy cervix are allthatisneeded. Ifthese measures 
are unsuccessful, investigation is planned to answer, as 
far as possible, the following questions :— 


Are there endocrine defects in husband or wife ? 
Are toxic factors depressing gonadal function ? 
Are there difficulties in delivery or reception of the semen ? 
Are sufficient normal, motile, and viable sperms bemg 
_ produced ? | 
Do the sperms survive well in the genital tract, and are they 
likely to reach the ovum ? 
Is there any obstruction, partial or complete, in either 
genital tract ? a 
Is ovulation occurring, and at what point in the menstrual 
| cycle ? 
Are conditions favourable for embedding ? 
Are any lethal genetic factors at work ? 
Are there psychological difficulties ? ra 
A case-card designed by Dr. O. P. Blacker and the 
medical subcommittee of the FPA is used to record 
details of age, parents, siblings, occupation, education, 
religion, and income of husband and wife, date of mar- 
riage, pregnancies, use of contraceptives, sexual habits, 


medical history, general and pelvic examination, subse- 


quent visits and progress. The patient is asked to keep 
a record of menstrual dates, husband’s leaves or coitus. 
A few codperative and intelligent patients have kept 
records of morning and evening rectal temperatures. 


INVESTIGATIONS 


In a full investigation, the vaginal fluid is examined by 
wet and stained films which show the presence of 
sperms, Trichomonas vaginalis or monilia, and the 
predominant bacterial types and cellular elements. 
The pH is determined electrically and has been found to 
vary between 4-2.and 7:0, more than 90% of all samples 
having a pH of less than 6-0. Postcoital examination 
of cervical mucus, by wet and stained films, gives informa- 
tion about viability of sperms, the numbers in which they 
reach the cervical canal, the degree of genital hypoplasia 
and endocrine activity in the wife, and the presence of 
infection. Repeated many times on the same patient, 
at different intervals after coitus, it provides a useful 
check on treatment. 

Endometrial biopsy specimens taken at the clinic give 
important information about ovarian function and endo- 
metrial response. Some 500 biopsies have been done on 
more than 250 women and at all stages of the cycle. 
They confirm Sharman’s statement that anovular cycles 
are comparatively rare; but not, so far, his finding 
that 5% of sterile women have tuberculous endometritis. 
In about a dozen cases no period followed biopsy done in 
the premenstrual phase (i.e., presumably after fertilisation 
had occurred). ‘Thus the slight trauma did not interfere 
with . pregnancy, and may even have encouraged 
formation of decidua. a 


be 


_ 
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Tubal insufflations, of which more than 250 have been 
done at the clinic, give information about patency and 
peristalsis, and in some cases seem to have therapeutic 
value. Kymographic tracings are recorded. Utero- 
salpingograms are done in selected cases to localise or 


- confirm blockage ; some of these, too, benefit as a direct 


result of the investigation. 

These examinations have all been done without anzs- 
thesia at the clinics or in the X-ray department of the 
hospital, without undue discomfort to the patient or 
unpleasant sequele. 

Seminal analysis is.done when the husband is willing 
to provide a specimen ; among more than 250 husbands 
investigated only 18 have refused. The man is given a 
thin-walled glass tube for collection of the fluid, and is 
asked to do so preferably by practising coitus interruptus, 
though in default of this a self-produced specimen will 
serve except for the estimation of volume. A sheath 
should not be used. The specimen should reach the 
laboratory not more than 5 hours after collection. ` 
Examination covers estimation of volume, consistence 
and appearance, density and character of sperm popula- 
tion, and percentage active and viable, under various 
conditions, up to 48 hours. If possible, two or more 
specimens are examined from every case and an effort 
has also been made to examine as controls specimens 
from fertile husbands of women coming to the clinic for 
contraceptive advice. It is not safe, Dr. Jackson finds, 
to pass an unfavourable verdict on a single specimen. 

Thus of 4 cases giving samples with counts below 10 million 
per c.cm. on one occasion (the last emission having taken 
place more than 48 hours before), 3 gave counts of 30-115 

ion “per -c.cm. on. other. occasions. All four have since 
fertilised their wives without having received any treatment. 

Testicular biopsy has so far been done in one case only, 
Pregnancy diagnosis tests and rhesus-factor testing are 
done by Dr. W. A. Robb for the clinic at the Royal Devon 
and Exeter Hospital. Examination of blood for the 
Wassermann reaction and the gonococcal fixation test, 
and of cervical and urethral smears for gonococci, is done 
by the city and county bacteriologists on specimens 
collected at the clinic. | Os | 


ASSESSMENT AND TREATMENT 


Only: occasionally is one factor in either partner solely 
responsible for an infertile mating ; more often both part- 
hers show evidence of subfertility, perhaps in several 
respects. Conception may follow simple advice and 
treatment, or may immediately follow investigation by 
endometrial biopsy, tubal insufflation or salpingography. 
Where chances of conception are remote, patients are 


advised. to adopt a child. During investigation they © 


must be kept hopeful and not be allowed to become 
over-anxious and dismayed by the many examinations. 
“ They like to be told how things are going, what all the 
tests are for, and what their chances are.” 

Advice, directly to the patient or by letter to her 
doctor, is given on diet, vitamins, clearing up of septic 
foci, rest, exercise, frequency of coitus and fertile days. 
Certificates for husbands in the Forces asking that leave 
may be timed to coincide with their wives’ fertile days 
have been received sympathetically by commanding 
officers ; and regimental medical officers have codperated 
over endocrine and other treatment. Impotence of 
minor degrees can often be benefited by arranging for the 
husband to take a short holiday and by building up his 
confidence. A short intensive course of methyl testo- 
sterone sometimes seems to be useful. Vaginismus 
can be overcome by gradual dilatation of the introitus, by 


. persuasion, and sometimes by treatment with cestrogens 


to thicken a thin hypersensitive vaginal mucosa. 
Where indicated, endocrines and dosage schemes are 
supplied for both husbands and wives. 
unless gonococcal, are dealt with at the clinic. ‘ 
For cases where there are faults of delivery or reception, 
or the semen is lacking in vitality, artificial insemination 
from the husband is attempted, so far without much 
success. Where the husband is irremediably sterile, and 
the wife normal, artificial insemination from a fertile 
donor is carried out if both partners are perfectly willing. 
For those in whom a pronounced rhesus incompatibility 
has produced a crescendo of foetal disasters, artificial 
insemination from a donor compatible with the wife is a 


possible solution, but has not yet been attempted. 
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RESULTS 


The data collected at these clinics have not yet been 
fully analysed; but some figures are available. In 
general health (endocrine deficiency excepted) the women . 
in the subfertile group are on the whole fitter than those 
in the fertile group. | 

Up to March 1944, 389 women had been seen complain- 
ing of complete or relative barrenness ; in table I these 


TABLE I—389 SUBFERTILE AND 300 FERTILE WOMEN COMPARED 
(Figures calculated from particulars noted at first visit) 


cess 7 ie Subfertile Fertile _ 
. Husband 32-70 32-75 
Average age { oe 30-30 . 29:25 
Years married (av.) 5%: 6 \*: 


No pregnancies before Ist visit | 264 (68%) 35 (11-3%) 


Having been pregnant before 
[st visit ae ii 125 265 
(64 LB, 148 M) | (726 LB, 77 M) 
Live births (LB) per woman 0-16 Dod 
Miscarriages or stillbirths (M) |. ü | 
per woman ... ea Gd 0-26 


patients are compared with 300 consecutive patients 
attending for contraceptive advice. The groups are com- 
parable in age and length of married life; so the close 
association between subfertility and tendency to miscarry 


. is noteworthy. 


_ Findings do not suggest that the use of contraceptive 
induces sterility but-rather that the superfertile woman 
makes somewhat unsuccessful efforts to control fertility 
by their use ; certainly the use of contraceptives is lower 
in the subfertile group (table 1). ee 


TABLE II—CONTRACEPTION BEFORE FIRST VISIT IN 389 SUB- 
FERTILE AND 300 FERTILE WOMEN 


° Contraceptive history Subfertile | Fertile. 
Not used, or used for less than Stas | 
3months .. ... - 108 (28%) 27 (9%) 
Used for 3 months or longer— | ` 
Coitus interruptus only .. 107 (3737) 115 are) 
Sheath, cap, and/or chemical 141 (36% 141 (47%). 
Inadequate data 33 (9%) 17 (6%) 


Of the 389 subfertile women treated, more than 100 are 
untraced. Of the rest, 135 have conceived on one occa- 
sion or more, with 74 live births (3 the result of artificial 
insemination) and 46 miscarriages or stillbirths ;. 29 are 
pregnant now (1 the result of artificial insemination). 
If this degree of success seems meagre for.the work in- 
volved, Dr. Jackson finds compensations in the gratitude 
of the parents, the interest of exploring unknown ground, 
and the gardener’s satisfaction in making a blade of grass 
grow where none grew before. l 

Inviting discussion of the paper, the CHAIRMAN pointed 
out that only 5 hospitals in London run special clinics for 
the treatment of sterility, and only 4 in the provinces.— 
Mr. C. S. LANE-ROBERTS hoped Dr. Jackson had made a- 
ten-year plan for the evaluation and assessment of her 
findings. She has the advantage of working in a small 
university town: in London it is more difficult to 
codrdinate interest and activity, he finds.—Brigadier 
F. A. E. CREW was impressed by the spirit and philosophy 
behind the work. In the Army at present he believes 
there is a great opportunity for collecting information 
which would be of service to Dr. Jackson. After the war 
he would like to help to carry news of her work over the 
Tweed.—Surgeon Commander J. A. FRASER ROBERTS 
pointed out that there could be nothing dysgenic in 
attempting to encourage fertility in subfertile groups. 
He referred to the ‘‘ Fisher effect ’’ which records that 
the more intelligent are less naturally fertile.—Dr. A. 
SPENCER PATERSON hoped clinics on the Exeter plan 
would become universal. He felt that contraceptives 
should be available only at such clinics, in order that 
those seeking to control the size of their families should 
come under the influence of a medical officer interested 
in the birth of an adequate number of children. 
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-~ GENERAL MEDICAL COUNCIL 
SUMMER SESSION, MAY 23—26, 1944 


` THE President’s address at the opening of the session 
was reported in our issue of May 27 (p. 705). Brief 
reports were received from the Education and Examina- 
tion committees and Prof. David Campbell, presenting 
the report of the Pharmacopæœia committee, said that 
a leaflet was in preparation showing approved names of 
new drugs; it was hoped that this would assist doctors 
and dispensing chemists to identify drugs with many 
trade-names. The council sat for four days to hear 
disciplinary cases. The name of Ernest Appleby, 
erased in 1936, was restored to the Dentists Register 
and the name of Alfred Horace Myring, convicted of 
larceny, was erased. 


A CHARGE OF ADVERTISING 


The case of Isaac Harris, registered as of 37, Rodney 
Street, Liverpool, LRCPE (1906) summoned to appear 
‘on the following charge : 

That being a registered medical. practitioner you have adver- 
tised for the purpose of obtaining patients or promoting your 
own professional advantage (1) by writing for publication and 
causing to be published a book entitled The Woof of Life which 
includes matter commending or directing attention ‘to your 
professional skill, knowledge, and qualifications ; (2) by sanction- 
ing -and/or acquicscing in the publication in the Sunday Express 
of Feb. 20, 1944, of an article purporting to be an extract from 
the said book, and entitled The Strain of Life on the Middle Class, 
which includes matter commending or directing attention to 
your professional skill, knowledge, and qualifications. And that 
in relation to the facts so alleged you have been guilty of infamous 
conduct in a professional respect. 

The complainants were the Medical Defence Union, 
represented by Mr. Oswald Hempson, solicitor. 

Mr. Hempson read extracts from the book and its 
dust cover; he declared that in these passages Dr. 
Harris claimed eminence in the profession, that he was 
‘one of the few men who had devoted themselves entirely 
to the study of heart disease, and had done much research 
on high blood-pressure. The book described him as 
director of the Institute for Research for the Prevention 
of Disease. He criticised the hospital system and 
medical education in heart disease., The newspaper 
article, under the appearance of a signed original, 
consisted merely of extracts from the book. The pro- 
prietors of the paper said they had asked for permission 
to publish extracts. 
end of the article: in it were to be found the author’s 
appointments. Respondent must know the objection 
to appearing before the public in this manner ; it con- 
stituted a tacit invitation to people to consult him and 
gave particulars whereby he could be identified and 
traced. He had not taken the obvious precaution of 
‘insisting on proof before the article appeared. The book 
and article were not calculated to attract the medical 
profession, but were a direct appeal to the public. 

Mr. Hempson then read extracts from the voluminous 
correspondence between respondent and the Registrar 
and President. Respondent objected, as the letters 
had been marked ‘ Private and confidential.” 

Dr. Harris addressed the Council, attacking the 
Medical Defence Union, which he accused of plotting to 
ruin him and the Institute. 
secretary of the Union was not present for cross-examina- 
tion. He stated that the Sunday Express had never 
asked or received permission to publish extracts, but had 
merely asked permission to review the book. 

. H. Perrett, solicitor for respondent, read extracts 
from books by famous medical men, contending that all 
these authors were identified and traceable and had 
stated or inferred that they were skilled in medicine. 

The Council found the facts alleged in the charge not 

proved to their satisfaction. 


A CHARGE OF INEBRIETY 


The case of Alexander Lawrie, registered as of 113, 
Manchester Road, Accrington, Lancs, MB EDIN. (1932), 
who had been summoned to appear as a result of having 
been convicted of the following misdemeanours : 

(1) On July 15, 1938, at Preston borough police-court, of being 
under the influence of drink so as to be incapable of having proper 
control of a motor-car, and were fined £15 . . . and your driving 
licence to be endorsed ; and (2) On July 27, 1938, at Blackburn 
county police-court, of consuming intoxicating liquor during 
bon-permitted hours, and were fined £1. 


The book was mentioned at the. 


He complained that the 


and on the charge : 
That ... when you were a captain of the RAMC and on 
active service you were found guilty by a general court martial 

held in the Field on May 21, 1943, of being drunk on May 5, 

1943, when on duty as orderly medical officer, No. 95 Gen 

Hospital, and were sentenced to be dismissed from His Majesty’s 

Service, such finding and sentence being subsequently duly 

confirmed. 

Mr. Winterbotham laid the facts before the: Council 
and Dr. Lawrie (accompanied by Mr. Hempson) gave 
evidence on his own behalf. The day before the alleged 
offence in the Field he had, he said, been experimenting 
with drugs for the treatment of malaria, from which 
he suffered. He was unable to take quinine, and was 
trying to find out the best alternative. He had actually 
had very little alcohol ; -indeed, the only alcohol avail- 
able was in the officers’ mess, and his chit for that day 
showed three whiskies. The drugs had made him very 
sick. He had been examined on an uneven stone floor 
in a room lit only by one small light. Two officers 
considered that he was drunk and one that he was not. 

The Council found the police-court convictions proved, 
but considered that the facts on which the second charge 
was based had not been proved to their satisfaction. 
Dr. Lawrie’s name was not erased. 


'ERASURES FROM THE MEDICAL REGISTER 
Smerka Zarchi, registered as of 80,Shaftesbury Avenue, 


London, W.1, LMSSA (1913), convicted at the Central | 


Criminal Court on June 29, 1943, of unlawfully using an 
instrument with intent to procure miscarriage. 

Thomas Sylvester O’ Neill, registered as of Woodstock, 
Shelf, Halifax, Yorks, MB Glasg. (1926), charged on 
9 counts with obtaining money on false pretences from 
the Halifax Insurance Committee. 

Isaac David Clein, registered as of 33, Trafford Road, 
Salford, 5, Lancs, LRCPI (1932), convicted on Feb. 1, 
1944, at the Salford city police-court of unlawfully 
issuing 10 certificates of disability likely to interfere 
with the carrying on of essential services. | 

Duncan Metcalfe Morison, registered as of 3, Chester 
Street, Edinburgh, MB EDIN. (1910), convicted at the 
Edinburgh High Court of Judiciary on March 23, 1944, 
of 6 acts of gross indecency. 

Henry Charles Coutts Hackney, registered as of The 
Auberies, Kelvedon Common; Brentwood, LMSSA, ( 1913), 
convicted on Feb. 29, 1944, at the Central Criminal 
Court of uttering forged cheques. 


= MEDICINE AND THE LAW 
Divorce Law versus Mental Treatment 
THE Court of Appeal, applying a liberal standard of 
interpretation to the word ‘‘ detention, has allowed the 
petitioner’s appeal in the case of Safford v. Safford dis- 
cussed in this column not long ago (April 8, p. 480 


. and April 29, p. 578). 


Mrs. Safford, it may be recalled, sought a divorce 
under the Herbert Act of 1937 on the ground of the 
incurable insanity of her husband. She had to establish 
that there had been a continuous five-year period of 
“care and treatment.” But the patient had been 
granted absence on trial under section 55 of the Lunacy 
Act of 1890 for periods of 15 and 44 days during the five 
years. At the trial of the petition the President of the 
Probate, Divorce and Admiralty Division felt obliged 
to rule that these two absences, though sanctioned by 
orders of the visitors of the mental hospital on the advice 
of the medical officer, broke the essential continuity of 
the five years’ “ care and treatment ’’ within the meaning 
of section 3 of the 1937 Act. 


Lawyers. have been inclined to criticise the Court of © 


Appeal during the past few years for an apparently 
excessive devotion to strict statutory construction—a 
tendency requiring not infrequent correction in the more 
generous atmosphere of the House of Lords. They are 
likely to note with appreciation, perhaps even with a 
grateful surprise, the judgment of the Master of the Rolls 
in favour of Mrs. Safford. Detention, observed Lord 
Greene, has been made the sole test of the continuous 
“ care and treatment ” which thé petitioner must estab- 
lish. Care and treatment are the object of the deten- 
tion; they end when the detention ends; when they 


-are no longer required, the detention is terminated by 


discharge of the patient. Section 55 of the 1890 Act 
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specifies three kinds of absence—(a) absence on trial ; 
(6) the sending of a private patient to some named place 
for the benefit of his health; and: (c) absence (not for 
any specified purpose) for. not more than 48. hours by 
permission of the medical officer of the hospital or 
licensed house. All three of these types of absence, 
contimued Lord Greene, are treated by the statute as 
part of the care and treatment provided under the law, 
not as interruptions thereof. ‘They are, or may be, 
highly beneficial when the circumstances are favourable. 
‘They ought not, therefore, to be regarded as breaking 
the continuous period of care and treatment. Detention, 


in fact, is a matter of status during which it is possible — 


and proper to prescribe methods of care and treatment ; 
if so, the application of those methods must not be 
deemed to interrupt the detention. 

_Those concerned with the restoration of mental health 
will welcome this reasoning. It removes any fear that, 

in prescribing what is best for the patient, medical 
_ advisers may be prejudicing the rights of the patient’s 
husband or wife. The Master of the Rolls concluded 
by remarking that if the views he had expressed were 


thought to be opening the door too wide, the legislature 


must adjust the opening to the point desired. We must 
hope, however, that Parliament will allow full oppor- 
tunity for the conduct of treatment in the light of the 


Court of Appeal’s ruling. The decision is a common- ` 


sense development of a perhaps 
worded statutory experiment. 


CANADA 
THE FEDERAL HEALTH BILL 


. THE historian Rowse quotes Disraeli’s witty mis- 
reading of the Vulgate to describe his efforts in social 
legislation—"‘ sanitas sanitatum: omnia sanitas.” In 
Oanada just now health and medical services seem to be 
second only to winning the war in the minds of the legis- 
lators. In Alberta all men are to be born free if not 
equal. A recent law provides ten days of hospital care 
for all parturients in the provirice without charge. 
Should the patient prefer accommodation in a private 
room in the hospital she pays the difference between 
the basic allowance and the higher rate. | 
The Federal Health Bill is still before Parliament and 
an offer has been made to assign a number of medical 
officers in the armed forces to needy districts for a 
limited time. Eight of the provinces have accepted this 
offer but Ontario has a Health Act of its own. In the 
election campaign last summer each of the three parties 
endeavoured to outdo the others in proposals of medical 
service schemes. The Liberals were defeated, so they 
have not had much to say. The Commonwealth 
Codperative Federation became the opposition and 
brought in a bill to permit municipalities to engage 
physicians to serve their communities on salary. The 
Progressive Conservative party, being in power, saw a 
probability of the CCF bill passing, so a government 
bill was introduced before the other had had its second 
reading. It passed into law before the Ontario Medical 
Association could deprecate any of its provisions while 
it was in the committee stage. The new act sets up a 
Medical Service Board under the Minister of Health. 
This board is empowered to make contracts with those 
who will provide the service and with those who seek 
to enjoy it. Municipalities may choose any service, such 
as district nursing, general practitioner, specialist or 
hospital service. The cost is to come from a personal 
tax on all burgesses over a certain age, or from a levy 
on assessed property, or a combination of the two. 
Grants may be made from the provincial treasury when 
found necessary. | 
The salaried doctor would therefore seem to have 
arrived in Ontario, but the scheme is not yet working. 
A year ago a special bill authorised the municipality of 
St. Joseph’s Island in the Georgian Bay to engage a 
doctor on salary. The method of raising the money 


too meticulously 


was similar to that in the bill just passed, but the: 


municipal council has not yet adopted this method 
of raising the funds. The doctor is still there and collects 
his fees just as before. Other municipalities may find 
themselves in the same plight. Should a number of 
districts pass the :necessary by-laws and apply for the 
services ‘of a doctor.the Medical Service Board may or 
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had just deposited a lusty infant. 
according to Swayne. However, with the aid of the 
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may not have persons under contract-whom they may 
assign to fill the positions offered. _The Medical Procure- 
ment and Assignment Board, operating under federal 
control, have been protecting localities from loss of 
medical services should enlistment in the armed forces ' 
deprive them of their doctor or should a ‘physician 
practising alone in a village decide to abandon his 


practice and go to a city where he may acquire a footing 


because of the vacancies left by the men who have gone 
overseas. It is more than possible that the board may 
find itself out of stock when the customer comes to 
purchase medical service. A return of hard times 
might perhaps give the board sufficient contracts, but 
increased taxation is not welcome in a depression. The 
outlook for any radical change in medical practice is not 
bright as yet. 3 


In England Now 


A Running Commentary by Peripatetic Correspondents 


ONCE again we were on the move. Even the lame 
and completely idle Italian, sitting at the open door 
of his urban farmyard on the opposite side of the road, 
could make no mistake about our intentions. . Lorries 
marked ‘ Officers’ Mess ”’ were standing by and batmen 
were rolling bulky valises through the wide-open door 
on to the pavement. The loading was almost complete 
but the mess secretary seemed dissatisfied, or at least 
puzzled. ‘‘ What has happened to the barrel of wine 
which was put under the stairs yesterday ? ” I heard 
him asking the corporal. ‘‘ I’ve not seen it today, Sir,” 
came the reply. ‘‘ Then it’s been stolen !” returned 
the SMC angrily. Summonimg the interpreter, he 
sent for the police and in a few minutes four smartly | 
dressed carabinieri presented themselves at the mess 
entrance and were quickly informed of the position. 
Their arrival coincided with the disappearance of the - 
lame Italian, and the farmyard door shut with a signifi- 
cant click. The SMC accompanied by the police crossed 
the road. After prolonged knocking the door was 
opened by a frightened woman. She stepped back and 
the party crossed the farmyard. Even the hens seemed 
to sense impending disaster as they fled to their coop. 
Five minutes elapsed. The door opened again. The 
SMC still led the party but now his usual radiant smile 
had returned. Under one arm was the cask of wine, 
and under the other he held a small crate containing 
4 hens. He had disposed of the offence summarily. 
The police saluted smartly and marched away. 
F ak x x f 
Our educators are extolling a resident year in hospital 
after qualification as the best introduction to practice. 
There is much to be said for the tougher apprenticeship 
I went through, though a little more supervision might 
be advisable. During. the last year of my training— 
about 1886—I acted as part-time unqualified assistant 
in a mixed club and private practice in an industrial 
area, doing most of the night work and dispensing.. 
Under these arrangements I attended my first mid- 
wifery case, never having been present at childbirth 
before (my preparation was a frenzied study of Swayne’s 
Obstetric Aphorisms). Within a few days of my arrival 
the night bell rang and I was sent off on a winter’s 
night shivering with cold and apprehension. I found a 
large Irishwoman, about one and a half times my 
weight, on her hands and knees on the floor where she 
This was not at all 


experienced patient and the “ gamp,” all was well. 
I had early experience of the protective powers of the 
human body. On one occasion I was sent to visit a 
patient with a mammary abscess. 'I removed the 
dressing and was greeted with a disgusting stench. 
The patient looked embarrassed when I asked what 
dressing she was using, but in the end I elicited that 
on the advice of a neighbour she had spread excrement 


from the privy midden on brown: paper and applied 


that to the abscess. More orthodox treatment was 
substituted and no harm seemed to'‘have been done. 
On another occasion I arrived at a cottage to find a 
dirty young woman in labour on a filthy bed—no-one 
else in the house, no preparations, no baby clothes. 
She was well advanced in the second stage and was 


9 


_ make mistakes like this one about Owen. 
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shortly delivered. 
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I had to wash the baby and wrap 


it in any rags I could find. For the next few days I was 
pretty anxious, but I need not have worried ; neither 
pulse nor temperature was abnormal. Still again, I 
opened an abscess in the groin for an old man, and when 
I was dressing the wound three days later I removed 
a complete rib of a rabbit. .He remembered swallowing 
a. bone about a year before when eating rabbit soup, but 
that is as far as the evidence goes. Another very dirty 
old man in a still dirtier cottage was lying on a filthy 


bed with a strangulated inguinal hernia. He was 


acutely ill and there was no chance of transporting him 
to a hospital. Getting a colleague to give an anæs- 
thetic I performed a herniotomy jn the cottage. The 
patient never had arise of temperature, and when 
dressed at the end of the week the wound had healed 
by first intention. At the age of 20 I was left for a 
fortnight in sole charge of the practice, with the instruc- 
tion that if I thought a patient was likely to die I must 
call in a medica] neighbour. One such case occurred 
in which I failed entirely to make a diagnosis—a boy 
of 17 with malignant scarlet fever. This was a hard 
year in the school of experience, but when I qualified 
soon after I was 21 it had undoubtedly taught me self- 


reliance. 
. X% * x 


“ This brightly written history of biology isfullof....” 
Thus benignly did I start to review G. N. Ridley’s Man 
Studies Life (Thinker’s Library, Watts). But on page 51 
comes the sentence: ‘‘ Between 1830 and 1880 Owen 
published many studies of fossil animals which he had 
found in Australia and New Zealand.” I didn’t believe 
it, but it sent me 24 miles by bus to wade through 19 
columns of the Dictionary of National Biography. Owen 
never got beyond Cairo.’ A small point, but it recalls 
how Owen reconstructed the Moa from a fragment of 
thigh before any other part of it reached this country. 
Really these popular science books should be the com- 
bined operation of two authors—an erudite and a 
sparkler. The erudite is accurate but terribly dull, 
the sort of person who will ruin botany for anyone for 
life by droning for hours about xylem and phloem ; 
like the dreary old man who tried to teach anatomy and 
made the ferhoral artery a sort of Regent’s Park Canal 
or Styx meandering through the plains of Melancholia— 
and having sordid relations with gloomy objects on the 


way. A sparkler would make it a brisk, bright trout 


stream with a 3-pounder in every pool, but he’d probably 
In my present 
frame of mind, disgruntled by a wasted morning, I 
rather doubt the value of these books. They seem to 
me merely in spring to make the young man’s fancy 
lightly turn to thoughts of XX chromosomes, or make 
for him a primrose something much less, an elaborate 
contrivance to prevent self-fertilisation, not a nice 
habit. In fact I rather doubt the value of education 
itself as at present conceived. The Germans, I suppose, 
were the most factually crammed race in Europe, yet 
it didn’t stop them being led astray by a nasty, unedu- 
cated little man with a 12-year old mind. . Modern 
education makes for docility, real education should turn 
out red-hot rebels. ‘‘ Ah,” says the politician, “‘ the real 


- aim of education is to make people think for themselves.”’ 


If they do, that is the end of the politician as at present 
endured. This book, by the way, costs 2s. 6d., exactly 
the same as my bus fare. l 
* S b ; 
Here are two ways of teaching the important fact 
that scurvy may mimic osteomyelitis. 


(1) Suet pudding.—When due consideration is paid to the 
ætiological factors concerned, it is far from infrequently 
observed that the subperiosteal hæmatoma formation occur- 
ring as an integral manifestation of the scorbutic state may 
lead to an erroneous diagnosis of an osteomyelitic condition 
and thus engender as resultants both unnecessary surgical 
intervention and the unfortunate deprivation of the requisite 
ascorbic acid therapeusis. 

(2) Aperitif. (How I was taught by Donald Hunter).— 
The other day I went to see a child in a Surgical ward. She 
had pain in her shin. The surgeons stood round sharpening 
their knives. I was just in time. I shouted ‘“Stop!! Give 
her some orange juice.” 


TREATMENT OF BURNS 


are right ” (Brit. J. Surg. 1944, 31, 313). 
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WOUND EXCISION AND WOUND TRIMMING 


Sir,— Your leading article of May 20 suggested that 
differences of opinion between some of the consulting 
surgeons to the Forces and myself are ‘“ accounted for 
largely by differences in environment and experience ” 
in that I have ‘‘ cared for the casualties of a city sub- 
jected to aerial bombardment,” and later ‘“‘ superintended 
the accident service of a first-class civil hospital.’’ I feel 
bound to correct this suggestion which overlooks my 
experience of front-line battle casualties in the Spanish 
war. The number of the wounded in that terrible 


struggle is perhaps not fully appreciated in this country ;_ 


in 1938 in the battle of the Ebro the army of Catalonia 
alone suffered 42,000 casualties and numbers of wounded 
from this battle came under my care. All the adverse 
factors mentioned in your editorial were present ;. the 
heavily contaminated shell and mortar wounds, the 
compound fractures and the long time-interval before 
operation, an interval as long as that experienced in 
North Africa and Sicily. In fact it.was in the treatment 
of these first victims of totalitarian warfare that my 
suggestions received their initial large-scale trial by the 


- Spanish Republican army, and the results were as good 


as those which your leader admits were obtained among 
the wounded evacuated from Dunkirk. My experience 
of evacuating’ battle casualties, moreover, has been 
under that most terrible of all conditions—an army in 
full retreat. | 

I certainly agree with your leader that results vary 
with the conditions of the fighting; but it is also true, 
as Major-General. W. H. Ogilvie has recently stated, 
that “ first-class surgery can be done under very simple 
conditions if the surgeons are right and the methods 
The same 
authority stresses the importance of the last point when 


he mentions that ‘‘ as late as August 1943 surgeons newly © 


arrived in the Mediterranean were suturing wounds ”’ 
a performance which ‘in forward surgery is criminal 
folly.” I can well imagine that plaster work done by 
such newcomers can produce sores and discomfort. I 
also admit that an ill patient travels badly in a hip 
spica, but this is so only in seriously infected cases, and 


the duty of the surgeon is to prevent wounds from | | 


becoming infected. 

The use of dry gauze is criticised, but in conjunction 
with a type of case for which it is not intended—namely, 
the suppurating wound with ‘‘ profuse and continuous 
discharge.” It is an error to suppose that such suppura- 
tion is inevitable in war wounds and its prevention an 
exception. On the contrary, with adequate surgery, 
suppuration and a ‘‘ profuse and continuous discharge ” 
can be prevented in the bulk of war wounds. 

Finally, allow me to express my admiration for all 
those surgeons who, under the most distressing condi- 
tions of battle, have attained so high a standard in their 
work and in their results. - It is they who, in the main, 
have defeated the anaerobic and septic catastrophes 
which were the terror of our fathers. 


Oxford. uP 


TREATMENT OF BURNS 


Sır, —May we offer the following comments on your 
leader of May 13? The experience on which they are 
based was obtained during two years’ work in the burns 
unit (Mr. A. M. Clark) of the Glasgow Royal Infirmary. 
It will shortly be reported in full by the Medical Research 
Council. ) | 

1. Fluid replacement for burns ‘“ shock.’’—-While 
recognising that there may have been special circum- 
stances (e.g., water deprivation before burning) connected 
with the casualties referred to by Major-General Ogilvie, 
which created the need for transfusions at the rate of 


TRUETA. 


3 pints in 15 minutes, we would suggest that a somewhat 


less energetic fluid replacement will usually be advisable 
for most severe burning injuries. In view of Ogilvie’s 
experience one must assume that transfusion at this 
high speed is often well tolerated by healthy young 
adults, but rapid transfusion of comparable amounts 
in children is certainly dangerous. We write with 


> 


— 
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unhappy memories of more than one instance in which 
a fatal pulmonary œdema was induced. 

Again, in our civilian experience, it has seldom been 
necessary to continue large intravenous infusions or to 


: repeat them after 48 hours, but we admit that the 


> 
hi 


different conditions obtaining on active service in hot 
climates may -have. created. the : need... The. evidence 
obtained from burned dogs (Elman and Brown 1943) 
and from human cases (disappearance of edema) makes 
it clear that the abnormal capillary permeability which 
leads to hemoconcentration is usually fully corrected 
within 48 hours. 7 nn” 

2. Absorption of sulphanilamide from the burned area.— 
With reference to item 5 in the scheme of treatment 
outlined in your leader, we would suggest that it is 


undesirable to use powdered sulphanilamide for a severe 
. burn—and also cream containing more than 5% of 


sulphanilamide. Hooker and Lam (1941), also Gordon 
and Bowers (1942), and surgeons in the Middle East have 
all reported the absorption of toxic amounts of sulphanil- 
amide from burns treated with the powder; and we 
have known a blood-level of 31 mg. per 100 ml. (the 
patient being “light-headed ’’) three days after the 
application of 10% cream to an extensive burn. We 
have also known agranulocytosis develop in one child so 
treated (she had had 3 g. of sulphapyridine by mouth 
as well). . 

In view of these experiences it would seem wise to 
reduce the sulphanilamide in creams issued for routine 
use. During the latter part of our work in Glasgow 
(about 500 cases) we used a cream containing 3% sulph- 
anilamide with 3% sulphathiazole—the latter ‘added 
in the expectation thatit would be less readily absorbed 
than sulphanilamide, while it would also have more 
effect on staphylococci and on hemolytic streptococci 
which were resistant to sulphanilamide (Colebrook 
1943). We have never obtained blood-levels above 
T mg. per 100 ml. with this cream. 

Burns Unit, Accident __ [ÆONARD COLEBROOK. 

Hospital, Birmingham. , THOMAS GIBSON. 


VOLUNTARY HOSPITALS IN A NATIONAL 
SERVICE 
SIR, —One reads and hears much at the present time 


of the deleterious effects which the Government white- 


paper proposals on the National Health Service would 
have on voluntary hospitals, without qualifying the 
statement in any way. The defects of the municipal 
system have been criticised, and rightly so, but it must 
be remembered that in 1939 this service possessed more 
than 80% of the total hospital beds in the ‘country, 
leaving less than 20% in the voluntary hospitals. Since 
the war the percentage in favour of the municipal 
hospitals has increased, mainly because of the increase 


‘of emergency hospital beds in the grounds of poor-law - 


and mental hospitals. Just as there are very wide 
variations between the efficient and up-to-date public 
health hospitals on the one hand, and the backward 
poor-law institutions on the other, so there are tre- 
mendous differences in the standard, efficiency and 
value of voluntary general hospitals. To my mind the 
latter should be divided for the purpose of discussion 
into four main classes :— | : 

I A.—Teaching schools affiliated to or recognised by uni- 

versities. 


I B.—Hospitals where the honorary staff are all of consultant ' 


or specialist status. j 
II.—Hospitals where the honorary staff are chiefly -general 
. pracțitioners with specialist qualifications and varied 
experience. 


III..—Hospitals where the honorary staff are general practi- _ 


tioners, some with, but most without, specialist qualifica- 
tions and experience. Over 70% of the total general 
. all-purpose voluntary hospitals fall into this group. 
Only a few of these have more than 100 beds, and in 
fact the great majority have many less. 7 
The National Health Service is to be available for a 
who want it, so that the. care of health may be divorced 
from the question of perso means and other factors 
relevant to it. The council of the British Medical 


Association at present opposes this; but it is fair to 


assume, from the opinions expressed in the press and 
in Parliament, that the 100% scheme will be accepted. 


It is interesting to consider the various classes of volun- 


tary general hospitals under a comprehensive scheme. 
Class I A.—These hospitals should secure complete | 


- autonomy with Exchequer grants as in the case of 


universities. | : O n 

Class I B.—These units hope that, with Exchequer 
grants and. with some payments from local. authorities, 
they will receive sufficient private contributions to 
continue their independent status. Many fear, how- 
ever, that the volume of. private contributions will soon 
tail off, and as the percentage of the total income from 
investments and endowments is generally only a small 
fraction of the money required, I cannot see how these 
hospitals can make a case for treatment different to 
that meted out to municipal hospitals. oe 

Class II.—The staff being paid part or full time will 
have to choose between hospital practice and general 
practice, for there are only one or two specialties such as 


anzsthetics and midwifery which can profitably be -` 


combined with a limited general practice. What 
applies financially to class I B hospitals applies in even 
greater measure to these. l Ea 

Class III.—All these hospitals should disappear in 
their present form. Some of the larger units may 
survive if they can attain the required standard, but the 
idea of perpetuating general-practitioner cottage hos- 
pitals is one which should be forgotten. The general 
practitioner is a specialist in his own line, and should 
be encouraged not so much to continue with hospital 
work as to take more and more interest in the preventive 
and public health aspects of medicine. Oottage hospitals 


- at the present time are run mainly for the benefit of the - 


private patients and the doctors themselves. 

The voluntary hospitals of class I B and class II are 7 
among the best in the country, and it is vital to any 
comprehensive scheme that they should be induced to 
enter as- full partners. Why are they so unwilling to. 
play ? They are wary of local-authority control, knowing 
the defects of the present municipal system and believing 


. that what applied in the pee is likely to apply in the. 


future. The stranglehold of over-centralisation is 
particularly dreaded. If the following administrative 
concessions were secured after negotiation, would these 
voluntary hospitals be more enthusiastic ? 


(1) The Central Health Services Council to be modified along 
the lines of paragraph 40 (b to 1) of the BMA council 
proposals (Brit. med. J. May 13, p. 646) with similar 
general suggestions applicable to local needs in the case 
of the local health services councils. ` 

(2) The joint health authority-to control a wide area so as to 
obscure the present major local authorities—the area 
not necessarily or usually conterminous with the local 
authority boundaries. The nominated representatives 
of the local authorities should be chosen because of their 
abilities and usefulness, and not merely on a political 
basis. Certain members of the Local Health Services 
Council should be in attendance at all meetings of the 
joint health authority in an advisory capacity. 

The money will come partly from social insurance, partly 

~ from the taxpayer, and partly from the ratepayer, the 
rates to be levied by precept on the loca] authorities. 
It should be possible to arrange finance so that all 
hospital needs are covered by a block ‘grant from the 
_ Exchequer for distribution to the hospitals in the area. 
(3) The structure of the scheme to be so arranged that as 
. much power as possible is left at the hospital periphery, 
thus allowing each hospital to develop a certain indi- 
viduality of its own within defined financial limits. 
This is most important, and has not been sufficiently 

= stressed. — ` | | 

By inducing the voluntary hospitals to enter this 

scheme, the terms voluntary and municipal as applied 

to hospitals would soon disappear. The. National 


General Hospital of the future, as regards staffing, &c., 


should conform to the standard in class I B. | 
The Minister of Health, if we can judge from his 
public speeches, and his replies to the BMA questions, is 
willing to negotiate with the medical profession along 
certain lines, but he has made it quite clear that the 
Government, with the support of thé people and Parlia- - 
ment, intends to develop the National Health Service, _ 
and he has stated emphatically that in carrying out the 
wishes of his Government he will not allow any selfish 
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sectional interests to deviate him from his path. The 
voluntary hospitals should realise that they have a much 
better bargaining power today than they will have in a 
few years time, when publicly controlled hospitals have 
had a chance to develop. 

The present hospital service is far from perfect and 
needs a drastic overhaul ; so it is to be hoped that those 
who negotiate on behalf of the medical profession and 
hospital interests generally will be successful within the 
framework of the white-paper proposals, in helping the 
Minister of Health to produce a National Health Service 
second to none, in which, incidentally, the conditions of 
service and remuneration for the medical . profession 
and other hospital staff are such as to attract the most 
suitable personnel. 

Hitchin. A.A. CUNNINGHAM. 


. GROUP MEDICINE AND PRIVATE. PRACTICE 


SiR, —We learnt our medicine in hospital (bed and 
outpatients). This is ideal group medicine. Let us 
reproduce this for every 10,000 people throughout the 
country and unite to give this service, which will improve 
us by mutual example and precept. 

- This is incompatible with private practice and private 
enterprise. 

I began to study medicine after service in the last 
war. Next year (after 26 years) I hope to complete 
the payment of goodwill for my present practice. There 
is still a mortgage on the house. 
the goodwill of my practice I am ready to join such an 
Ideal Medical Service VOCAJ: 

UNUNITED. 


DISCUSSING THE WHITE PAPER 


Sir,—Having attended discussions on the white- 
paper, called by the British Medical Association, in two 
very different towns in England, I am impressed by 
certain similarities. ~ 

1. Each was attended by a member of the highest 
councils of the BMA who to a large extent ‘‘ managed ”’ 
the meeting in spite of his protestations to the contrary. 
This tended to give the impression, rightly or wrongly, 
that the BMA has a policy which was fixed, and, it was 
hoped, would be merely endorsed by the meeting, or 
the questionary. 

2. As was expected, the average age of the members 
-was well over 45, and the motions passed were those 
.of that age-group. 

3. The question of buying and selling of practices 
was avoided, even when it had been raised. It seems 
that the unrepresented young doctors have had little 
chance to discuss the matter, though I should imagine 
that nearly all those who have never embarked on a 
practice in this way will wish to avoid doing so now. And 
many of those, like myself, who see a prospect of years 
.of debt ahead of them, thanks -to war service, might 
welcome a chance to receive even an incomplete com- 
pensation, in exchange for freedom from this anxiety, 
.and work in a well-run health centre. There are ad- 
vantages in the codperation and lack of competition 
which have been appreciated in a military hospital, 
and which are often absent from general practice. 

4. There was condemnation of health centres. So 
strong was the feeling of the older men that one wondered 
what hidden. motive lay behind it. It seems certain 
that these centres are going to be established by the 
Government, and time could be spent more fruitfully 
in making sure that they are as efficient as possible (if 
this is desired), rather than in destructive criticism of the 
whole idea. 


are debarred from making their suggestions just now. 
The power to direct young practitioners was 
strongly rejected. No-one likes being “ posted,” but 
‘some means must be found of redistributing doctors, 
at,least temporarily. Increased financial inducement 
should play a part. Could not ‘a young doctor be given 
a choice df vacancies, much as: he at present has only 
‘a limited choice of house appointments at any one 
time ? This would be much preferable to a definite 
posting, often given against his will, which is the state 

of affairs apparently expected by these meetings. — 
6. There was a division of opinion about'means of 
remuneration, though agreement on the principle that 


PATHOLOGY AND NATIONAL HEALTH SERVICE 


Even if I had to give 


The younger generation will probably staff — 
them very largely, after demobilisation, and it is they who . 
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the income must ‘have relation to services iefiaerea. 
Can it be said that this principle is strictly adhered to 
under the present system of buying practices? Of 
course there must be an increase of remuneration with 
age and experience. 


7. Unfortunately the approach to 


each question | 


seemed to be from the point of view of the doctor rather | 


than from that of the patient. 


Though the latter is 2 


being avoided -in this letter, [ feel that both points of } 
view must be fully considered if we wish to retain the 7 


public goodwill. 

8. There was universal condemnation of the adminis- 
trative proposals of the white-paper. 
in complete agreement with BMA criticisms. 

THIRTY-FOUR 
Temp. Captain RAMC 
PATHOLOGY AND THE NATIONAL HEALTH 
SERVICE 


and in this I feel 


Sır, —Pathology, except for a brief reference to public ) 


health bacteriology and to “ laboratory service, 


> is not | 


mentioned in the white-paper, and we feel it is time that | 
constructive proposals regarding the position of patho- 
logists and the part which pathology ought to play in > 
the new medical service should be made by practising | 


pathologists. We have no mandate 
fellows or for any administrative authority. 


to speak for our 
but we have © 


reason to believe that our views accord with those of | 


the majority of our colleagues. 


We believe that the closest coédrdination between the 


two main branches of pathology—academic and applied 
—is essential to a satisfactory pathological 


service. | 


Nothing should be allowed to split the component parts © 


into a number of watertight compartments. 


Academic pathology, mainly concerned with teaching © 
and research, will inevitably be centred in the medical — 


departments of the universities, and will, we suppose, 


be fully considered in the report of the Interdepartmental © 


Committee. 
research and teaching to be confined to 

departments and research ifistitutions. The 
of laboratories chiefly concerned with routine work can 
be ensured only if their staffs have opportunity for 


independent investigations, and for benefiting by the 
For this reason, the — 
staffing of hospital laboratories must be adequate enough | 
of these | 


stimulus that teaching offers. 
to afford the pathologists time to make use 
opportunities as they arise. 

It may prove expedient, at any rate for the time being, 


to place what is called public health bacteriology under 
Whilst we should regret | 


a separate administration. 
this, we believe that the detrimental effect on pathology 


as a whole which such a schism would entail could be © 
mitigated to a considerable extent if adequate coördina- | 


It would, however, be undesirable were | 
university | 
efficiency © 


tion with the rest of pathology could still be maintained. © 
Clinical pathology is an important part of a general | 


hospital service and as such must be closely bound up | 


with the general scheme of hospital management. But 
a brief consideration of the technical practices of clinical 
pathology and public health bacteriology shows that 
they are SO closely related as to make division unprofit- 
able 

The coöperation of the two main branches of patho- 
logy may be seriously handicapped by being adminis- 
tered by three different organisations—university. 
ministry, and local or regional authority. The desired 
coérdination of the parts into one whole, however, can 
be achieved primarily by the pathologists themselves, 
provided that the scheme of administration is such as to 
permit this. 

Within the areas of the joint authority, as envisaged 
‘in. the white-paper, there should be pathological com- 
‘mittees capable of advising the joint authori ity on all 
pathological matters.: These committees should be 
‘representative of all the laboratories in the area, and 
constituted in a similar manner to those 


already working satisfactorily in some of the defence 
regions. 
The university departments of pathology should 


retain their primary functions of teaching and research, 
and act as the training céntres of sufficient pathologists 
to supply the needs of the service. The professors 
should act as the friends and advisers of all pathologists 
in their regions and, in some cases, as national advisers 


which. are — 
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on special subjects and research problems. They would 
take no part in the professional administration 9f the 
hospital laboratories in the regions, and while they 
_ should be closely associated with pathologists engaged 
in diagnostic and prophylactic work, they should not 
` themselves be responsible for it. | 

The pathologist in charge of the clinical laboratory at 
the university hospital should, together with appropriate 
members of his staff, hold university appointments 
and take some part in the teaching of pathology: he 
would not ordinarily be responsible for the clinical 
_ pathology from outside hospitals or general practitioners. 

Such matters as interchange of staff between the uni- 
versity departments and the regional laboratories, the 
recognition by the university of senior pathologists in 
the region and the extension of consultant and labora- 
tory facilities to them would be a matter for detailed 
arrangement with each university. Several of the pro- 
vincial universities have already made such arrange- 
ments. , 

.The public health bacteriological service can only 
function as a separate administration at its main centres, 
and even there it must be closely associated with the 


universities and the larger hospital laboratories, if only _ 


to avoid uneconomic duplications of laboratories and 
staffs. At the periphery there must be complete fusion. 
A town serving an area containing less than 100,000 
inhabitants cannot support more than one laboratory 
with reasonable economy and efficiency. In _ larger 
towns, both the hospital and public health laboratories 
should be housed under the same roof even though under 
separate administration. There should also bé labora- 
tories solely devoted to public health and sufficient in 
number to provide for field work and epidemiological 
control throughout the country. In our opinion the 
population covered by such a laboratory would be from 
3-4 million. 
keeps the public health centre fully informed of all 
events appertaining to epidemic disease, there is no 
need for any greater divorce of public health bacterio- 
logy from hospital pathology. 
Similarly there should be a small number of labora- 


tories specialising in medicolegal work in its criminal . 


aspects, working in close touch with the Home Office 
and attached to a university. The majority of coroner’s 

: cases are not concerned with criminal action and should 
be referred to senior hospital pathologists, but not to 
general practitioners. 

The clinical laboratories must be situated in hospitals, 
under the disciplinary and financial, but not professional, 
administration of the owning authorities. The remark- 
able diversity of arrangements under. which a pro- 
fessional man may'‘now act as pathologist to a hospital 
should be brought to anend. The pathologist in charge 
should be of consultant rank, appointed on precisely 
the same terms and at the same rate of pay as his 
clinica] colleagues, and serving with them on the medical 
council of the hospital. | 

Laboratory facilities must be freely at the disposal of 
-the general practitioners in the area, but there should 
be no isolated small laboratories staffed only by techni- 
cians or a solitary pathologist : small laboratories should 
be under the surveillance of a large hospital laboratory 
in the vicinity which would provide the staffing. This 
would ensure a continuous linkage between the rural 
practitioner desiring pathologist assistance and the 
research laboratory in the university, without imposing 
an undue burden of technical or administrative re- 
sponsibility on any single link. 

Professional coérdination of all laboratory services 
within a university region is necessary for smooth 

' working, and experience in the Emergency Medical 
Service has shown that this cannot in normal times 
be the function of a professor or of the full-time director 
pf a laboratory. The person responsible has to act as an 
intermediary between the pathologist and the adminis- 

_tration, making it his business to see that every patho- 
logist has all possible facilities and acting as adviser to 
the administration. It is a post requiring knowledge, 
experience and tact, and should not be held by anyone 
too junior to command respect or too senior to have lost 
touch with bench work. Such an individual might well 
hold a part-time post in a university department, and 
a representative committee of the regional pathologists 
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Provided that the hospital pathologist 


\ 
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should properly have a voice in his or her selection. 
We regard a post of this sort as essential to a proper 


_ coordination of the service. - | 


The hospital laboratories at present in-existence have 


provided only a skeleton service for the country and a 


larger number will be needed to provide for the needs of 
mental hospitals, fever hospitals and sanatoria, as well 
as general hospitals. 

It is in hospital pathology in particular that a free 
interchange of professional and technica] staff is essential 
both within a large region and outside it, in order to 
encourage efficiency, to prevent isolation, and. provide 
for study leave and sickness. Local hospital administra- 
tion will present financial difficulties to this interchange, 
which are likely to require central adjustment of a kind 
which has on the whole proved sufficiently elastic to. 
solve similar difficulties in the Emergency Medical 
Service. 

While the professional freedom of individual patho- 
logists, as of other practitioners, must: be maintained, we 
firmly believe that some factual, and not merely theo- 
retical, central control of the whole service of pathology ` 
will have to be exercised if it is to be conceived as.one 
complete section of medical service to the community. 
If this conception fails to be a matter of government 
concern, medicine will, in this important respect, be 


moving backwards instead of forwards. 


S. P. BEDSON. P. N. PANTON. 


T. B. DAVE. A. H. T. ROBB-ŞMITH. | 
S. C. DYKE. A. F. S. SLADDEN. 

H. B. MAITLAND. JANET M. VAUGHAN. 
A. A. MILES. E 


THE SCIENCE AND THE ART 


Sir,— Your leader of May 27 leads me to emphasise 
the distinction between learning the results of scientific 
investigations ‘on the one hand, and learning the scientific 
method and its application on the other. 

In studying physics and chemistry the preclinical 
student learns the former and not necessarily the latter. 
The essence of scientific method is observation, induction 
from particular’ instances to general principles, and 
where necessary the introduction of a concise termino- 
logy. ` But since it is easier to teach the principles of 
elementary physics and chemistry first, and then the 
experiments on which they are based, this is the course 
usually adopted; and it is not until the student re-- 
searches in these subjects that the scientific method is 
driven home. -In clinical medicine on the other hand 
the student cannot go far without understanding how 
to apply the scientific method. Observation without 
preconceived ideas of the diagnosis is the essence of a 
good clinician. The correlation of symptoms of a 
particular case with pathological changes and with other 
cases is a stage further in the same process, and it is 
here that the results of scientific investigations of others 


` must be considered. 


With regard to scientific method I consider that I’and 
fellow students owe more gratitude to clinicians and 
outpatients than to scientists and laboratories. 


- Hemel Hompstead, Herts. P. DUPRE. 


APPENDICITIS SINCE THE WAR > 

Sir,—In their study of appendicitis (Speo.-Rep. Ser. 
med. Res. Coun., Lond. 1939) Young and Russell suggest 
that intestinal stasis is an important factor in the produc- 
tion of the disease and that dietary habits may have an 
important predisposing effect. Rendle Short (Brit. J. 
Surg. 1920, 8, 188) attributed increased incidence about 
the beginning of the century to a reduction in the cellu- 
lose content of the national diet and a greater consump- 
tion of meat. 
susceptible to the disease than vegetarians. If there is 
any substance in these remarks ~on diet, one would 
expect that the enforced change of diet of the country 
since the outbreak of war would have affected the incid- 
ence and mortality figures. With the object of finding 
out the position in North Ayrshire it was decided to 
analyse the figures from Kilmarnock Infirmary, a volun- 
tary hospital of 133 beds (increased to 183 for war 
purposes) serving the Burgh of Kilmarnock and the 
surrounding parts of the county of Ayr, a population in 


Meat eaters are supposed to be more . 


- figures from the 
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the region of 120,000. Total admissions to the hospital in 
the six years 1937—42, those covered by the investigation, 
varied from a minimum of 2455 to a maximum of 2697 
per annum. But since adult populations have altered 
considerably owing to war services it was thought that the 
figures for children under.the age of 15 would give a fairer 
comparison. The year 1939 could be taken as prewar from 
the point of view of diet. The child population at risk 
was estimated at about 30,000. The table sets out the 
infirmary records. Deaths from 
appendicitis in the six years numbered 2, 3, 2, 1, 3 and 2. 


RELATION OF APPENDICECTOMIES TO TOTAL SURGICAL 
OPERATIONS IN OHILDREN UNDER 15 YEARS 


All operations Appendicectomies 


| ; 
saa |e) to | Me | | Total admissions 
1937 | 366 | 234 | 600 .| 71 | 39 | 110 18-0 
1938 | 433 | 267 | 700 T4 |745 | 119 17-0 
1939 | 354 | 223 | 577 77 | 50 | 127 22-0 
“1940 | 372 | 239 | 611 KEKE 114 18-6 
1941 | 388 | 224 | 612 80 | 63 | 143 23-3 
1942 | 431 | 286 717 93 70 163 22-7 


There was a.large incursion of evacuees in September, 
1939. The vast majority of these remained only a few 
days or at most a few weeks, and their transient stay was 
rather against-their having much effect on the figures. 
There was a second much smaller “‘ invasion ” in May, 
1940, but again the sojourn in the county was nearly 
always short.’ An EMS hospital was “opened 11 miles 
away, on the edge.of the area, in August, 1940. The 


patients admitted to it were mainly Glasgow waiting-list - 


cases but 4 appendicectomies were referred from Kil- 
marnock Infirmary in 1942. Any effect this hospital 
could have had would be to make the figures for the later 
years smaller than they should have been. 

Young and Russell say that the death-rate from 
appendicitis in England and Wales after the last war 
seemed to support the belief that diet was an important 
factor. They go on to suggest that the actual incidence 
of appendicitis has increased in recent years. The 
figures in the table seem to point to some increase in the 
years 1941 and 1942. They pointed out that there had 
been propaganda in this country for some years urging a 
return to the kind of diet which, if the view quoted by 
Rendle Short is correct, should have reduced the incid- 
ence of appendicitis, but that under existing conditions 
of life it seemed improbable that a sufficient change in 
dietary habits would be introduced to influence the 
incidence appreciably. The improbable has happened. 
Our diet has been considerably altered, on scientific lines 
and compulsorily. There is more roughage—in the 


bread, for example—more vegetables are being eaten | | 


in the absence of fruit, the amount of meat has been 
reduced and it is generally agreed that the diet allowed 
during the years 1940-42 was a vast improvement on 
what was consumed by at least a large part of the popula- 
tion’ before the war. But the evidence from this investi- 
gation does not suggest that the incidence of appendicitis 
has fallen. 

Kilmarnock. BRYCE R. NISBET. 


SUPPLY OF ‘BODIES FOR DISSECTION 


Sir,—How disappointing to see our alma mater 
insulted by a FRCP! (I am referring to the letter in 
today’s issue.) Thorough knowledge of the anatomy 
and physiology of the human body is the beginning and 
end of medicine, and to call for less anatomy is to bury 
our art and our science. Are you no longer inspired 
' by the immense curiosity of the dissecting-room, where 

life reveals some of its secrets to those who can see and 
observe, reflect and understand? No ready-prepared 
specimens, no models and drawings can replace the 
dissection of bodies in its instructive value. Nor can 
~- X rays or the film do so. Your faith must be weak, 
dear FRCP. Please reconsider your statement and 
ee you will join me in formalin, whoever you may 
C. 


Basingstoke, May 27. W. LESCHNITZER. 


a 


_ON ACTIVE SERVICE 


[JUNE 10, 1944 


UNPADDED PLASTERS 

. Sir,—I entirely agree with the excellent warning 
letter by Mr. McIndoe and Mr. Watson-Jones. They 
do not, however, appear to me to go far enough in 
warning about the dangers of unpadded plasters. They 
rather give the impression (unwittingly, no doubt) that 
if plasters are padded there is not any danger. I would 
like to emphasise as strongly as possible that for injuries 
to limbs, with which many surgeons may be dealing in 
this country in the near future, all plasters should be 
padded and split and the limb elevated and the digits 
watched. ‘ 

Harley Street, W.1. JOHN HOSFORD.. 

HMOLYTIC DISEASE IN THE NEWBORN | 

Sm,—In the article by Drs. Langley and Stratton in 
THE LANCET of Jan. 29, which has only now reached us, 
the description of the spleen in case 12 is very suggestive 
of sickle-cell anemia. It would be interesting to dis- 
cover if this child had a West African ancestor. a 

Medical Research Institute, Accra. R. D. REm.- 


r 
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On Active’ Service 


CASUALTIES 
The following casualties are announced :' 
KILLED 
Captain HucH LAUDER, MB’GLASG., RAMO. 
WOUNDED 

Major REGINALD BOLTON, MBE, MB LOND., MRCP, RAMC. 
Lieutenant R. H. PORTEOUS, RCAMC. 
Lieutenant W. C. Tracy, RCAMC. 
PRISONERS OF WAR 
Major H. M. S. G. BEADNELL, MRCS, RAMC. 


“Captain J..W.-GoRONWY, MB LOND., RAMC. 


AWARDS 
The following immediate award has been made : 
MC 


Captain V. J. MCKENTY, ROAMC. 


When an enemy shell exploded in the cellar where « regimental 
aid-post was in operation Captain McKenty, though himself 
suffering from blast and weakened from concussion, carried out 
the wounded and attended to them, reorganised the post while 
under fire, and refused to be evacuated himself. 


| MENTION IN DISPATCHES 
Surgeon Lieutenant THomas Haw, MRCS, RNVR. 


; COMMENDATION 
AUBREY CECIL KIRTON, MB EDIN., ship’s surgeon, MN. 


REPATRIATED . 

The name of Major A. S. Till, MB CAMB., FRCS, was spelt 
incorrectly last week in the list of RAMC officers who have 
been repatriated. ae 

MEMOIR 

Captain Huen LAUDER, who was killed in action in Burma 
last January, was the eldest son of Mr. D. M. Lauder, of 
Glasgow. Born 28 years ago, he was educated at Bellahouston 
Academy and Glasgow University, where he graduated MB in 
1938. He then became house-surgeon in the Chesterfield and 
Derbyshire Royal Infirmary, where he 
remained until commissioned in October, 
1940. After serving for more than a year 
in West Africa, where his brother officers 
tell of his success with the African troops, 
Lauder was transferred to Burma. On 
his first day in action on this front he was 
severely wounded when attending casual- 
ties at a forward aid-post, but he carried 
on directing treatment until he collapsed. 
He died later the same day. 

A senior colleague writes :—‘‘ Dr. 
Lauder brought to his work and to life 
an open mind, free from prejudice. This 
was no empty quality, for his enthusiasm 
was infectious, and his: point of view 
refreshing and always worth while.” Tall and slim, Lauder 
had a ready wit and made friends easily. As a student he 
was interested in social schemes for unemployed youths 
and spent much of his leisure helping the Youths Club 
in the Anderson district of Glasgow. A keen oarsman, he 
rowed for the University. He leaves his widow with one son. 


Rudeni, Preston 


| Obituary 


“CUTHBERT SIDNEY WALLACE 
BT, KCMG, CB, M B LOND., FRCS, DCL, LLD 


Sir Cuthbert Wallace died on May 24 in his 77th year 
and his memory was honoured at noon on Thursday in 
Lincoln’s Inn Chapel at a joint service of St. Thomas’s 
Hospital, the Royal College of Surgeons of England, and 
Mount Vernon Hospital. St. Thomas’s recalls his bold 
application of Listerian method 
which brought the hospital he 
served to the forefront of 
surgical craftsmanship, and the 
dean whose talks to students on 
the terrace meant more to them 
than lectures. The College recalls 
the president who was himself 
‘an example of his forerunner’s 
diligence. curiosity and energy 
which he praised in his Hun- 
terian oration. Mount Vernon 
recalls the director of medical 
services and research whose 


piloted to success a new venture 
in scientific medicine. 
Cuthbert Sidney Wallace was 
born at Surbiton in 1867, 
: youngest son of a Scots divine 
F.A. Suain, from Whom he learned: not 
: -to bow to the tyranny of 
Opinion. Educated at Haileybury, he entered St. 
omas’s where he qualified in 1891, taking the surgical 
fellowship in 1893 and the London degree with high 
honours in the following year. He held all the usual 
house appointments before becoming in 1897 resident 
surgical officer, at one of the turning points in the history 
ofsurgery. Discarding the carbolic spray and other non- 
essentials of Lister’s technique he carried staff and govern- 
ing body with him in remodelling theatres and wards on 
an aseptic basis. The South African campaign inter- 
vened to give him, as surgeon to the Portland Hospital, 
an early experience of gunshot wounds, related in A 
- Civilian War Hospital. During the first decade of this 
century his life was that of the busy all-round surgeon in 
private and hospital practice—he was also on the staff 
of the East London children’s hospital—with special 
interest in the prostate gland, collaborating with L. S. 
Dudgeon. And then in 1914 came his second baptism 
of fire when he was sent to France. with the rank of 
major-general, as consulting surgeon to the First Army. 
There (in Makins’s words) he was leader of the small band 
of sturdy supporters of the ‘‘ aseptic system ’’ who, 
despite the stress and turmoil of the struggle, maintained 
an unwavering belief in the truth of the principles they 
professed. Our portrait is of that epoch. 


‘“T first met Cuthbert: Wallace,” writes C. F., “in tne | 


spring of 1915, when he visited the CCS in which I was 


working. It was in a surgical ward and his greeting was | 


characteristic: ‘Hullo! I’m Wallace, your new con- 
sulting surgeon ; I want to see what you've got to show 
me.’ From that moment he proved to be a perfect guide, 
philosopher and friend to me and all others at that time 
striving to improve the technique of wound treatment. 
His encouragement in our difficulties, his criticism— 
stern but at all times fair—and his readiness to listen 
to and discuss new methods were the greatest stimulus to 

. His successful fight for the early evacuation of 
abdominal injuries to CCSs was the means of saving 
countless lives. He was nearly captured during the 
April 1918 battles when his car took the wrong road near 
St. Venant, and almost ran into the advancing Germans. 
His account of this when he had lunch with me an hour 
or so later, off beer and tinned peaches—all the food we 
had at the time—showed him quite unperturbed by the 
incident. 

“ In the years between the wars and during this war I 
Was associated with him in many capacities—during the 
first BMA meeting held after the last war, at the College 
of Surgeons as a member of the court of examiners, in 
the Association of Surgeons of Great Britain, and latterly 
at the Ministry of Health—and at all times I knew I had a 


experience and humanity 
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friend to whom, in any difficulty, I could turn for help 


and advice which would be freely given.” E 

To the various activities already mentioned should be. 
added . membership of the council and distribution 
committee of King Edward’s Hospital Fund for London, 
and chairmanship of the London and Counties Medical — 
Protection Society, the last-named being one of the least 
known and most significant of positions for an elder 
statesman. He was for long a member of the Radium 
Commission and of the Medical Research Council, and in 
June 1940 was made chairman of the committee on war. 
wounds. The recipient of many honours, as E. R. C. 
(his personal assistant during- the war years) justly 
writes, ‘‘ he wore them lightly as became the simplicity 
of his character. . It was not that he ever undervalued 
the approbation of his peers—his mind was too acute for - 
that ; he was an idealist who never lost touch with earth, 
content to ‘realise ’ just so much of his dreams. as the. 
temper of the times and the preparedness of contem- 
poraries would permit. He was an inspiring teacher whose 
aims were not always appreciated by others. His was a 
happy ‘unit.’ If’ a young surgeon sought a model 
upon which to mould himself he could have found none 
better than Wallace. Scores of young men in the last 
war learned to rely upon his quietly given advice, and 
later to restart their professional lives the better for. 


having known him. 


‘** The good counsel of the man of affairs was twin with 
the sound opinion of the consulting surgeon. He had 
within himself some touchstone which guided-him aright. 
in every situation. He could cut to the heart of a ‘pro- . 
blem of conduct and discern the right action. He could, 
with a sentence, arrest a discussion that verged on the 
acrimonious and carry conviction to the disputants. 
He suffered fools with patience and often steered the bark 
of folly into a tidal run of good purpose. He was 
capable of anger and of giving it incisive expression which 
penetrated all but invulnerable skins. What he disliked 
was pretentious mediocrity, what he detested was ignor- 
ant pomposity, and when they interfered with the 
interests of the sick he was not afraid to let himself go. 
But in every man he could discern some good and did | 
what he could to bring it into the light of day. No-one 


ever heard him say a vindictive word.” 


Public Health 


Infectious Disease in England and Wales 
WEEK ENDED MAY 27 


Noftifications.—The following cases of infectious disease 
were notified during the week: smallpox.0; scarlet fever, 
1853 ; whooping-cough, 2427; diphtheria, 507; para- 
typhoid, 4; typhoid, 9; measles (excluding rubella), 
2662 ; pneumonia (primary ‘or influenzal), 774; puer- 
peral pyrexia, 165; cerebrospinal fever, 57; polio- 
myelitis, 7; polio-encephalitis, 0 ;. encephalitis lethar- 
gica, 3; dysentery, 274; ophthalmia neonatorum, 71: 
No case of cholera, plague or typhus fever was notifted 
during the week. | 

The number of civilian and 
of the London County Connell on ing. y EET TRATTE 
previous week the following cases were admitted ; scarlet fever, 112; 
diphtheria, 23; measles, 45; whooping-cough, 80. 

Deaths:—In 126 great towns there were no deaths from 
enteric fever or measles, 2 (0) from scarlet fever, 23 (6) 
from whooping-cough, 6 (0) from diphtheria, 47 (11) 
from diarrhoea and enteritis under two years, and 19 (3) 
from influenza. The figures in parentheses are those 
for London itself. 


The number of stillbirths notified during the week was 
215 (corresponding to a rate of 26 per thousand total 
births), including 23 in London. | 


` 


New REHABILITATION CENTRE FOR MINERS. — On June 3, 
Sir Frederick Sykes, chairman of the Miners Welfare 
Commission, opened a rehabilitation centre for miners 
at Hertford Hall, Bedlington, in the middle of the 
east Northumberland coalfield. The new centre which will 
take 40 patients is the fourth to be set up. Three more are 
to be opened this summer. 
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A Notes and News 


A MODERN HOSPITAL 


CEDERSTRÖM, architect of the new Southern Hospital 
under construction by the city of Stockholm at an estimated 
cost of £3 million, describes it as a ‘“‘ public health centre ” 
which will not only treat the sick but also spread information 
on how to keep healthy. Besides 1200 beds, of which 600 
are now open, it has 15 outpatient clinics, and a waiting-hall 
accommodating 2000, provided with a post-office, a café, 
shops and a crèche. Built of concrete with many wings, it 
has 5400 rooms, and is so arranged that personnel and patients 
from one. department never have to pass through another. 
The standard ward takes 32 patients in five 4-bed rooms, four 
2-bed rooms, and four l-bed rooms; each ward also has a 
solarium and a smoking-rdom and a room for private con- 
ferences. The various clinics have their own waiting-rooms, 
comfortably furnished. From a central kitchen on the upper 
floor the food is conveyed semi-cooked to 11 branch kitchens, 


where it is prepared in accordance with special requirements, © 


and is finally sent down in lifts to the wards. 

Beneath the building, 7 metres down in the solid rock, 
there is a bomb- and gas-proof hospital for 2500 persons 
where 1000 bed-patients could be treated for a month with- 
out communication with the outside world. 
` As in other public hospitals in Sweden, the charges for 
medical care are modest. An inpatient pays 4.50 kr. (5s.) 
a day during the first fortnight, and 3.5 kr. thereafter; an 
outpatient pays 3.0 kr. a visit. If, like every second person 
in Sweden, the patient is a member of the state-supported 
health insurance societies, these societies meet the whole cost. 


JOURNAL OF NEUROSURGERY 


` Exorrt perhaps in Germany there is no journal entirely 
taken up with the surgery of the nervous system and nobody 
will deny there is plenty of material for one. Since this is a 
specialty largely founded by British and American surgeons 
it is fitting that its journal should be in English, and this will 
not prevent the inclusion of contributions from Scandinavia 
and Latin America where neurosurgery flourishés. The 
Harvey Cushing Society has now founded a bi-monthly 
Journal of Neurosurgery, with Prof. Louise Eisenhardt of 
810, Cedar Street, New Haven, Conn., as managing editor, 


and an editorial board presided over by Gilbert Horrax of: 


Boston. The editorial and advisory boards include members 
from England (Cairns and Jefferson), from Chile (Asenjo) 
and from Stockholm (Olivecrona), and the editors in their 
foreword send out a world-wide invitation for contributions. 
The first number, for January 1944, opens with a review of 
some of Cushing’s work and contains seven other signed 
articles by American surgeons. Book reviews will be intro- 
duced in future numbers. The journal is freely illustrated 
with coloured and black-and-white plates and printed on art 
paper throughout. Reproduction and the general layout are 
first-class. Subscriptions, $8. per annum, should be sent to 
the publishers, Messrs. Charles C. Thomas, 220, East Monroe 
Street, Springfield, Illinois, U.S.A. “Delivery to countries 
in war zones will be attempted.” 


Royal Society of Medicine 

The section of experimental medicine and therapeutics 
will meet on Tuesday, June 13, at 5 pm. to discuss thiouracil 
in the treatment of thyrotoxicosis. The opening speakers 
are to be Prof. H. P. Himsworth and Mr. Cecil Joll. At the 
section of psychiatry at the same hour Dr. W. L. L. Rees 
will speak on physical constitution, neurosis and psychosis. 
The section of pathology is holding a laboratory meeting at 
the National Institute for Medical Research, Hampstead, on 
the same day at 7.30 pm. At the section of radiology, on 
June 16, at 4.45 pm, Dr. Frank Ellis will open a discussion on 
one hundred advanced cases of carcinoma of the breast treated 
with stilboestrol. The following will make short communica- 
tions on ten cases treated by them: Dr. S. B. Adams, Mr. 
G. W. Blomfield, Dr. Alexander Haddow, Dr. W. M. Levitt, 
Dr. Robert McWhirter, Dr. J. R. Nuttall, Dr. Edith Paterson, 
Mr. C. J. L. Thurgar, Dr. J. Z. Walker and Prof. B. W. Windeyer. 
At 5 pm on the same day, at the section of obstetrics and 
gynecology, Dr. A. H. Galley and Mr. J. H. Peel will read a 
paper on continuous caudal anesthesia in obstetrics. 


The meeting of the council of the Medical Women’s 
Federation arranged for July 8 to discuss the white-paper on 
a National Health Service has been postponed indefinitely. 


NOTES AND NEWS 


‘press conference at Manchester 


Royal College of Physicians of Edinburgh 
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Mr. Norman Dott will deliver a Morison lecture at the | 


college, 9, Queen Street, Edinburgh, on Friday, June 23, at 


5 Pm. His subject is to be experiences in neuro-psychiatry — 


in Edinburgh, 1940-44. 


Royal Society of Tropical Medicine and Hysiene 
The annual general meeting will be held at 26, Portland 
Place, London, W.1, on Thursday, June 15, at 3 Pm. 


Biochemical Society 


A meeting will be held in the physiology department of 


. University College, Dundee, on Saturday, June 17, at 2 rw. 


Imperial Cancer Research Fund 

Prof. H. R. Dean has been re-elected chairman of the council 
and Sir Hugh Lett vice-chairman. 
Association of Austrian Doctors in Great Britain 

At 11 am, on Sunday, June 11, at 69, Eton Avenue, London, 
N.W. 3, Dr. W. S. Maclay will speak on neuropsychiatry in 
war-time. 


Nottingham Radiography Centre 


The mass miniature radiography centre for the city of 
Nottingham began work on May 17, at Postern House, under 
the supervision of Dr. A. E. Beynon. It is staffed by three 


radiographers, an organising secretary, four clerks and a 


_ woman marshal. 


Lloyd Roberts Lectures ; 

On Tuesday, July 11, at 1 pm, the Royal Society of Medicine 
is giving a lunch at 1, Wimpole Street, London, W.1, for 
Prof. A. T. Jurasz, dean of the Polish Faculty of Medicine at 


Edinburgh. Afterwards Dr. Jurasz will give a lecture on 
former and postwar health problems in Poland. 
On the same day, at 4.30 pM, at the Royal College of 


Physicians of London, Pall Mall East, S.\W.1, Mr. Desmond 
MacCarthy will speak on psychology in literature. 
More Arms and Legs 

Sir Walter Womersley, the Minister of Pensions, told a 
(Manchester Guardian, 
June 1) that artificial limbs must be made to measure. 
Owing to the shortage of skilled labour this meant that if 
there were a rush of new cases some delay was inevitable. 
For instance, limbs had had to be made on their return home 
for our repatriated prisoners to replace the emergency ones 
kindly provided for them by the Swiss. But the Minister 
of Labour had succeeded in obtaining more skilled labour 
for the makers and both the job and the supply of material 
had been given priority. Some of the disabled men them- 
selves were being trained for the work. Accommodation 
at the fitting centre at Manchester, Sir Walter hopes, is to be 
trebled within the next six weeks. 


Births, Marriages and Deaths 


BIRTHS 
AYKROYD.—During May, in India, the wife of Dr. W. R. Aykroyd, 
. CBE, of Coonoor—a daughter. 
HAMBRIDGE.—On May 30, at Scamford, Lincs, the wife of Dr. 
, Rhodes Hambridge—a daughter. 
HOLDEN.—On May 28, in London, the wife of Dr. F. C. N. Holden— 
a daughter. 
Moore.—On May 25, the wife of Mr. A. M. A. Moore, FRCS—a son. 
WILLIAMS.—On June 2, in London, the wife of Mr. Leslie Williams, 


FRcs—a daughter. 

| MARRIAGES 

BacKus—LEFs.—On June 2, at Edgbaston, Birmingham, Allin 
Barrington Backus, MB, lieutenant RAMC, to Violet Meriel 
Lees, WAAF. 

STORY—WILSON.—On May 17, in the Middle East, Peter Story, 
MRCS, captain RAMC, to Freda M. Wilson. 


DEATHS 


BeRRyY.—On June 3, at Staines, Herbert Martin Berry, MD LPOOL, 
DMRE, radiologist at Park Prewett Hospital, Basingstoke, 
aged 65. 

BIRRELL.—On May 29, Edwin Thomas Fairweather Birrell, CB, 
CMG, MB EDIN., colonel late RAmc, of Penicuik, aged 70. 
FINLAYSON.—On June 2, at West Moors, Dorset, George Alexander 
Finlayson, MA, MBABERD., MRCP, formerly Government 

pathologist, Straits Settlement. 

KEATS.—On June 1, at Brightlingsea, William John Charles Keats, 


MRCS, DPH. 

STEWART.—On Nov. 29, in Jersey, George Edward Stewart, MBEDIN., 
FRCSFE, DTM, lieut.-colonel IMs retd. 

MAVROGORDATO.—On March 31, at Johannesburg, Anthovy 
Mavrogordato, MRCS, fellow of the South African Institute for 
Medica) Research, aged 70. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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WHILE investigating a series of compounds for 
chemotherapeutic action against viruses and rickettsiæ, 
we encountered a chemical substance having definite 
action in mice infected with typhus rickettsiæ. The 
active substance, V147, was p-sulphamidobenzamidine 
hydrochloride (NH,SO, CO C(:NH)NH.,HCl); it was 
made by Messrs. Boots and sent us for test, at our 
request, with a number of other substances by the 
Therapeutic Research Corporation. Subsequent chemi- 
cal work resulted in the production of other, closely 
related, active compounds. Experiments have been 
carried out almost entirely with murine typhus, epidemic 
strains having been used as yet only to confirm that 
V147 is also active against them.. In this report we 
shall describe first the methods of studying infections 
quantitatively in mice, then the results of tests with 
V147, and then those obtained with the corresponding 
amidoxime (V186) and related`substances. 2 


ss Methods of Study 
Three strains of rickettsise were used : 


(1) a murine 
(Wilmington) strain received in dried 


guineapig brain from 


Dr. J. O. Snyder of the International Health Division, | 


Rockefeller Foundation, New York; (2) an epidemic 
(Tunisian) strain received in infected guineapigs from 


Dr. G. M. Findlay ; and (3) an epidemic (Breinl) strain ' 


received in dried yolk-sac from Dr. R. E. Dyer of the 
National Institute of Health in the United States. All 
three strains were adapted to mouse lungs by repeated 
intranasal passage. x 
Adaptation of the murine strain to mouse lungs 
succeeded rapidly with tunica washings of an infected 
guineapig as starting material. In the case of the 
Tunisian strain, adaptation was more difficult. 


_ Previous workers (Durand and Sparrow 1940) succeeded 
in establishing this strain in mice only when heavily infected 
-louse fæces were used for the first passage. We used as first 
inoculum a suspension in 10% horse-serum broth of guineapig 
brain taken at the height of fever. The lungs of the infected 
mice during the first four passages showed no lesions, a few 
greyish foci, or very small areas of consolidation, and no 
rickettsise could. be found in smears of the lungs. Passages 
were at first made at 6-7 day intervals and after the 5th 
passage at shorter (3-4 day) intervals. After the 7th passage 
deaths with complete pulmonary consolidation were observed, 
and after the 9th passage deaths frequently occurred within 
48 hours after inoculation. The lungs from these mice were 


usually completely consolidated and rickettsia were present | 


In smears in large numbers. | l 
Several: attempts to establish the rickettsiæ in this way 
‘were frustrated by contamination with pasteurella. Success 
was finally achieved by giving sulphathiazole to mice used 
for passage. This method was adopted after we were told 
by Dr. Findlay that sulphonamide derivatives are used at 
the Pasteur Institute at Tunis to inhibit the growth of 


bacterial pathogens (pasteurella) in animals used for typhus ` 


experiments. Each mouse received 15 mg. of sulphathiazole, 
suspended in sterile 5%-gurn-acacia saline, intraperitoneally 
immediately before the intranasal infecting dose, and ap- 
proximately 0:1% in the diet during the succeeding two days. 
In this way lungs heavily infected with rickettsie and showing 
no more than occasional contaminating bacteria were obtained. 

_ Earlier attempts to obtain heavy suspensions of Tunisian 
rickettsiæ by the intraperitoneal injection of infected guinea- 
Pig brain into mice previously exposed to X rays were 
unsuccessful. — | l 


_ The Breinl strain was rapidly adapted to mouse lungs, 
infected yolk-sac being used as starting material. 

_ Astock of each strain of rickettsia was.prepared by the 
intranasal inoculation of sulphathiazole-treated mice 
with 0-075-0:1 c.cm. doses of a heavy suspension of 
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rickettsie. On the 3rd day after inoculation in the case of 
the murine, and the 2nd day in the case of the epidemic 
strains, the mice ‘were usually very ill or moribund. 


— 


They were killed, and their lungs were removed aseptic- © 


ally, ground in a mortar with powdered quartz, and 
suspended in 10% horse serum broth in sufficient volume 
to make a 10% suspension of lung. The emulsions were 
centrifuged lightly (2000 r.p.m. for 2 or 3 min.) and the 
supernatant distributed in ampoules in 0-2-0:5 c.cm. | 
amounts. The ampoules were sealed and stored ‘at 
— 77° C. in thermos flasks containing a CO,-aleohol mix- 
ture. The stocks' were tested for (bacterial) sterility and 
titrated intranasally(in mice. | 


INTRANASAL TITRATIONS: . 

Mice weighing 14-15 g. were inoculated intranasally 
under ether anesthesia with 0:05 c.cm. of progressive 
10-fold dilutions of a suspension of rickettsia in 10% 
horse-serum. broth. The mice were inoculated in a 
specially constructed inoculation box (van den Ende 
1943) which prevented. the dissemination of droplets 
into the air of the laboratory. They were kept in the 


box for 30 min. to an hour after inoculation, before being 


transferred to their cages. They were then immediately 
removed from the laboratory into animal rooms where 
they were attended with strict precautions against the 
spread of infection. 


Before the use of the specially constructed inoculation box, 
five persons were using the technique of intranasal inoculation 


of mice (van den Ende et al. 1943). All five became infected 


and suffered mild or moderate attacks of typhus within a 
month of commiencing the work. Since installation of the 
inoculation box, only one further case of typhus has occurred, 
although nine non-immunes have been using the intranasal 
route of inoculating mice during a period of 18 months, in 
which time several thousand mice have been used. . E 

On the 7th day, after inoculation the mice were killed 
by chloroform vapour,: and pinned out, and their 
thoracic cavities were -opened from the back. Lungs 
of mice inoculated with 10% to 10-6 dilutions of murine 
rickettsiæ or 1074 to 10 dilutions of epidemic rickettsiæ 
showed the presence of discrete dark grey foci on the 
surface of the lungs. The foci are very similar to th 
described by Rudd and Burnet (1941) in the lungs of 
mice infected with psittacosis virus, and by van den 
Ende and Lush (1943) in the lungs of mice infected with 
the virus of lymphogranuloma venereum. When fewer than 
150, they can conveniently be counted with the naked 
eye, or with the aid of a hand lens. The surface counts 
do not, of course, take into account the foci which 
develop in the substance of the lung. A satisfactory 
method has not, however, been found for estimating the 
total number. of foci present. The counts, representing 
only those rickettsia particles which reach the periphery 
of the lung, are subject to a number of errors by factors 
which influence the efficiency of inhalation of the 
infecting dose. The anesthetic is one of the most 
important factors, so we have discarded mice which, 
owing to poor anzsthesia, do not inhale the inoculum 
promptly and completely. 
observed, the counts which are obtained are fairly 
regular. The following is a record of the counts obtained 
in 14 mice each receiving the same inoculum calculated 
to produce approximately 100 foci per lung: 


134, 91, 111, 135, 121, 104, 103, 78, 103, 
103, 108,. 85, 86, 128. . | 


The mean of these figures is 1065, with a standard 
deviation ' 17:4... That: the rickettsie are responsible 
for the focat lesions is supported by the ability of infected 
lungs to stimulate the formation of agglutinins for 
Bacillus proteus OX19 in rabbits, and by the fact that 
the focal lésions can be inhibited by the serum of patients 
and animals convalescent from typhus fever. 

Quantitative determination of the infectivity of a 
suspension of rickettsis can, therefore, be made by 7 
counting the number of foci in the lungs of mice one week 
after intranasal infection. with appropriate dilutions of 
the suspension. This has been found to be the optimum 
time for the development of focal lesions. Mice killed. 
before 7 days show smaller numbégs of foci which, because 
of their smaller size, are difficult to count. After a week 
the foci become larger and less well defined, but there is, 

BB 
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those . 


When this precaution is — l 


postponed, not prevented. 
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no increase over the numbers observed after the week’s 
interval. 
Mice 


foci which, as the number of rickettsiæ in the inoculum- 
increases, become confluent. The inoculation of very 
large doses (10 to 10-2) of stock suspensions usually 
kills the mice within the week with complete gtreyish-red 
pulmonary consolidation. 
That the infectivity of the stöck suspension kept at 
—77° C. remains practically unaltered fọr 4 months is 
shown by the successive counts (average of 6 mice) 
obtained from 10-* dilutions of one batch during the 
period Sept. 2 to Dec. 30, 1942 :— 
32, 31-5, 38, 36, 32, 27, 22-5, 
27, 24, 41, 34, 41, 33, 32. 


Chemotherapeutic Experiments with V147 


In earlier. experiments (first routine) we injected 
groups of 6 mice with V147—or other drugs; these 
were given intraperitoneally in maximum tolerated dose 
in 0-5 c.cm. saline. Insoluble drugs were suspended in 
5% gum-acacia. The appropriate dose had first been 
ascertained by a preliminary toxicity test. Two hours 
after the drug injection a stock rickettsial suspension 
(murine) was taken from the CO,-alcohol container, 
rapidly thawed, diluted 1:10¢ in horse-serum broth and 
inoculated intranasally into the mice. The 1:10° dilution 
produced on the average about 30 isolated lung lesions 
in each control mouse. .On the following two days 
further doses of drug were given unite peritvoneally. as 
before. | 

It was soon found (see table 11) ‘that V147 was more 
effective if administered twice daily. ‘Our later method 
(second routine) was accordingly as follows; first day 
(afternoon), intraperitoneal drug, followed by intranasal 


typhus suspension two hours later 3° ‘second day, intra- . 


peritoneal drug 10 am and 4.30 PM; third’ day, ditto ; 
fourth day, 10 am dose only.. Mies were killed and 
autopsied one week | after ' infection; : and their lung 
lesions counted. 

Table 1 shows the feats: of such a at. In this and 
other tests groups of 6 (sometimes 3) mice were used. 
Mice in which the anesthesia was unsatisfactory were 
marked at the time and have been omitted from the 
tables; as a rule they showed no lesions or many hd 
than in those properly anssthetised. 


TABLE 1--EFFECT ‘OF GIVING V147 INTRAPERITONEALLY (1) 


Dilutions of typhus suspension 


er poutine) 


V147 
6 x4 mg. 
(secondroutine) 


Soco Cane G 


-——— sæ -— M — 


* Average count with suspensions of. this batch : 32. 
¢ (5) &e. = death with lung consolidation on 5th day. 
150, 6 Trt: + + Sc. = degrees of lung consolidation. 
WC 


= numbers of isolated foci. Cc = approximately. 

It is evident that with mice treated with 3 x 8 mg. the 
numbers of lesions were reduced about 20-fold when 
1:105 rickettsial suspension was used for the test, and 
perhaps 7-fold when the 1:106 dilution was used. With 
6 x 4 mg. of V147, lesions produced by the smaller dose 
were wholly suppressed. 

The experiment was repeated,: the second ioute 
(6 x + mg.) being adopted throughout; and the rickett- 
sia dosage again varied. In this experiment the drug 
was very effective even against the 10° dilution of 
rickettsial suspension. Survivors of treated mice re- 
ceiving the 10-2 dilution were not. killed off on the 7th 
day with the others, but it appeared. that death was only 
In a later test we succeeded 
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‘TABLE II—EFFECT OF GIVING V147 INTRAPERITONEALLY (2) 


= - —$—— 


Dilution of t ty phus suspension 


1072 107? 107$ 
7 r+ (5) ee | +4 e150 
| 18) | $441 $35 aes, 
| (5) 
Controls .. < (3) +++ ++ 
| t (5) + +> + + + 
+ (5) +++ 
| + (7) | 0 0 0 
Í TAU 0 0 0 
hirs aon | +9) | + 0 0 
g. t (9) | 0 0 4 
| 0 + 0 
| | + 


in preventing deaths by continuing the administration 
of V147 for 9 days. We have indicated with one + 
the lesions in some treated mice. At times such mice 
showed small areas of consolidation at the hilus 3, at 


other times there were scattered lesions through the . 


lungs, not much reduced in numbers compared with 
controls, but so much smaller that the lungs appeared 
normal until examined with a strong lens. Great 
variability in extent of lung lesions was a feature in 
incompletely protected mice, contrasting with the 
relatively regular lesion counts obtained from controls. 
Similar variability was encountered when the amount 
of drug given at each,dose was smaller: 6 x 1 mg, still 
excited definite action, but 6 x 0-5 mg. was ineffective. 
If the administration of drug -was delayed till after 
the typhus infection, activity was still demonstrable 
though it was less. In the experiment in table ni, 
1:10° typhus suspension was given to all mice; 4 mg. 
doses of V147 were given intraperitoneally as shown. 


III—-EFFECT. OF VARYING NUMBERS AND TIMES OF 


DOSES OF Viet: 


la st. CE) 
2nd (2) 
3rd (1) 3rd 


Doses | t,407 (1) Jst, (i) 
r | 3rd PE Cr Sra (i 3) 
| 4th A A 


2nd (2) 
(2) 


() S0) c 150 


$5 c 150 a 200 

] 0 0 4 34 © 200 
D { 3 60 120 ec 200 
10 + 0 0 e 200 

A D 5 24 c 200 


Thus, when the number of doses at either end of the 
period was diminished, protection was irregular. Some 
protection was nevertheless present when treatment 
was delayed till 42 hours after infection. og 


Activity of Compounds related to V147 


Very surprisingly, discovery of the action of V147 
did not open up a field for development like the sulph- 
anilamide field; on the contrary. activity proved to 
be a highly specific: one and to be restricted to a few 
substances very closely allied to V 147. ` 


Early in the investigation the E yA of the 
corresponding amidoxime (NH.SO, >C (NOH )NHE.. 
HCl), V186, was found to be as ac tes as V147, perhaps 
a little more so, as table Iv shows. In the test there’ 
TABLE IV—COMPARATIVE ACTIVITY oF VI47 AND YW186 

V147 Vist Controls 
| (6 x05 mg.) (6 0-5 mg.) (mo > drug) | 
Numbers of lung- (| 47 234) 

lesions ay mee |49 3s | © 130 
. inoculated wit | z 3 2 o? T 

10* dilution of | gsr eS | 35 ¢ S | agos go 

stock murine ty- | | 81 11% | Gi ä 

phus suspension || $] 28 
. subcutaneously | E 

* Small, t Very small. 
recorded, mice were given the drug subcutaneously 


in minimal doses, in the hopes of showing up any small 
differences there might be. The toxicity of the two 
drugs was the same, and in other ways they behaved 
alike ; so in subsequent’ work we used sometimes the 
one, sometimes the other. In later trials more attention 
was paid to V156 in view of its possibly slightly greater 
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activity and because it was, at any rate at that. time, 
easier to make on a fairly large scale. ` 

Table v shows the toxicity and anti-typhus activity of 
twelve closely related drugs. The complete suppression 
of lesions in each of 6 mice was used as the most con- 
venient end-point, rather than one depending on: 50% 
F MEeti venens, As a rule there was a sharp contrast 


1. i 


TABLE V— RELATIVE ACTIVITY: AND TOXICITY OF DRUGS 
; (DOSAGE INTRAPERITONEAL) | i 
A B 
mg. | mg. 
V147 pcmulolonanidebeneumnlaine hydrochloride . 24 4 


V186 p-sulphonamidobenzamidoxime hydrochloride 24 
V207 p-sulphonamidobenzamidoxime (free base of 


| V192 p- -gulphoniiethylamidobénzamiaine i ` hydro- 


V262 p-sul phonhydroxylamidobenzamidoxime base 
V279 pcalphovamido-m-tolamidoxime hydrochlor- 


V231 frau ENET A E E methyl ether 
V232 p-sulphonamidobenzamidoxime ethyl ether Š: 
V280 N, N l’-dipropoxybenzamidine-p-sulphonamide 16 
V281 N? N’-dimethoxybenzamidine-p-sulphonamide 
8 


V283 N, N’-diethoxybenzamidine-p-sulphonamide 
V238 p-sulphonamidobenzamidoxime ureide — . 


bat 
oe 
V 


r 


n 
Ge 
oe 
RO COR COR CO GC OO A N 


= Max. tolerated dose for 15 g. mouse. 
3" = Minimal effective (wholly suppressive) dose given twice daily. 


All the hydrochlorides in the above table were readily soluble in 


water ; ; the free bases were very sparingly so and were suspended 


in 5% gum-acacia in saline. 


hg Corresponding tolamidine had just detectable activity (V276). 


between the minimal effective (wholly suppressing) dose 
and one of half its magnitude, the latter permitting 
numerous lesions to develop. 

In the routine toxicity tests, pairs of mice weighing 
about 15 g. each received intraperitoneal injections of, 
severally, 16, 4 and 1 mg. of drug dissolved in 0:5 c. cm. 
saline or (in the case of insoluble compounds) suspended 
in 5% gum-acacia in saline. Doses higher than 16 mg. 
were not ta tested except with V147 and V186. Clearly, 
there is but little difference in toxicity among the com- 
pounds in table v; the fate of one mouse could deter- 
mine such small differences as are shown. A number of 
related compounds not mentioned in this table were 
decidedly more toxic; none of these had anti-typhus 


activity when given in maximum tolerated doses. Fuller 


details of the toxicity of vi 47 and V186 will be recorded 
elsewhere. 


METHODS OF ADMINISTERING DRUGS 


The improved results obtained by giving drugs twice 
instead of once a day suggested that they were rapidly 
excreted, as indeed would be expected from their ready 
solubility. A study was accordingly made of the 
relative : Peale: of the subcutaneous. and -intraperitoneal 
routes of injection. V186 proved able to suppress lung 

` lesions: completely when 2 mg. was injected twice’ daily, 
whichever route was employed; but 2 x I mg. was 
never effective. No advantage, therefore, accrued from 
using subcutaneous injection. 

Feeding seemed to offer more hope of keeping up a 
steady level of drug in the tissues. In a first attempt 
with V147, only moderate success was attained, but 
administration in the food twice daily led, as with the 
injections, to much better results. <A little, but not 
very striking, further benefit was seen when the mice 
were fed with V186 six-hourly. Dr. E. Schuster kindly 


made us a device: ‘for automatic feeding of mice. at any 
hour desired. adel 


Food was placed in the mouse cages in petii dishes. The 
top halves were of metal with an attachment for a wire in the 
middle. A time-switch operated a mechanism for pulling 
the wire and lifting the lids, thus permitting the mice access 
to the food. Mice could be fed twice during the day, by 
hand, and a duplicate mechanism as described arranged for 
their feeding twice during the night. In some tests we fed 
mice with drug mixed with a dry diet, water being given 
separately,- but the animals did not then eat at all well. 
Drug mixed with a wet mash was taken much more on : 
no separate water was supplied. 


Table vı shows the results of feeding sspe mienis with 
V186; the sharp contrast between the results of four 
daily doses of 1 and 0-5 mg. is noteworthy. As with the 
subcutaneous injections (cf. table 1v) V147 gave rather 
poorer results than did V186. Daily doses of 2 x 5, or 
4 x 2-5 mg. of V147 in the food did. not completely » 
suppress the lung lesions. 


` TABLE VI—RESULTS ‘or ADMINISTERING V186- IN FOOD | 


2x5 (4.x 2-512 x 2 Pies No - 
mg. |. mg. mg. mg. mg. | drug 

Numbers of 3 SE 
0. 0 1 -0 120 | ¢150 
lung enone a0 0 0 0 | 150 | 150 
araa ae 0 0 | 15% | 0 | 150 | ¢150 
10-5 dilution 0 0 1 0 86 c 150 
ot. maika 0 0 0 0 100+) ¢ 200 
< typhiia 0 | 0 (2)t 0 = | 150 

* Very small. -t Very small (uncountable) 


In this table (unlike table 1) the number of doses of drug per day 
is indicated. Administration was kept up as usual for 72 hours. 


MODE OF ACTION.OF THE DRUGS. 


V147 does not quickly kill rickettsia in vitro. A 
dilute suspension of rickettsise was mixed with V147 in 
a final concentration of. 4 mg. of drug per c.cm. After 
an hour’s contact at room temperature no drop in titre 
or virus was demonstrable. 

Under the conditions of the experiment to be described 
p-aminobenzoic acid. does not interfere with the action 
of V147. Six mice were treated as usual with 6 x 4 
mg. V147 intraperitoneally and infected after the first 
dose. Simultaneously with each dose of V147, 10 mg. 
p-aminobenzoic acid was given subcutaneously. The — 
treated mice were completely protected: against a dose 
of rickettsis: which produced an average of 33 lesions in 
controls. This result suggests that V147 acts quite 
differently from the sulphonamides. Our colleague, 
Dr. A. T. Fuller, kindly allows us-to mention that in his 
experiments the in-vitro action of V147 in suppressing — 
the growth of streptococci. was Hot eerectes: by the 
presence of p-aminobenzoic acid.. 


EFFECT OF DRUG ON MULTIPLICATION OF RICKETTSIA 


Two groups of 6 mice were infected intranasally with 
a 10 dilution of stock murine typhus suspension. 
One group received V186, 2 x 10 mg. in the food for 
the usual 72-hour period. After 7 days all mice were 
killed and the lungs of the 6 in each group pooled, ground 
and suspended in~18 ‘c.cm. horse-serum saline (=5%) 
and titrated by intranasal: inoculation of groups of 
6 mice. Table vit shows the results. 

Clearly, the suppression of visible lesions dees not mean 
‘that infection has:.been completely eliminated. The 
rickettsize were, however, reduced by treatment in this 


| TABLE VIT — EFFECTS oF V186 ỌN MULTIPLICATION OF RICKETTSIÆ 


Und. 


Saee maa aD ar oo 


” Control. {| t 


10”? seats 107? -10°° 10°¢ 107 
© 150 10° 7 5 0-0 0 0 0 
c 150 143 3 a e ; 
+++ tet Fete) te ++ FH) 0150 O 0 0 ò 0 
| ++ j>) es 
0 o! 0 0.0] 0 0 olo o 0 | 
. l No test 


Numbers of lung | 
lesions in mice 


receiving sus- ||. , 23) | 0 
_ pensions from Treate 96 | 
| (V186) 40. pe vergee 28-5 
A a a group OB’ 


th et tt +t +t 


0 0 0 


The signs + ++, + + indicate different degrees of consolidation resulting from confluence of lesions. 


+ = , specific death. 


a 


(A few non-specific deaths occurred in this experiment ; those mice have been omitted from the table. 7 


a 
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experiment to about. 1/300th of those’ in the untreated 
mice. A similar experiment was carried out, but mice 
were killed earlier—38 days after infection: 5% sus- 
pensions of lungs from, untreated mice produced 25 
lesions on the average when “tested. without further 
dilution ; those from treated mice gave rise to no visible 
lesions. 
EFFECT ON EPIDEMIC TYPHUS 

An experiment with the Breinl strain of epidemic 
‘typhus is recorded in table vrir. Mice receiving the 
two higher dilutions were killed as usual after 7 days ; 
the others were left for 14 days. 


TABLE VII—ACTION ‘AGAINST EPIDEMIC TYPHUS 


mg.) 


gy rh 1/3 1/30 1/3 x 10° : 1/3 x 108 

t3 f3 | t t3 [Feb EHH) 87 115 

Controls E t3 t3 | $5 t3 | ++ $44) 72 59 
t3 t3 | 15 SH + 114 
Treated with ti4 nsd eon 0 2 13 4 


S14 `‘ S14 Sid S14 
Sit S1 l4 


—_ - 


S14 = survived 14 days. nsd = non epediic death. 


The efficacy of the drug against dilute epidemic 
rickettsial suspensions was of the same order as against 


murine ; the ability to protect against the fatal effects 


of heavy doses of rickettsize was definitely greater than ` 
in the tests with the murine strain. A test against the © 


Tunisian strain of epidemic typhus showed similar 
reduction in 1 lesion counts; 6 x 8 mg. V147 was given. 
EFFECT OÑ INTRAPERITONEAL ‘INFECTION WITH MURINE 
TYPHUS 


It has been show (Gildemeister and Haagen 1940, 
Otto and Bickhardt 1941) that heavy suspensions of 
typhus-infected yolk-sacs will kill mice within a few 
hours when given intraperitoneally ; the rapid death 
suggests the action of a toxin, though no toxin has yet 
been separated from the rickettsial bodies. Mice 
receiving smaller doses die from actual infection about 
a week later, but obly when receiving the murine strain. 
V147 has in our experiments afforded no protection 
against the rapid toxic death which follows intra- 
peritoneal inoculation with murine suspensions, but is 
effective against infection which leads to later death. 


TABLE IX—EFFECT OF V147 ON INTRAPERITONEALLY INJECTED 
RICKETTSLE (MURINE) 


Yolk-sac suspension | Yolk-sac suspension 
lins 1 in 50 


i 10 oO 
Effect oee j o i o i 
Controls EA x 4 | Controls — ane x 4 
Early 
a6 to 399 ' - f P 
deaths tl fil fl fl #1 ate ae 
Late deaths t4 +4 t8S16S16 f4 f14 14 . S16 S16 S16 
from in ns | 
fection t4 tô . S16 S16 S160; S16 516 S16 


nsd = non-specific death. 


In this test, mice surviving the éarly toxic death were 
protected against death from infection. 

In another experiment fresh mouse-lung suspension 
was used. A 1:50 dilution of this, given intraperitone- 


ally, killed 6 out of 6 controls between the 3rd and 7th ` 


day; 6 mice so treated, but receiving also 6 x 4 mg. 
V147, survived. 


EFFECT Or V186 IN TYPHUS INFECTIONS IN OTHER 


SPECIES 

Guineapigs.—Attempted: chemotherapy of. experi- 
mental typhus in the guineapig has given disappointing 
results. In one experiment V147 in doses of 100 mg. 
twice daily subcutaneously apparently delayed, but 
did not prevent, the development of fever. Other 
experiments were hampered by the relatively greater 
toxicity of V147 and V186 for guineapigs as compared 
with mice (data to be published later). Typhus infec- 
tion in guineapigs is manifested chiefly by fever and is a 
very different disease from the pneumonia of intranasally 
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infected mice ; 3; moreover the fevee may be very similar 
after injection of small or large doses of rickettsize, only 
its time of onset. being affected by dosage. Inf one 
experiment guineapigs were infected intraperitoneally 
with a 1:10,000 dilution of a brain suspension from an 
infected guineapig (epidemic virus, Cairo strain); fever 
was wholly (one animal) or almost wholly (one animal) 
suppressed by daily doses of 100 mg. V186 given by 
mouth mixed with powdered food. We failed, however, 
to prevent fever with any regularity even with toxic 
doses of V147 or V186, given by mouth or subcutane- 
ously. 

Rhesus monkeys.—Two experiments on therapy of 
typhus-infected monkeys failed, as on each occasion 
neither treated nor untreated monkeys showed evidence 
of infection. We used epidemic typhus of the Cairo 
and Breinl strains respectively, giving intraperitoneal 
injections of material of high infectivity for mice. 
Data on the toxicity of V186 for rhesus monkeys will 
also be published later. 

VIRUS 


TO INFLUENCE CERTAIN 


INFECTIONS 


V147 was tested by the techniques described earlier 
(Andrewes, King and van den Ende 1943) for chemo- 
therapeutic action against the viruses of influenza A 
(PRS strain) and lymphogranuloma venereum. No 
good effect was detected even with maximal doses of 
drug. Both intracerebral and intranasal routes of 
infection were used in the experiments with lympho- 
granuloma virus. V147 was able to prevent multiplica- 
tion of neither lymphogranuloma nor ly paac te 
O cnic 


FAILURE OF V147 


' embryo-in Carrel flasks, when it was dissolved in the 


© viruses. 


fluid medium (Tyrode’s solution) at a concentration of 
0-8 mg. c.cm. In broth 0:1% V147 had no demonstrable 
effect on the action of 3 coli-phages on sensitive strains 
of B. coli, whether tests were made on plates or in broth. 
Stronger concentrations (1%) inhibited the growth of 
the B. coli itself. . 


TESTS ON OTHER COMPOUNDS 


A later publication will enumerate over 70 compounds 
of various types unrelated to V147, none of them having 
any demonstrable chemotherapeutic activity against 
murine typhus in mice. 

In addition to these, 84 compounds closely related 
chemically to V147 and V186 were made and tested ; 
all were inactive in maximum tolerated doses, Con- 
sideration of the formule of the active compounds listed 
earlier (table v) shows that activity was retained when 
minor modifications of the molecule were made, but 
the change never resulted in increased activity. Thus. 
a methyl group could be introduced either at the sulphur- 
containing (NH.SO,) end of the molecule (V192) or in 


the ring (V279) or at the amidoxime end (V231); an 
OH group could appear at the sulphur-bearing end 
(V262); and slightly larger variations were possible 


at the amidine (amidoxime) end: the substances so 
obtained had activity equal to, or more often less than, 
that of V147 and V186. Any more drastic change led 
to the loss of all anti-typhus properties. In describing 
elsewhere the chemical side of this work, more attention 


will be paid to the relationship betwe en chemical. 


structure and biological activity. 


Discussion 


The rickettsiz are generally classed as a special group 
of organisms best placed between the bacteria and 
Most of them, including the rickettsise of 
typhus, are probably intracellular parasites and, like 
the viruses, have proved very resistant to attack by 
chemotherapy. Search for an agent chemotherapeutic- 
ally active agaifst such very small intracellular parasites 
is not necessarily fruitless, fer infection by me mbers of 
one group of larger viruses—that containing the viruses of 
lymphogranuloma venereum and mouse pneumonitis— 
can be successfully dealt with by some of the sulphon- 
amides. The results here reported offer further encourage- 
ment. They are remarkable in that the active molecule 
can be varied only within very narrow limits without 
losing its biological activity ; such a degree of specificity 
is unusual. We may hope that. this very specificity 


6 
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: ` will help us to find a clue to the mode of action of the 


The compounds of this group are not sulphonamides 
in the popular sense, not having a nitrogen atom attached 
directly to the ring ; and, as might be expected from this 
fact, their action is not inhibited by p-aminobenzoic 
acid. V147 has considerable activity in vitro against 
: streptococci, but V186 has much less. Our colleague, 
`- Dr. Fuller, will be reporting the bacteriostatic properties 
of the series; he allows us to mention that anti-typhus 
and antibacterial properties do not seem to be closely 
related. l 
Summary 

A technique is described for the quantitative study of 
typhus in mice by counting the discrete lung lesions 
produced by infecting anzsthetised mice. intranasally 
with dilute rickettsial suspensions. V147 (p-sulph- 
amidobenzamidine hydrochloride) has a definite action 
on infection of mice with rickettsiæ of murine and 
epidemic’typhus. It prevents the development of the 

discrete pulmonary lesions which follow intranasal 
inoculation with dilute suspensions of rickettsiz or 
greatly reduces their size and number; it can prevent 
death in mice receiving heavier inoculations of virus 
intranasally or (murine strain) intraperitoneally. The 
drug is effective when given intraperitoneally, subcu- 
taneously or with the food. Its effect, though more 
striking when given before infection, is demonstrable 
if its administration is delayed until 42 hours after 
infection.. l | 
_ p-sulphonamidobenzamidoxime hydrochloride (V186) 
lis as effective in controlling typhus infection in mice as 
is the corresponding amidine (V147); probably it is a 
little. more. so. Ten other very closely related com- 
pounds also show activity, but none had greater activity 
than V147 and V186, and most have less. The chemo- 
therapeutic property is highly specific in that any 
considerable modification of the molecule at once 
abolishes all activity. 
The drugs have not given satisfactory results in the 
therapy of typhus-infected guineapigs. . 


Addendum 


As soon as it appeared unlikely that: drugs having 
greater activity than V147 and V186 would be readily 
found in this chemical series, a clinical trial of these two 
substances was urgently called for. Accordingly a 
team, consisting of Major C. H. Stuart-Harris and 
Major M. van den Ende, and Sgts. J. R. MacDonald 
and H. Proudfoot, RaAmMc, proceeded to North Africa 
for this purpose. Later they were joined by Major 
M. H. Gleeson White, RAMC, and Capt. W. L. Hawley, 
UsamMc, and 12 nursing orderlies of the Friends 
Ambulance Unit. The main activity was shifted to 
Naples when typhus broke out there. 

The results of the clinical trial will be reported fully. 
At present it need only be said that the results were very 

Isappointing. No therapeutic benefit in cases of 
yphus in man could be shown. One factor contributing 
to this failure may perhaps be the great difficulty in 
beginning treatment within the first few days of the 
disease. Another was the unexplained toxicity of the 
rugs for occasional typhus patients. 
We wish to thank Dr. A. M. Begg for coöperation in the 
ater stages of the drug-testing ; Boots Pure Drug Co. Ltd. 
or supplying us with drugs for test; and our assistant, 
- 4. Young, for his help throughout the investigations. 
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PHENIopoL.—In addition to the pure substance, Messrs. 


Burroughs Wellcome and Co. now issue a Pheniodol Meal, , 
but stomach-tube feeding had to be continued. Laryngeal 


vontaining the equivalent of 3 g. of the contrast medium with 
etting and flavouring agents, from which a palatable 
BUSPension can easily be prepared. 
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WOUNDS OF THE NECK AND LARYNX 


ROLAND S. LEWIS, B A CAMB, FROS 
MAJOR RAMO; EAR, NOSE AND THROAT SPECIALIST AT A 
MILITARY HOSPITAL, MEF i 


CERVICAL wounds seem to have received little separate 
consideration in the surgical writings of this war. I 
have therefore thought it worth while to describe some 
of the wounds of this region which came under my care 
during the battles in North Africa and Sicily; not 
because any new methods or principles have been 
evolved, but, as illustrating the kind of lesions and com- 
plications that may be met and the lines on which they 
may be treated. The hospital was acting as a forward 
base and most of these cases had to be evacuated after 
about a week’s stay ; so the result has not always been 
ascertainable. 

It seems likely that about 1% of all wounds 
reaching hospital involve the neck. Debenham (1943) 
records 37 neck wounds out of a tętal of 2394 
lesions (15%). At this hospital there were 32 among 
a total of 3394 wounds (0°9%), and in one year all the 
hospitals of the Middle East admitted 385 among a 
total of 28,993 wounds (1:'3%). The mortality-rates in 
these series were 5:-4%, 6:2%, and 2-6% respectively. 

Many wounds of the neck are slight, involving only 
muscles, and these usually heal up rapidly, but any of 
the numerous important structures in this region may 


be injured, either separately. or in combination. 


ILLUSTRATIVE CASES 


CasE 1.—Multiple shell wounds. Admitted from a 
casualty-clearing station (CCS): where the ‘left-arm had 
been amputated at the shoulder-joint five days previously, 
and a tracheotomy had been done at the same time for 
respiratory obstruction from a lacerated wound below the 


chin. Feeding had been difficult and a” stomach-tube was 


passed, but it had come out during evacuation down the line. 
The neck wound was large and extended from the symphysis 
menti to the thyroid cartilage, but did not communicate 
with the pharynx; several pieces of sequestrating hyoid 
bone could be seen in it and the right ala of the thyroid 
cartilage was also exposed.. There was still difficulty in 
breathing without the tracheotomy tube, and swallowing 
brought on fits of coughing. A view of the glottis could not 
be obtained,.owing to cedema of the epiglottis and the 
presence of a large slough on the posterior wall of the 
laryngo-pharynx. The tracheotomy: tube was therefore 
reinserted and a Ryle’s stomach-tube passed through the 
nose, through which all feeding was carried on. 

There were signs of a right basal pneumonia on admission. 
This later developed into an empyema, which was drained, | 
but consolidation of the left lung supervened and the’ patient 
died 4 weeks after wounding. Meanwhile the submental 
wound was gradually filling in with granulations and his 
breathing and swallowing had so improved that it was 
possible to remove the tracheotomy and stomach-tubes a 
week before death. Autopsy showed that the pharynx had 
completely healed and very little damage was observable 


in the larynx. 


The development of chest complications in this case 


' might have been prevented had feeding by stomach-tube 


continued without a break. 


CasE 2.—Sheil wound. Small entrance wound left side 
of neck just behind posterior border of thyroid cartilage ; 
large ragged exit wound below ramus of mandible on right 
side. Dyspnoic and unable to swallow. At a CCS, after 
preliminary tracheotomy, the wounds were explored. Exit 
wound : hyoid bone fractured in several places, large opening 
into pharynx at base of tongue and injury to epiglottis ; 
pharynx sutured and wound left open.. Entrance wound: , 


‘loose pieces of thyroid cartilage removed; mucosa and. 


overlying muscles sutured and wound left open. Fed thfough 
a stomach-tube. E E. : 

On arrival at a general hospital 4 days later, the general 
condition was only fair. Patient was distressed and anxious 
and. there were signs of consolidation at the right base. 
Wounds clean and granulating. Breathing easily through 
the natural passages, so the tracheotomy tube was removed, 


examination: wound of lateral wall of right valleoula ; 
epiglottis deformed and swollen with infiltrated blood; 
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arytenoid eminences swollen, the left more so than the right ; 
left vocal còrd fixed in mid-line. | ns 

He was evacuated a week later feeling much better: the 
pneumonia had cleared up’ with sulphapyridine treatment 
and he was able to dispense with the stomach-tube. The 
wound in the vallecula had healed and there was less swelling 
of the epiglottis, though the vocal cords and arytenoids were 
unchanged and the voice remained little more than a whisper. 
The external wounds were healing satisfactorily. 7 


Here the piece of shell appears to have entered the 
left pyriform fossa,. passed obliquely upwards across the 
aditus laryngis, injuring the arytenoids and epiglottis 
in its course, and emerged through-the vallecula beneath 
the ramus of the mandible on the right side. The timely 
tracheotomy probably saved this man’s life, but possibly 
earlier removal of the tube and retention of the patient 
at the forward unit for a few days longer would have 
prevented the pneumonia. 


Case 3.—Penetrating shell wound of neck over anterior 
border of left sternomastoid at level of cricoid cartilage, 
with respiratory obstruction from formation of hematoma. 
At a forward unit anssthesia was induced with ‘ Pentothal,’ 
but complete respiratory obstruction developed and a hurried 
tracheotomy had to be done. Exploration of the wound 
revealed no foreign body; the inferior cornu of the thyroid 
and upper border of the cricoid cartilage were fractured, 
but the great vessels were uninjured.- Wound sutured with 
drainage. He was unable to swallow without coughing, so a 
stomach-tube was passed. : 


His condition was good on arrival in hospital 4 days later, | 


but there was a pleural rub at the right base. He could 
breathe and swallow normally so the tracheotomy and 
stomach-tubes were removed. The voice was weak and 
hoarse. Laryngeal examination showed a large submucous 
hemorrhage in the right pyriform fossa. The left vocal cord 
was fixed in the cadaveric position, probably a rough injury of 
the recurrent laryngeal nerve as it entered the larynx behind 
the articulation ofethe inferior.cormmu of the thyroid with 
the cricoid cartilage. He was evacuated a week later with 
a much stronger voice and healing wound. 


This case illustrates the danger of using pentothal in 
the presence of respiratory obstruction. 


CasE 4.—Small penetrating wound behind middle of thyroid 
cartilage on right side. A little blood was coughed up at 
time of injury but none later. Voice weak but not hoarse. 
No difficulty in swallowing. Laryngeal examination revealed 
a large submucous hemorrhage into the right pyriform 
fossa and on.the anterior surface of the epiglottis; the vocal 
cords were normal in appearance and movement, but the left 
arytenoid was swollen to twice its normal size. X rays showed 
no foreign body in the neck. He was evacuated after a week 
in hospital; the external wound was almost healed and the 
hemorrhages were absorbing, but there was no change in 
the size of the left arytenoid eminence. His later history 
has not been obtained. : ° | 


CasE 5.—Ragged superficial shell wound 3 in. long across 
middle of neck at level of thyroid cartilage. No dyspnoea or 
dysphagia, but a good deal of blood was coughed up at the 
time of wounding. Very husky. Larynx: epiglottis bruised ; 
funnel-shaped protrusion inwards of the tissues in the region 
of the right ventricular fold. At the apex of this protrusion 
was a small tear where presumably the wounding foreign 
body escaped. It must have been immediately coughed 
out, for it was not found elsewhere in the body. The vocal 
cords were not injured but the swelling prevented them from 
approximating. Progress: the wound in the neck healed, 
and the swelling in the larynx became very much smaller 
allowing good apposition of the cords and consequent improve- 
ment in the voice. 


Case 6.—Through-and-through machine-gun wound of 
neck. Bullet had entered just above and behind the angle of 
the jaw on the left side and emerged in a similar position on 
the right side. It had grooved the posterior border of the 
right ascending ramus of the mandible and fractured the 
anterior arch of the atlas with slight displacement to the 
right. He complained of hoarseness and difficulty in swallow- 
ing; the dysphagia was less with solids than fluids and a 
stomach-tube was not required. Examination showed 
paralysis of left half of palate and tongue, and left vocal 
cord, and partial paralysis of the lower facial, sternomastoid 
and trapezius muscles on the left side. A left Horner’s 
syndrome was also present and there was loss of sensibility 
on the posterior pharyngeal wall indicating that the left 
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X, XI, XII cranial nerves and cervical sympathetic cham 
had been injured where they cross the transverse process 
of the atlas (parapharyngeal syndrome). The lower branches 
of the facial nerve had also been’injured. There was no 
evidence of injury to any vessel and the wounds soon healed. 
Treatment : the head was fixed, first with a starch-bandage 
collar and later with plaster-of-paris. 
the paralysis was gradually clearing up, and the fractures 
were united. 


The escape of the internal jugular vein and internal 
carotid artery is remarkable and presumably the nerves 
were only concussed, since recovery was reported to be 
taking place. 

The next 5 cases presented no special difficulties or 
problems in treatment, but they show the various structures 
in the neck which may be injured, and how other struc- 
tures, often very near them, may escape. The great 
vessels seem to be particularly fortunate in this respect. 


CASE 7.—Small. healing wound at mid-point of posterior 
border of left sternomastoid. Hoarseness and slight difficulty 
in swallowing. Femur also fractured. Left half of tongue 
and left vocal cord paralysed, and left Horner’s syndrome 
(X, XII and cervical sympathetic trunk). Jugular and 
carotids did not seem to be affected. 


Case 8.—Small penetrating wound 1$ in. above left clavicle 
Wound almost 
No evidence of any 


healed. Complete Horner’s syndrome. 
other nerve or vessel injury. 


CasE 9.—Shell fragment passed from left side of neck, 


through pharynx, and lodged in the deep muscles on other 


side. Left half of tongue paralysed. No other lesion. 


CasE 10.—Lacerated bomb wound behind angle of jaw on 
left side. Wound excised and jugular vein tied. Both ear-drums 
ruptured. Paralysis of X and XI and lower branches o 
VII cranial nerves. 


Case 11.—Left Homer’s syndrome and paralysis of left 
vocal cord, the result of a minute puncture wound over the 
middle of the belly of the left sternomastoid muscle. 


CasE 12.—Multiple shell wounds with a depressed fracture 


of skull, and fractures of right elbow and hand. Infected 
wound in right posterior triangle of neck just behind lower 
end of sternomastoid containing a deep metallic foreign 
body. Right Horner’s syndrome. Routine treatment of 
wounds and fractures: foreign body removed from neck 
and wound packed open. Twelve days after operation there 


was a secondary hemorrhage from the neck wound which 
was stopped with packing; 2 pints of blood given. There 
was more bleeding two days later and again on the third 
day. 

When I saw him then, for the first time, he was critically 
ill and unfit ‘for operation. He was pale, sweating and 
collapsed ; but the absence of sweating on the right side 
of the face and forehead was very noticeable. A large 
hematoma had formed beneath the sternomastoid (no 
pulsation) and there was a steady ooze of blood through the 
plugging in the wound. The wound was replugged and 


4 pints of blood followed by 2 pints of saline was given. 
Ten hours later the patient’s condition was much better and 
under continuous pentothal anesthesia, administered through 
the transfusion apparatus, an incision was made along the 


anterior border of the sternomastoid. The muscle was divided 
transversely and the ends retracted. When the hematoma 
was evacuated there was torrential bleeding which was only 
stopped by digital compression of the common carotid 
artery in the lower and upper ends of the wound. A large 
tear was then seen in the posterior wall of the artery, and 
after ligation above and below the lesion, with strong silk, 
the damaged segment was removed. The anterior wound 
was partially closed with drainage and the posterior wound 
widened and packed open. More blood (3 pints) was given 
during and after the operation. 

The patient was nursed flat for the first week, was given 


one pillow in the second week and was gradually brought 
up to a sitting position by the end of the third week. No 
CNS signs developed, except for some headache when he 
first sat up, and this was relieved by removing the pillows 
for a short while. The wounds continued to discharge, the 
pulse-rate remained high (90-110), and 4 weeks after the 
operation there was ahother brisk hemorrhage from the 


neck and the patient rapidly became collapsed. Blood- 
transfusion was started and after 1 pint had -been given 
the anterior wound was reopened under pentothal. 


When last heard of 
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The bleeding was traced to the cut distal end of the common 

- carotid artery and the silk ligature was found loose in the 
wound. The artery was so fixed and embedded in inflammatory 
tissue that the only way of ligating it was by under-running 
it with a needle although it was appreciated ‘that by doing so 
the ‘vagus nerve was endangered. A catgut ligature was 
therefore used in the hope that if the nerve was injured 
some recovery might take place later when it was absorbed. 
On tying the ligature the breathing and heart-beats stopped, 
but both started again when artificial respiration was begun. 
A further 2 pints of blood was given after the operation. 


Next day there was complete paralysis of the right vocal © 


cord, but no other ill effects were observed and the patient 
slowly recovered from his various wounds. 


- At the last operation the neck wounds were opened 
up thoroughly and packed widely open with paraffin 
. gauze $ if this had been done in the first place instead 
of trying partially to close the wound, the second 
hemorrhage would probably not have occurred. 


LIGATURE OF COMMON CAROTID 


In the following case the wound was not cervical, but 
I inchade it because the common carotid artery was 
eventually tied. ae 7 

CasE 13.—Small infected wound at root of nose on left side. 
Minute metallic foreign body seen in radiogram on floor of 
right nostril about midway between the anterior and posterior 
choanz. Nine days after wounding, patient developed a 
severe bilateral epistaxis and after 2 pints of blood had been 
transfused he was transferred to this hospital. Pale and 
sweating with rapid weak pulse and still bleeding. Bleeding 
controlled by anterior and posterior plugging of both nostrils, 
and 2 more pints of blood given. Condition improved a good 
deal and two days later it was thought safe to remove the 
plugging. A few hours after this was done profuse bleeding 
started again, mainly from the left nostril, and his condition 
rapidly became critical. The hemorrhage could not be 
adequately controlled this time by plugging and his condition 
continued to deteriorate. Blood-transfusion (3 pints) ‘was 
started and the left common carotid artery was tied under 
‘local anesthesia. The profuse bleeding was reduced to a 
` slight ooze, but as there was still some bleeding from the 
right side plugging of both nostrils was again resorted to for 


3 more days. There was some blood-stained discharge from. 


the wound during this period and bleeding from the right 
- nostril, but it was never alarming and with a further 3 pints 
of blood the general condition became very good. 

There was no recurrence of the hemorrhage when the plugs 
were finally removed. Some nasal sepsis and a mild otitis 
media developed but soon cleared up completely. The patient 
was kept fiat for a week and was sitting up on the 12th day ; 
there were no observable CNS signs or symptoms. He got 
up on the 19th day and returned to duty 7 weeks from the 
day of operation. 


Severe epistaxis which cannot be stopped by local 


measures may need arterial ligation for its control, but 
` usually the severity of the bleeding makes it impossible 
to determine whether the blood comes from the spheno- 
palatine branch of the internal maxillary artery or from 
the ethmoidal arteries which are branches of the internal 
carotid (Barker 1943). It is therefore difficult to decide 
whether to tie off the external carotid artery, or its 
internal maxillary branch via the antrum, or the 
anterior ethmoid artery by the transorbital route. In 
the above case ligature of the ethmoidal artery was 


impracticable because it would have meant operating . 


through a distorted and infected field, so it was decided 
to see if ligation of the external carotid artery in the 
neck would be successful. .When this artery was exposed 
it was found that its compression failed to influence the 
bleeding at all. Compressing” the internal carotid 
reduced the bleeding, and when the flow through the 
common carotid: artery was interrupted the bleeding 
from the right nostril practically ceased. 

_ I felt that the severity of the condition justified tying 
the common carotid artery, especially as no ill effects, 
either subjective or objective, developed after keeping 
up digital compression for 10 minutes. Presumably in 
this case the blood was coming from the ethmoidal 
- arteries, and the better result obtained by compressing 
the common carotid over the: internal carotid artery 
might be explained by the effectiveness of the anasto- 


mosis between the ethmoid arteries and: the terminal 


branches of the external carotid. 


“~ 
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DISCUSSION 


The main principles to be borne in mind during the 
early treatment of neck wounds are the relief or pre- 
vention of respiratory obstruction, the arrest of hsemor- 
rhage and the prevention of infection of the wound. In 
some cases there then follows the problem of feeding the 
patient if he is unable to swallow, while in the late 
stages stenosis of the air- and food-passages may have 
to be relieved. I do not propose to deal with the latter 
question in this paper. 

Respiratory obstruction after wounding may have 
various causes, such as the formation of a hematoma 
in neck, direct bleeding into the air-passages, or surgical 
emphysema—this last cause having the reputation of 
being especially dangerous. The obstruction may in 
itself be sufficient to demand a tracheotomy immedi- 
ately ; but even in milder degrees a general anesthetic 
may .increase it, and pentothal, with its tendency to 
cause increased irritability of the larynx, is not free from 
this danger. Therefore when an operation is required 
for the surgical toilet of a neek wound or arrest of 
hemorrhage in the presence of dyspncea from one of 
the above causes, it is advisable to start with a median 
tracheotomy under local anssthesia. Once a free 
airway is established, the operation may be continued 
with a general anesthetic, and under these conditions 
continuous intravenous pentothal is very satisfactory. 

The tracheotomy tube should not be kept in longer 
than is absolutely necessary ; as soon as the bleeding 
has stopped and the laryngeal appearances show that 
there is no obstruction to the airway, it should be 
removed. The advantages of early removal are two- 
fold: it enables the patient to cough better, so helping 


. to prevent the development of lung complications, and 


it improves the mental outlook—battle casualties with 
tracheotomy become very worried and distressed about 
their condition. If, as often happens, the patient is 
also unable to swallow, the restoration of a good cough 
is doubly important. . Difficulty in swallowing, with the 
entrance of food and fluids into the air-passages, must 
be met by the passage of a Ryle’s stomach-tube, through 
which all feeding must be done, and its retention till 
the power of swallowing normally is restored. Three 
weeks was the longest period during which the stomach- 
‘tube had ‘to be retained in the above series. In some 

cases a gastrostomy may be indicated. i | 

When a casualty has a tracheotomy or a stomach- 
tube long journeys should be avoided. The presence 
of. the tube is a source of anxiety to the orderlies and 
if it comes out there may be no-one competent to replace 
it. It is difficult to arrange for stomach feeds over 
long lines of evacuation, and the temptation to 
feeding through the mouth may prove irresistible. It 
will be noted that by the time cases 1, 2 and 8 arrived 
in hospital they had developed lung complications. 

In all neck wounds, even minute punctures, it should 
be remembered that a nerve may have been injured. 
When the vagus and hypoglossal ‘nerves are damaged, 
the hoarseness and deviation of the tongue on protrusion | 
make the diagnosis obvious; but in an ill patient, with 
probably more severe wounds elsewhere in the body, 
it is easy to miss the signs produced by a lesion of the 
spinal accessory nerve or sympathetic trunk, unless they 
are specially sought. Almost any combination of nerve 
and vessel injury may occur, and in each case all the 
cranial nerves should be carefully examined. It should 
also be remembered that the cervical vertebrze may be 
fractured and the spinal cord injured or concussed. In 
two cases I have noted the late development of osteo- 
myelitis of the cervical spine, although radiography a 
few days after wounding showed no evidence of injury 
or infection and nothing could be found at first to 
account for the stiffness of the neck of which they 


- complained. 


ounds of the carotid arteries or jugular vein are 
seldom ` seen in hospital. The jugular vein can, of 
course, be-ligated without fear of complications. The 
common carotid artery has been tied on three occasions 
An this hospital, each time without cerebral or other 
complications. The patients were all young men and 
great care was taken to nurse them flat for at least a 
week after operation and to restore’ their blood volume 
with transfusions. That they should be kept flat after 
operation appears to be important, for’ Debenham 
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(1943) reports a transient hemiplegia in a case of ligature 
of the common carotid and jugular vein which (owing 
to the onset of pneumonia) had to be sat up 48 hours 
after operation. The jugular vein was not tied in any 
of the three cases done at this hospital. Facilities for 
arterial suture are seldom available in forward hospitals 
and most war wounds are not suitable for this procedure. 
The value of large and repeated transfusions is well illus- 


‘trated by cases 12 and 13. 


Infected cervical wounds heal rapidly by granulation 
if laid wide open; ‘the resultant scars contract con- 
siderably, often leaving very little deformity. If the 
wounds are closed, however, even with drainage, locu- 
lation of infection may take place, and suppuration, 
with its attendant danger of secondary hemorrhage, 
may continue for a long time. 
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ie. COMPARATIVE EFFECTS OF 
SULPHONAMIDE DRUGS IN MILD 
BACILLARY DYSENTERY 
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THAT sulphonamide drugs have a beneficial effect in 
bacillary dysentery is now generally accepted, although 
convincing statistical evidence is not yet available. 
Sulphaguanidine is commonly regarded as the drug of 
choice, because it is relatively poorly absorbed from the 
gut, reaching a high concentration in the intestinal 
lumen without a correspondingly high blood-concen- 
tration and thus having little tendency to cause systemic 
toxic effects. Its action in bacillary dysentery in the 
Middle East (ME) has been the subject of favourable 
reports by Fairley and Boyd (1942): and Bulmer and 
Priest (1943); the latter refer to it as ‘‘ a specific drug 
in the treatment of acute, subacute and chronic bacil- 
lary dysentery.” Other authors have claimed striking 
results with sulphapyridine (Reitler and Marberg 1941, 
Masefield 1941, Paulley 1942, Swyer 1943), and Paulley 


suggested that it has advantages over sulphaguanidine.. 


Sulphathiazole has also been used with apparent success. 
In discussion with other physicians in ME, I have found 
a difference of opinion about the efficacy of sulphanil- 
amide in dysentery ; Bulmer and Priest (1943) state that 
“ sulphanilamide in the form of crushed tablets does not 
have any definite effect in the disease.” 


This paper records observations during the summer of 


1943 at a large desert base hospital in ME on the relative 
efficacy of sulphaguanidine, sulphapyridine and sulph- 
anilamide. Interest in this problem was aroused by an 
experience at the beginning of the ‘dysentery season. 
Supplies of sulphaguanidine being temporarily suffi- 
cient only for severe cases, in an officers’ ward sulph- 
anilamide in rather heavy doses for 48 hours was tried 
as a routine treatment with results which seemed com- 
parable with those previously obtained with sulpha- 
guanidine. This led to an attempt, in one of the 
dysentery wards, to estimate the relative efficacy of 
such sulphonamide drugs as were readily available. at 
that time—which unfortunately did not include sulpha- 
thiazole, The evidence for a beneficial action by sul- 
phonamides seemed so good that it was not considered 
justifiable in a military hospital, whose prime function 
is to return men to duty as rapidly as possible, to 
include a control group of untreated cases. . 


MATERIAL AND METHOD | 
-The clinical material studied falls into two groups. 


Group 1.—Patients in an “ other ranks ” dysentery ward, 
from June 10 to Nov. 6, 1943. At first it was ruled that any 
severely ill patients were to be treated on the orthodox lines 
with sulphaguanidine in the current dosage ; but during the 
entire period only 15 were so treated, and on subsequent 
analysis these cases were found to be no more severe than the 
average. It may therefore be assumed that the cases studied 
represented a fair sample of the dysenteries treated at the 
hospital during the summer of 1943. With the above- 
mentioned proviso, all patients admitted to the ward with 
blood and mucus and a dysenteric exudate in the stools were 


tó be treated in rotation with one of three suspensions in 
doses of 3 oz. and then 1 oz. three-hourly for 48 hours. These 
three suspensions contained in each ounce : 


1. Sulphaguanidine 2-5 grammes tated done 47:5 grammes 
2. Sulphapyridine 1-0 gramme in 48 hours 19-0 j’ 
3. Sulphanilamide 1:0 gs 19-0 is 


Three-hourly dosage was adopted because it was thought 
that this might maintain the concentration of the more 
soluble drugs at a more constant level; and the composition 
of the sulphaguanidine suspension was adjusted to approxi- 
mate the total dosage with three-hourly administration to 
that attained with the customary dosage of 7:0 g. followed by 
3-5 g. four-hourly. 

Group 2.—The sulphanilamide-treated patients in the 
officers’ ward, mentioned above, with an additional sulpha- 
guanidine-treated group. During 6 weeks in May and June, 
1943, all acute dysentery patients in this ward were treated 
with sulphanilamide in the above-mentioned dosage (19 g. 
in 48 hours). After the middle of June, routine treatment 
in this ward was changed to sulphaguanidine in doses adjusted 


_ to the clinical course of the case, giving a comparable series of 


sulphaguanidine-treated cases. Dosage of sulphaguanidme 
in this series varied from 17-5 g. in 1 day to 108 g. in 6 
days, with à mean of 58 g. in 3-2 days. Three very severe 
cases admitted. while sulphaguanidine was being used are 
omitted from the analysis. l 

The type of dysentery current at that time was mild : 
during the observation period 1400 cases, all direct local 
admissions, were treated in the hospital, and there was 
no death from dysentery. Routine culture of dysenteric 
stools was discontinued early in the summer, so for most 
of the cases observed . only information about 
cytology of the stools is available. ‘‘ Bacillary exudate ” 


~ indicates an inflammatory exudate containing over 50% 


of polymorphonuclear neutrophils., and ‘* indefinite 
exudate ” indicates an exudate containing 50% or less 
of these cells., i ; 

In the 34 group 2 cases which were treated (with 
sulphanilamide) before routine culture was discontinued 
the incidence of positive cultures was 47%, as follows : 


No. % 

Dysentery bacilli isolated __.. ger. 1G 47 

Varieties: Shiga by or i 6 17 

Sonne syt et An 4 12 

Flexner... = a% 3 9 
Unidentified non-mannite- 

fermenter oe TA 3 9 


In both groups records were kept which would enable 
a more or less objective estimate of relative severity and 
of response to treatment to be made. These are analysed 
in the table. All cases treated within 5 days of’the 
onset (with the exceptions noted above) are included. 
Apart from the sulphonamides, treatment consisted in 
rest in bed, ample fluids, and a bland diet adapted to 
the patient’s condition as it improved. 


DISCUSSION 


Total number of cases.—It will be noted that, despite 
the intention to treat equal numbers of cases in group 1 
with the three drugs, more were treated with sulpha- 
guanidine than with the other two. One reason is that 
the suspensions were lettered A, B and C, and there was 
a tendency to treat the first patient of each day’s 
admissions with suspension A. The medical officer in 
charge of the ward changed several times during the 
observations, and it is possible that the observed absence 
of side-effects with this suspension may have influenced 
officers not completely familiar with the routine to use 
this suspension rather more than the others. 


Severity.—The suggesttd criteria of the severity of éach 


group are: — 
(1) Relative proportions of BE and IE cases. 
(2) Duration of diarrhcea before admission. 
(3) Number of stools in the 24 hours before admission. 
(4) Incidence of pyrexia. 


Maximal pyrexia was generally present on admission 
or soon afterwards, and thus is mainly an indication of 
severity. The duration of pyrexia after admission 
should be expected to be influenced by treatment, and is 
therefore more difficult to interpret. Judged by these 
criteria, groups 1 and 2 each seem as homogeneous as one 
can expect clinical material to be. 


the- 


' ’ 
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ANALYSIS OF CASES 


| Group 1 | 


g | June-Nov. Group 2 
| Sulpha- Sulph- d 
guani- anil- 
| Sulpha- | syipha- Sulph- “dine |. amide 
| guani- | pyridine anil- — a! memme 
ine, | 19g, in| amide | July- | May- 
‘in 48 br ı 48 br. 48 he Nov. Jane 
| “eA * | Varying | 19 g. in 
! . f ' dosage | 48 hr. 
: ee | eee | | 
Cases—Total 117 16 81 60 | 34 
Bacill i a | 
exudate*.. 83(71) 60(79) 59(73) 37 (74) | 27 (79) 
Indefinite — 
exudatet..' 34(29) 16(21) 22 (27) | 13 (26) | 7 (21) 
Severity— , | : | l 
Av. duration be- ! 
fore admiss | 
(days) .. ...° 0 . 22 22 + 35 2-7 
F AV. no. of stool: : i f} | i ý 
in day befor | | 
_ admis, .., 14 | 14 ' 13 | 18 15 
- Febrile % an 73 å ' 65 | 60 71 
Av. max. | cases 100-0 99-6 | 99-9 . 100-1 | 100-3 
recorded) rife | 
i cases 100:5 | 100-2 | 100-7 } 101-2 | 101-0 
Av. dur. after. | a 
admiss, (days: ; 1-2 | 1°3 1:7 | 1°3 1°5 
Resulta— | | 
Av. day afte: i 
admiss. on. SA | 
which ` stool | 
_ firstformed.., 4:8 | 4-1 4-4 | 50 | 4-6 
Av. days it | | | , 
bospita - n2 | 293 99 | 105 8-7 
Cases given fur. . l | 
thertreatment. 11 1 3. . nil 
Complications of : 
treatment .. . nil {Vomiting) nil . nil Rash 1 
4; heoma-| . E 
| turia 1 : 


: Percentages in parentheses. 
* Bacillary exudate. Contains more than 50% of polymorpho- 


nuclear neutrophils. / 
Indefinite exudate. Contains less than 50% of polymorpho- 


nuclear neutrophils. 


Results of treatment were judged by: (a) the day on 
which the stools were first observed to be formed; and 
(b) the total duration of stay in hospital. The criterion 
for discharge from hospital was three successive formed 
stools free from mucus. In computing for the table 
the averages of duration of stay, a few cases in which it 
was prolonged by supervention of another disease have 
been omitted. > It will be seen that in group 1 the stools 
were first formed after an average of 4:8 days in sulpha- 
guanidine-treated cases, 4:1 days in sulphapyridine- 
treated cases and 4-4 days in sulphanilamide-treated 
cases; and the corresponding figures for duration of 
stay in hospital were 11:2, 9-3 and 9:9 days. In group 2 
the sulphaguanidine-treated cases had’ formed stools 
in an average of 5 days and were in hospital for an 
average of 10:5 days, while the corresponding figures for 
sulphanilamide were 4:6 and 8-7. These figures suggest 
that in the mid type of dysentery treated there is no 
significant difference in the therapeutic effect of sulpha- 


guanidine, sulphapyridine and sulphanilamide in the- 


doses used. 3 
It will be seen that in group 1 further treatment was 
required after the standard course had been completed 
in 11 sulphaguanidine-treated cases but in only 1 sulpha- 
pyridine-treated and 3 sulphanilamide-treated cases. 
And in group 2 no sulphanilamide-treated case required 
further specific treatment after the routine 48-hour 
course, while treatment with sulphaguanidine was some- 
times prolonged to 5 or even 6 days. Bulmer and Priest 
(1943) stress the liability to relapse if sulphaguanidine 
is stopped too soon. It is noteworthy that further 
specific treatment was often desirable after the limited 
routine course of sulphaguanidine given in the present 


series, and that further treatment was seldom con- 


sidered necessary after the limited heavy courses of 
sulphapyridine and sulphanilamide. Paulley (1942) 


- 


also found less tendency to recrudescence in sulpha- 


pyridihe-treated than in. sulphaguanidine-treated cases.’ 


Complications.—lIt is in the low incidence of untoward 
side-effects that sulphaguanidine shows its greatest 
advantage over the other sulphonamide drugs in the 
treatment of dysentery. No complications were 
Observed in the sulphaguanidine-treated cases in this 
series; and the only complications of the use .of. this 


drug which have been observed at this hospital—all after 


enormous dosage—are a scarlatiniform rash and the 
three cases of toxic psychosis reported by Crofton and 
Diggle (1944). 

In the sulphapyridjne-treated cases vomiting was 
troublesome enough to interfere with treatment in 4, 
and others had annoying nausea; slight cyanosis was 
not uncommon; and there was 1 case of hematuria 
and anuria, which cleared up completely after ureteric 
catheterisation. Quite a high proportion of sulphanil- 
amide-treated patients became obviously cyanosed, some 
strikingly so; but the cyanosis rapidly disappeared 
after treatment was completed and seemed to be. of 
no practical importance... One sulphanilamide-treated 
patient developed a transient morbilliform rash. Apart 


from these, no untoward effects from sulphanilamide . 


were observed. | 
. SOME SEVERE CASES - 

While the clinical impression that sulphaguanidine 
has a beneficial effect in severe bacillary dysentery is 
strong, its action is not, in my opinion, as specific as 
that of sulphapyridine or sulphathiazole in pneumococcal 
infections. In a not inconsiderable number of severe 
cases the response to sulphaguanidine has proved dis- 
appointing, frequent small stools of blood and mucus, 
pain and fever persisting after long courses of 150 g. or 
more. In these cases treatment on general lines— 
maintenance of fluid intake-and of nutrition as far as 
possible with a high-protein, high-carbohydrate, easily 
assimilated diet containing sufficient vitamins and 
blood-transfusion where necessary—has been at least 
as important as the administration of sulphaguanidine. 
And in severe Shiga infections there is no doubt of the 
great value of concentrated antitoxic serum. In several 
severe cases (not included in the present series), after 
long courses of sulphaguanidine had brought no dramatic 
improvement, I have given ‘sulphanilamide or sulpha- 
thiazole 19 g. in 48 hours (after the usual precautionary 
blood-count), and I have gained the impression that 
improvement has followed frequently and dramatically 
enough to be attributed to the action of these drugs. 


'. Paulley (1942) suggests that in dysentery the concentra- 


tion of sulphonamides in the lumen of the bowel may 
not really be so much more important than their con- 
centration in the blood. Certainly in long-continued 


\ 


severe cases, where the colonic mucosa may be grossly ` 


thickened and partly converted into highly vascular 
granulation tissue oozing pus, attack from the blood- 
stream seems reasonable, even though the habitat 
of the primarily causal bacilli is known to be the lumen 
of the bowel. ‘ ae ere ee 

CONCLUSIONS 


From the data presented there are two possible con- - 


clusions. The first is that in the mild type of dysentery 
treated, none of the three drugs has any specific effect. 
Clinical impressions and the published experience of 
others are against this view. The alternative conclusion 
is that sulphanilamide, sulphapyridine and sulpha- 
guanidine in adequate doses are equally beneficial in 
mild bacillary dysentery. The only advantage of sulpha- 
guanidine, which has made it the drug of choice, 
is that it hardly ever has unpleasant side-effects. The 
grave defect of sulphapyridine is its liability to cause 
serious renal disorders—a special danger in a dehydrating 


disease though with adequate care about water intake by - 


one route or another this danger should be avoidable. A 
lesser defect is that it is apt to cause nausea and vomit- 
ing. Sulphanilamide in this series had no serious side- 
effects, and its therapeutic possibilities in bacillary 
dysentery seem to have been unduly neglected. 


< T SUMMARY . 

The relative therapeutic effects of sulphaguanidine, 
sulphapyridine and sulphanilamide have been investigated 
by observations on 358 cases of mild bacillary dysentery. 
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- These three drugs were equally efficacious, and the 
only advantage of sulphaguanidine was that it very 
seldom caused unfavourable side-effects. , 


I am indebted to the medical officers and sisters at various 
times in charge of the ward in which the patients in group 1 
were treated, for their coöperation; and to Major John 
Dick, ramc, for the laboratory data. 
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TREATMENT OF FRACTURES OF THE 


FEMORAL AND TIBIAL SHAFTS 
IN THE SAME LIMB 


V. H. ELLIS, FRCS . H. H. LANGSTON, FRCS 


J. S. ELLIS, M OHIR, FRCS ` 
. SURGEONS TO AN ORTHOPÆDIC UNIT, EMS 


SURGEONS with experience of treating fractures have 
usually well-defined views on the treatment of the more 
common injuries. Guidance in the management of 
the rarer fractures is given adequately in a number of 
textbooks. In- cases, however, where treatment is 
complicated by multiple associated injuries this guidance 
is often lacking, because few surgeons have enough 
experience of the less common combinations of lesions 

- to give instruction in their treatment; nor can much 
assistance be obtained from the literature. 


- In some cases the association of multiple fractures is 


so common as almost to be thought typical of some 
particular injury ; and sometimes, as in the combination 
of fractures of the os calcis and lumbar spine, treatment 
of the one injury is not seriously affected by the presence 
of the other. When, however, the injuries are in the 
< game limb their association may present difficult prob- 
lems. The treatment of two such fractures is very much 
more than twice as difficult as that of either alone. 

We propose here to deal with the combination of 
fractures of the shaft of the femur and of the tibia and 
fibula in the same limb. We have had the advantage 
of obtaining the records from another EMS orthopeedic 
unit and have studied these with the records of cases 
under our care. Of 200 fractures of the shaft of the 


femur, 16 had an associated tibial shaft fracture on the — 


same side. et 

The table will give some idea of the difficulties and 
of the comparatively unsatisfactory results of treatment. 
Amputation was required in 3 cases ; in only 3 did the 
ultimate knee range exceed 90°; and the time required 
for union of either fracture was much longer than the 
average for uncomplicated cases. 


FOUR ‘PRINCIPLES 


The aim of any fracture treatment must be the 
fullest possible restoration of function. Four general 
principles may be outlined. 

1. The most important aim in the treatment of a 
fracture of the shaft of the femur is that there shall be 
a useful range of movement at the knee. When it 
comes to assessing the end-result, minor degrees of 
shortening or angulation are secondary in importance 
to stiffness of the knee. The knee that has lost its 
movements presents far greater difficulties to the surgeon, 
and is a far greater disability to the patient, than most 
other results of faulty treatment. Any method of 
treatment taking no account of the maintenance or early 
restoration of knee movement must be considered with 
suspicion. Vi 

2. Delay in union or the ‘establishment of non-union 
is more likely in the tibia than in the femur. This 
applies especially to closed fractures. Any method of 
treatment that tends to delay union will be “ felt ’’ more 
by the tibia than by the femur. . Distraction and lack 
of immobilisation are more important to guard against 
in the tibia than in the femur. | l 

3. On the other hand ultimate union in the tibia is 


practically certain. A well-timed and well-performed 


bone-grafting operation can almost be said to guarantee 
union in the tibia, whereas operation for non-union in 
the femur is both more difficult and less sure of success. 
.. 4. Lastly, infection is of more evil significance in 
‘the femur than in the tibia. The problem presented by 
the septic femoral fracture, with abscesses pocketing 
deep in the muscles and tracking up into the buttock, 
cannot be compared with that met with in the super- 
ficial and accessible tibia with its less muscular relations. 
The effects of sepsis on muscle adherence, and con- 
sequently on knee movements do not require further 
elaboration. g 


POSSIBLE COMBINATIONS 
With these general principles in mind we will now 


consider the four possible combinations of simple and 


compound fractures. 

Both fractures simple.—In our opinion treatment here 
is clear-cut and easily defined. On the principle of 
‘* forgetting ’’ one fracture, it would seem there is the 
clearest possible indication for plating the tibial fracture. 
This done, the femoral fracture can be treated as if it 
existed alone, traction being applied by a tibial pin. 
Knee and ankle movements can be maintained ,almost 
from the start. 

Femur compound, tibia simple.—If the case is seen 


‘early, if the compound element is minimal, or if the 


wound is both little infected and remote, our policy 
would again be to treat the tibial fracture by early 
interna] fixation. If for any reason this is thought 


ANALYSIS OF CASES 

| as | Time of 
mer a Tibja| Tib- | Tib. | Fem., B, | Kise se reeeks) 
‘age | fn ere | eran a b diie Femur! Tibia 

— i m OOS SO l la me o ao eee 

M22} S | S | Yes | — | — — ae 16 16 
M sl Si = Ye | = — 180-160° 45 73 
Fis} s | s |.— | Yes | — | — |180-90°' 20 | 20 
M33/ © | s |Yes | — | Ye | — | ur | ur| — 
M23! © | s | — | — | — ' Yes | UT a UT | — 
M o;s|—}—j);—:—] un ; ur} — 
Mis; $s | c | —|—|—, — (180-1307 16 | UT 
M27! S C | — | Yes | Yes — /{180-150% 16 39 
M24, S c l= | — = — UT UT 50 
Ms6| S | © | — | — | — | — |180-155° 18 | 34 
M29) S; © — | Yes | — | — |180-70°| 30 | 52 
M31) CC; ©C,; —/ — Yes | — |180-140° 27 | 70 
M22} © | © |) —| — | — | Yes |180-175°| 70 52 
M29; © | C | — | — | — | — {180-1305 27 80 
n C C — | — | Yes; Yes — | = — 
M38; c| oļ= | — —| — | UT `| UT | — 


i 


ee ee 


S æ= simple. C = compound. UT= under treatment. 


inadvisable, the lower fracture should be reduced to as 
satisfactory position as possible and immobilised by a 
below-knee plaster. With the limb in a slung Thomas 
splint, and traction from a tibial pin or from the skin 
above the knee, early movement of the knee can be 
practised. 

In this class of case and in the next it may be said 
that there is a place for treatment by two pins, one in 
the tibial crest and one in the os calcis, separate traction 
being taken from each. We feel, however, that such 
methods are seldom advisable. They make it difficult 
to maintain knee movement and it is doubtful whether 
the considerably increased complications of treatment 
are justifiable. l 

In general one should concentrate on the femoral 
fracture and on the restoration of knee function. If 
necessary, as has beèn said already, delayed union or mal- 
union of the tibia is capable of satisfactory late correction. 
Another comforting fact is that in this type the compound 
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femoral fracture will require less traction for its success- 
ful treatment than in the first type. 

Femur simple, tibia compound.—Any attempt at 
treating the leg, as it were, ‘‘in one piece ” is almost 
bound to fail, for traction sufficient to correct the 
femoral displacement will distract the tibia. We think 
that the best course to follow here is to secure reasonable 
alignment of the tibial fracture in plaster. But there 
are two possible alternatives. , 

If the tibial fracture is low and the compound element 
' unimportant, then, manipulative correction, below-knee 
plaster, and traction with a tibial pin incorporated in 
the plaster, is the method of choice. The chief objec- 
tions to below-knee plasters in the treatment of tibial 
fractures do not obtain in these circumstances, for the 
patient will not be allowed to bear weight, and rotation 
is prevented by the locking of the pin in plaster. 

If this method cannot be used because of the danger 
of infection of the pin track, then an above-knee plaster 
could be applied with the knee flexed, and the femoral 
fracture could be dealt with by traction from the plaster 
on a Thomas splint or by the Russell traction method.: 
' Careful padding of the plaster at the points that will 
take the pressure is of course of the utmost importance. 
Here it will be seen that knee movement is sacrificed, 
_ and it may be that such a case would in any event be 

better treated in the early stages by a below-knee 
plaster, using above-knee skin traction if a HDA pin 
was thought inadvisable. 


The necessity for knee movement is greatest in the 


early stages. If the knee is not allowed to lose its range 
of movement during the time when the damage to soft 
parts is maximal, then immobilisation later will not impair 
the joint function to any great extent. In cases of this 
class, if femoral union and good knee movement can be 
obtained, even at the expense of union of the tibia, a 

' walking plaster spica is a useful and surprisingly com- 
fortable means of protecting the femur until consolidated 
and of immobilising the tibia either until union has 
occurred or until conditions are suitable for bone- 
grafting. In such circumstances, if the knee movement 
is satisfactory before plaster fixation it will quickly be 
recovered on being freed. 

Both fractures compound.—The problem here is similar 
to that in the last group. 
be slightly more in favour of the treatment by Russell 
traction, which makes for ease in dressing wounds of 
the thigh. 

In some cases with compound wounds the sepsis may 
be very hard to control. Here everything may have to 
be sacrificed to the general condition of the patient, but 
adequate immobilisation by a plaster spica will often 
dramatically ‘“‘ flatten ’’ a swinging temperature. Such 
cases must be regarded as, to some extent, failures of 
treatment; the price paid being the loss of ‘knee move- 
ment. The need for effective primary treatment of 
compound wounds is obvious. 


METHODS TO AVOID 


In the management of these combined fractures we 
feel that three methods of treatment are better avoided. 

Although there may be a small place for internal 
fixation of compound fractures, it is a matter so much 
of individual judgment in the individual case that no 
general rule can be applied. 

The second method that is probably seldom justified 
is femoral plating. Our reasons are :— 


1. Union, in the femur, is seldom a real problem. Those 
simple fractures that fail to unite are usually those that 
have been made compound in the course of treatment. 

2. Anatomical perfection is not essential in the treatment of 
femoral fractures. 

3. Any operative interference in the region of the quadriceps 
carries great danger of causing adherence of the muscles 
and restriction of knee movements. 

4, With the type of plates at present available it is unsafe 
to dispense with external support. 


The third type of treatment to be avoided is any form 
of skeletal femoral traction. In our opinion fixation of 
femoral shaft fractures by multiple pins, or traction 
above the femoral condyles, is equally to be deprecated. 

The conclusions we have reached are based on a 
study of 16 such injuries. In 3 of these both fractures 


If anything the choice would | 


were simple ; in 3 the femur was compound and the 
tibia simple; in 5 the femur was simple and the tibia © 
compound ; and in 5. both fractures were compound. 


SUMMARY 


Associated fractures of the femoral and tibial shafts 
of the same limb present special problems, which vary 
according to whether one or both fractures are compound. 

Great care must be taken to prevent infection in 
compound wounds. 

- Knee movement should be maintained or restored, if 
necessary at the expense of the tibial fracture. 

If possible the tibial fracture should be dealt with by 
open or closed fixation, while the femoral fracture 
is treated in the ordinary way. 

Femoral plating and above-knee skeletal traction are 
best avoided. 


Our thanks are due to Mr. B. H. Burns and Mr. R. H. 


Young for their kindness in allowing us to study the records 


of the cases under their Care. 


FURTHER OBSERVATIONS ON THE USE OF 
CETAVLON (CTAB) IN SURGERY ` 


ROBERT E. O. WILLIAMS 
B SC, M B LOND 


BARBARA meee re 
B SC BIRM — 


MEMBERS OF THE MEDICAL RESEARCH ‘COUNCIL UNIT, 
BIRMINGHAM ACCIDENT HOSPITAL 


H.C. FAULKNER, Mros H. E. THOMAS, MB LOND 
LIEUTS. RAMC ; LATELY HOUSE-SURGEONS AT THE HOSPITAL 


THIS note reports an extension of dur previous observa- 
tions (Williams et al. 1943) on the wound cleansing 
action of ‘ Cetavlon ’ and of the sensitivity of the normal 
skin to its repeated application. 


CETAVLON AS A WOUND CLEANSER 


In view of the known toxic effects.of cetavlon on cells 
(Jacoby 1943, and cf. Pulvertaft 1948), we studied the 
effect of washing wounds with it to discover whether 
there was any evidence of tissue damage in delayed 
healing, and at the same time to see whether the im- 
proved bacteriological cleansing of the wound reduced 
the incidence of infection. 

The wounds studied were small cuts of the hand and 
forearm treated, after preliminary cleansing, by excision 
and suture. Two methods of preliminary cleansing 
were investigated. In the control cases we used the 
standard hospital routine—a wash, with soap and water, 
of the skin surrounding the wound, followed by a rinse 
of the skin and wound with clean. water. In the test , 
cases we used 1% cetavlon to clean the skin, and, after ` 
the production of aneesthesia, the wound also. 

Having previously noted a very great predominance , 
of Staph. aureus and Strep. pyogenes among the microbes 
responsible for sepsis in wounds of the hands 
(unpublished work), we limited our bacteriological 
investigations to these two species and to coliform 
organisms. The wounds were sampled by a swab before 


INOIDENCE OF SEPSIS AND INFECTION 
(Staph. aureus, Strep. pyogenes, or coliform organisms) 


Standard 
Differ- error of 
ò difference 

% 


Clean, clinically and 23 


teriologically .. : -28 e —18 8-4 
Clean clinically, but bacterio- . a 
‘logically infected . è 38 ~ Ie 5 9-0 
Sepsis and infection Te 32 +12 8-2 

` Clinical sepsis without infec- 
tion eo Roi a 2 ite SS 
Total infection, .. we 10 | : 9-0 


the cleansing, and this (together with the tissu excised at 
operation) was ¢ultivated aerobically and anaerobically. 
Swabs were also taken from the patient’s SEn, nose and 
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throat at the time of operation, and at-each redressing 
a further swab was taken from the wound. : 

. Alternate cases..were selected for treatment. with 
.cetavion.* In assessing the incidence of clinical sepsis 
and bacteriological infection we have discarded cases 
‘which were not followed until healed or which were com- 
plicated by bone or tendon damage. As a result the 
control group, of 53 cases, is smaller than the cetavion 
group of 61 cases. 


There was no notable difference between the two | 


groups in the number of carriers of Staph. aureus or 
Strep. pyogenes in the upper respiratory tract or skin. 
The control group; however,- did contain a greater 
number of wounds which yielded Staph. aureus at the 
time of operation. We have found that this early 
contamination of the wound is associated with the later 
development of infection, so that, on this basis alone, 
the control group would be expected to show a higher 
infection rate than the test. 

There was no evidence that the cetavlon cleansing 
caused delay in healing, for the mean duration of treat- 
ment of 28 clinically and bacteriologically clean cetavlon- 
washed wounds was 14:1 days (SD + 2-7), compared 
with 15:3 days (SD + 1-9) for the. 15 clean control cases. 
The table shows the “incidence of bacteriological infection 
and clinical sepsis in the test and control groups. There 
was a greater proportion of infected and septic cases 
in the control group, but a considerable part of this 
difference can be attributed to the greater degree of 
initial contamination with Staph. aureus which we 
found in the control wounds. , 


‘CETAVLON AS A SKIN CLEANSER 


Objection has been raised to our previous claim for 
_ the skin-cleansing action of cetavlon on the ground that 
our apparent success may have been due to the carriage 
of inhibitory concentrations of the substance into our 
culture media by the samples taken from the skin. The 
- hands tested were thoroughly rinsed before the bacterio- 


logical samples were taken, and a series of 30 tests has . 


shown that in these circumstances insufficient cetavlon 


remains on the skin to contribute even a bacteriostatic. 


amount to the swab (E. M. Miles, personal communica- 
tion). 

Demonstration that coliform organisms, and par- 
ticularly Ps. pyocyanea, can survive or even grow in 
cetavlon does not affect our contention that it is an 
efficient skin steriliser. It is enough to stress a point 
made in our previous paper, that cetavlon must be 
applied at least twice with its two functions in mind— 
namely, as a detergent, loosening bacteria-containing 
debris on the skin, and as an antiseptic, destroying the 
more surgically dangerous of the remaining skin bacteria. 


SKIN SENSITIVITY 


Using the patch test (1 drop of 10% alcoholic cetavlon 
dried on bland sticking-plaster) we have attempted to 
show an induced sensitivity in 18 nurses, negative at a 
preliminary test, who washed their hands twice daily 
for 12 days with 1% cetavlon. The nurses were tested 
at the end of the period of washing, and again 3 weeks 
later. The results were compared with those from a 
parallel series of 19 nurses who did not wash with 
cetavlon. No marked positive reactions were observed, 
,and the incidence of doubtful positives was no greater 
among the test than among the control nurses. 


’ CONCLUSIONS 


In our experience cetavlon has proved superior, as 

a wound cleanser, to any of the preparations commonly 
used, and it is to its detergent rather than to its bacteri- 
cidal properties that we would draw attention. In the 
experiment recorded here its use was followed by no 
more than a slight reduction in the incidence of infection, 
but there was no evidence of damage either to the 
wounds washed with it, or to the hands of the surgical or 
nursing staff who used it repeatedly. 
- .Cetavlon has been employed as a routine wound 
cleanser in this hospital for over 9 months; it has 
proved highly efficient and no reactions, either in staff 
or patients, have been observed which could be attri- 
buted to its use. 


We are indebted to Mr. William Gissane, clinical director 
of the Birmingham Accident Hospital, for permission to 
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‘investigate these cases, and to our surgical colleagues for 
their interest and advice.. The investigations on the nurses 
were carried out with the kind permission and coöperation 


- of the Matron and Sister Whitehouse, of the Queen Elizabeth . 


Hospital, Birmingham. 
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BLAST INJURY 
NON-FATAL CASE WITH NEUROLOGICAL SIGNS 


OLIVER GARAI, MRCP 
LATE MEDICAL REGISTRAR, SUTTON EMERGENCY HOSPITAL 


THIS case is reported because the patient showed 
organic neurological signs after exposure to blast, 
although there was no direct trauma or concussion, 
Altered electro-encephalographic recordings were also 
found. 

. CASE-RECORD 

He was a soldier aged 29. While walking along a road he 
heard a bomb coming down and threw himself flat in the 
gutter. The bomb burst behind some buildings a short 
distance away. He started to get up when a second bomb 
fell behind and to his left, and the resulting blast blew him 
a few feet across the pavement. There is no evidence that 
he struck anything; and apart from a few minor cuts from 
glass, on which he fell, he was not wounded. He did not 
lose consciousness and he remembers seeing a man some 
distance in front collapse. He then got up and began to 
walk, but noticed blood coming from his mouth and felt as 
if he had been hit.in the small of the back. A first-aid post 
sent him to hospital and on admission he had bloodstained 
sputum and hematuria. 

Condition on admission.—Admitted to Sutton Emergency 
Hospital on Jan. 19, 1943, 36 hours after the incident, he was 
rational and composed and i in good-general condition with a 
slight icteric tinge to the skin. There were no purpuric spots 
nor ecchymoses. Apart from the-right pupil which was 
moderately dilated, with no reaction to light and very sluggish 
reaction to accommodation, the central nervous system 
showed nothing abnormal. 

The trachea was moderately displaced to the left, with 
diminished movement of the left side of the chest and patehy 
impairment of percussion note and air entry, more definite 
at the left base where a few persistent crepitations were present. 
There was a small amount of bloodstained sputum. X rays 
showed slightly impaired translucence of the left side com- 
pared with the right. No signs of tuberculosis. 

In the 6th intercostal space 64 in. to the left of the midline 
there was a rapid and localised. pulsation of 120 per min. 
Over this area a. tic-tac sound was heard; internal to this, 
and in the normal situation, the true apex-beat was found 
with a regular rate of 70. The blood-pressure was 130/75 
mm. Hg. No venous engorgement nor signs of heart- Biure. 
The abdomen was normal apart from some tenderness in the 
left loin. . 

The blood-urea was 37 mg. per 100 c.cm. It subsequently 
remained within normal limits. Urine: alkaline; some 
albumin and blood; no pus, no casts. Traces of blood and 
albumin remained for a week, after which the urine was 
normal. 

Progress.—He was treated with rest in bed and a mixture 
containing potassium citrate, grains 20, two-hourly. On 
Jan. 20 he was well, clinically. Physical signs unc hanged. 
Lumbar puncture: pressure 100 mm. of fluid; clear; 
Queckenstedt test normal; no cells; protein 20 mg. per 
100 c.cm. Wassermann and ‘Kahn reactions negative; 
Lange, no change. Next day his right pupil reacted to accom- 
modation but still very sluggishly to light. Left plantar 
response extensor for the first time. On Jan. 27 the sputum 
was still bloodstained ; fine posttussive riles at left base. 
The reaction of the right pupil to light showed some improv e- 
ment. Next day there was no cough or sputum. The CNS 
remained normal except that the right pupil was still sluggish 
to light and the left plantar response doubtful—by Feb. 3 
the left plantar response had become definitely flexor. 

On April 4 there was still an impaired reaction to light of 
the right pupil. The patient was discharged to his unit. 

Electro-encephalography.—Examination 48 hours after injury 
showed a 9 cycle dominant rhythm of moderate voltage 
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. (40 microvolts),; equally present in the two hemispheres, 
inhibited by opening the eyes, with diffuse minor irregularities 
of rhythm -in all areas; but a 4-6 cycle frequency. with a 
voltage equal to the dominant was seen most often in the 
parietal areas, chiefly on the right side. On Jan. 25 the 
general character was the same, the 4-6 cycle rhythm still 
to be observed in the right parietal region though less obvi- 
ously. A few 6 cycle waves of low voltage (30 microvolts) 
were seen in the left frontal region. On Feb. 11 6 cycle 
rhythm in left frontal region was seen more often. On 
Feb. 18 definite change in record; 6 cycle waves in small 
bursts of significant voltage seen occasionally from all areas. 
Less evidence of a single focus. 

Follow-up.—On Jan. 3, 1944, the patient reported for 
examination. He had been back in his unit after discharge 
from hospital, but had developed symptoms of a mild anxiety 
state. He had had a similar illness in 1934.: Hë complained 
of some shortness of breath on exertion. The CNS was 
normal except that the right pupil still had a very sluggish 
reaction to light. Blood-pressure 120/90 mm. Hg. All 
other systems normal. Urine normal, 


Electro-encephalogram : general characters of the dominant: 


rhythm unchanged. Generalised irregularity with tendency 

to slow frequencies still obvious ; 6 cycle rhythm of significant 

voltage seen from all areas but particularly from the right 

parietal region. 
DISCUSSION 


Probably the blast wave of the first bomb was without 
effect on the patient. But at the time of the second 
explosion he way either standing or partially upright. 
This second bomb fell to his left and rear; thus its blast 
would affect the left side of his body, which agrees with 
the chest findings. 

The right-sided pupillary changes associated with 
signs of pyramidal involvement on the left suggest a 
lesion, possibly hemorrhagic, in the peri-aqueductal 
grey matter of the upper part of the midbrain. This 
may have been the result of ‘contrecoup ;' or the effects 
of blast on the thorax and abdomen may have caused a 
’ sudden increase in venous pressure in the CNS with 
resulting’ hzmorrhages. The EEG gives no definite 


indication: as to the site ‘of the. lesions. Changes in| 


cortical rhythm following cerebral trauma have been 
demonstrated by Jasper, Kerchman and Elvidge (1940), 
and by Williams (1941). The slow frequencies immedi- 
ately following concussion disappear in the course of 
days, weeks or months in most cases. These slow 
frequencies are progressively replaced by faster fre- 
quencies until, when recovery is complete, the dominant 
rhythm of 8-13 cycles is not interrupted by any slow 
rhythm. However as Williams (1941) and Heppenstall 
. and Hill (1943) have shown, in many cases recovery is 
nevercomplete. Against the view that the abnormalities 
were the result of trauma is the fact that 10° of the 


population have abnormal EEGs, so some previous. 


abnormality could not be definitely excluded. The 
as try of rhythm in the hemispheres, however, and 
the fact that the rhythms changed with the course of 
time are in favour of an acquired dysrhythmia. 

Stewart et al. (1941) found a xanthochromic cerebro- 
` spinal fluid after exposure to blast, in the absence of 
—localising signs. Tunbridge and Wilson (1943) examined 
the brains of 4 persons, believed killed by blast but 
with no external evidence of direct trauma. They 
found congestion of the vessels of the cerebral cortex 
with some cedema and flattening: of the convolutions. 
Microscopically there were perivascular extravasations 
of red cells. There was, however, no constant dis-. 
tribution of the lesions and they were unable to offer 
any explanation of its causation. In cases seen clinically 
they were unable to find any neurological signs attri- 
butable to blast. Ina case described by Ascroft (1943) 
the patient died 37 hours after exposure to the explosion 
of a small grenade held at a distance of about a foot 
from the front of his chest. At autopsy skull and dura 
were intact; the gyri were flattened and there were two 
regions of lilac pink discoloration involving two-thirds 
of the right parietal lobe and the left postcentral and 
precentral gyri, and extending down to the white matter ; 
histologically there were vast numbers of capillary 
hemorrhages in these areas, — R 

In the present case, since. there was no history of 
impaired consciousness and no retrograde amnesia 
{ i.e., no signs of concussion), it seems that the intracerebral 
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- collateral ligament. On account of the 


-i 
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lesion is best explained on the basis of altered. hydro- 
static pressure in‘the cerebral veins due to the blast 
effects on the trunk. This contention is supported by 
the findings of Zuckerman (1942) that animals exposed 
to high blast pressure are not concussed. 

I wish to express my gratitude to Dr. Denis Hill for the 
electro-encephalographic records and their interpretation, 
and for much helpful criticism ; also to Dr. Louis Minski for 
permission to publish this report. : | 
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DISLOCATION OF SESAMOID OF HALLUX 


G. M. MÜLLER, FRCS 
ASST SURGEON, BOTLEYS PARK HOŞPITAL, CHERTSEY 


- THE following is an account of a lesion which, I 
believe, has not hitherto been recorded. ' 

A bombardier stubbed his right big toe when playing 
football on rough und in gym-shoes. He removed his 
shoe and found that the tip of the toe pointed upwards and 
inwards, and was painful on movement. The same evening 
it was manipulated by the mediċal officer and relief obtained ` 
when the toe was straightened out. 

During the night the pain recurred,  .--7"™,.. 

and the deformity was present again. +` 
He was sent to Botleys Park Hospital 
two days later. 

On examination the distal phalanx Y 
of the right hallux was angulated dor- ¢{ 
sallyand medially, and the lateralaspect 1 
of the interphalangeal joint was bruised. l 
The whole toe was extremely tender to . i 
touch. Active movement was impos- ų 
sible, „while passive movement was t. 

$: 
l 
1 


? 
( 
l 
t 


limited to a pajnful range of about 5°. | 
An X ray showed the plantar inter- 
_phalangeal sesamoid: to be dislocated 
into the joint; two small bony nodules 
-were also seen on the lateral aspect of 
the joint, probably avulsed by the 


Diagram showing sesa- 
moid lying between 
first and second pha- 
lanx, with capsule at- 
tached. Arrow points to 


failure of manipulative reduction, it siteofcapsular avulsion. 


was decided to explore. 

A lateral incision over the joint was made, and examination 
of its interior showed the sesamoid to be wedging the 
phalanges apart. It was easily replaced but slipped back 
immediately on movement. Further exploration showed that 
the capsular fibres in which the sesamoid was embedded had . 
been avylsed from the plantar surface of the head of the 
proximal phalanx (see figure). It also denionstrated that 
the interphalangeal sesamoid of the hallux is situated in the 
capsule of the joint and not in the substance of the long 
flexor tendon. In view of its instability the sesamoid was 
excised. The toe was splinted with collodion ribbon gauze. 

Two weeks later the patient had a painless toe at the 
time of removal of stitches. He was sent back to his 
unit and when seen 4 weeks later had an active painless 
range of 15° and was pursuing normal activities. 


_ ABSCESS IN THE THYROID GLAND 
REPORT ON TWO CASES 


FRANCIS K. STOCK, MB LOND, FRCS 


.MEDICAL OFFICER, OOLONIAL MEDICAL SERVICE, NIGERIA 


Subacute thyroiditis is rare, and the two cases reported 
here are also noteworthy on account of the large solitary 
abseess . produced and the.lack of general symptoms. 
No opinion ean be expressed on their etiology. Large 
solitary intramyscular abscesses are common in debili- 
tated natives but these are usually associated with a 
‘considerable general disturbance. In these cases the 
abscess was not intramuscular but was a primary condi- | 
tion in the thyroid gland. : 

Case 1.—A Hausa native, aged 25, was admitted to the 


African Hospital at Jos on Dec. 23, 1942, complaining of a 
. , 
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swelling’ in the neck which had been present for about six 
months and had increased in size recently. There was no 
pain or other symptom. A large swelling was present in 
the region of the thyroid, filling. the whole gland. The 
swelling moved on deglutition and was not attached to the 
superficial structures., It was firm and. not fluctuant. No 
vascular murmur could. be heard over it. The man was also 
suffering from a. mild acute bronchitis, which, responded after 
a few days to ordinary medical treatment. .. Except for this 
short period there was no pyrexia. Operation under open 
chloroform anesthesia was performed on Dec. 31. 
usual collar incision was made and the deep fascia and the 
infrahyoid muscles were found to be very mdematous. `` On 
attempting to separate the infrahyoid muscles, the capsule 
of the thyroid gland ruptured and a large quantity of thick 
_yellow pus was discharged. The capsule of the gland was 
much thickened and cdematous. A tube was put in the 
gland and the deep fascia and skin sutured loosely around the 
tube.. Healing was rapid. . There was some’ discharge for 
a few days but the wound was completely healed in ten days, 
at which time the gland was only slightly larger than normal. 
Case 2.—A Hausa native, aged 30, was admitted to the 
same. hospital on Dec. 30, 1942, complaining of a swelling 
in the neck which had been present for a few weeks only, 
and which was rapidly increasing in size. There was slight 
pain in the swelling but no other symptoms. There was a 
large tense swelling in the position of the thyroid gland. It 
moved on deglutition and was not attached to the superficial 
structures. There was no fluctuation and no auscultatory 
murmur. There was some slight pyrexia up to 100° F. The 
patient was kept under observation for a week during which 
time no change was noticed’ in the swelling. On Jan. 7, 
1943, a short’collar incision was made in the middle of the 
swelling sufficient only to examine the deeper structures. 
The deep fascia and infrahyoid muscles were cedematous. 
A diagnosis of subacute thyroiditis with absċess formation 
was made. A small incision was made into the gland and 
was dilated with sinus forceps. A large quantity of pus was 
evacuated and a tube inserted. The wound was stitched up, 
and as in the previous case healing was complete in ten days. 
A smear of the pus showed, large numbers of staphylococci. 


I am, indebted.to the Director of Medical Services for 
permission to publish this report. 


Review ws of Books 


A Shorter History of Science 
Sir WILLIAM CECIL DAMPIER, SC D, FRS. 
Univ. Press. Pp. 189. 7s. 6d.) 7 
Two years ago the third edition of Dampier’s History 
of Science appeared. This shorter history is not so 
much an abbreviation of the larger work as a new 
production arranged to satisfy the general reader who is 
curious to know something of the slow progress of the 
scientific spirit for so many centuries and of its blossom- 
ing in the last two or.three generations. It also throws 
some light on the interaction of physical and chemical 
science and the great philosophical and religious theories 
which have influenced mankind. Dampier has also 
written ‘“‘ to meet the needs of schools,” holding that 
both for the student of science and the student of 
literæ humaniores a knowledge of the history of man’s 
efforts to understand and control! nature is essential to 
a liberal, education. The book is well written, well 
balanced and well contrived to excite the interest of 
the student and the general reader. 
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Emergency Surgery 
(Sth ed.) HamILtTon BaILey, FRCS. (Wright. Pp. 969. 75s.) 
Mr. Hamilton Bailey has entirely altered the textbook 


approach of the student to surgery in the last decade or. 


- more. This fifth edition has had to be steered through 
vicissitudes of war, for the entire original work including 
the original illustrations were destroyed’ by enemy 
action. When the book was just ‘about completed, 
after a year’s toil, it was bombed again and the blocks 
had to be remade. 
specialist but for the isolated operator, and it is cer- 
tainly the stand-by of the young surgeon. But where 
does emergency ` surgery end ? 
trations encourage the “ sporting operator ’’ to have a 
crack at it. Might it not be better to describe some 
of the operations in greater detail, even if it means 
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‘fatal to success in a particular case.” He 
that the ʻanalyst should be; 


The work is intended not for the. 


‘These beautiful illus- 


cutting out some of the “emergencies °”? A mastoid 
is surely not an emergency, and for a brain abscess, the 
occasion must be rare when Mahomet could not be 


. brought:to the mountain. | 


The book would be more convenient in two sections ; 
969 pages, of prewar paper, is a lot to hold. Pride 
of place for workmanship undoubtedly goes to the 
abdominal section; and the: section on infections of 
the hand, lucidly written. and beautifully illustrated, 
follows a close second. The sections on exposure’ of 
vessels and-amputations are also particularly modern 
and pleasing. A useful appendix describes recent 
advances in technique, and gives ` tips” on the way 
to canalise a vein rapidly, to get the Miller-Abbot tube 
through the pylorus, and to tie in a catheter with fall 
precautions against infection. In the blood transfusion 
section, the standard MRC method might have been 
illustrated ; and it would be wise to rub in to the young 
surgeon, at the brink of his career, the dangers of hospital 
infection and the importance of building up a “‘ conscious 
unconscious’’ wound-dressingritual. But. minor criticisms 


‘apart, this book has served. well and will continue to do so. 


The Life of Childhood 
MICHAEL FORDHAM, MRCP. (Kegan Paul. Pp. 154. 15s.) 
Jung’s doctrine and mode of interpretation has here 
been applied to the psychology of childhood. The 
constant use of analogy and the assumption of a mytho- 


logical world in which the child is immersed make it 
impossible to judge the correctness of Dr. Fordham’s 
observations, except in the measure of one’s willingness 
to’ be a Jungian. The archetypes of the collective 
"unconscious, if they are not a figment of Jung and those 
who follow him, can be studied to great advantage in 


the play, dreams, talk, drawings and paintings of 
_ children. In the second ‘part of his book Dr. Fordham 


gives detailed instances in which he has utilised this 
opportunity, and his account of the analytic investiga- 
tion is illustrated with many paintings and drawings. 
It comes after the first, or theoretical part in which he 
expounds the child’s. relationship to itself, to its family, 


and to the educational environment at school. The 
` last. chapter of the book will for many readers eng gaged 
in the treatment of children be the most instructive,, or 
at any rate the least disputable. Here Dr. Fordham 


sets out plainly what are the aims of his treatment, why 
it is necessary to employ indirect methods and what 
must be the function of the psychotherapist. He 
remarks on the belief, sometimes met with, that psycho- 
therapy is merely a technique to be learnt from someone 
else or from a book: and considers that, on the contrary, 
the personality of the analyst is the central fe: ature of 
the. treatment, ‘‘ and, since no analyst possesses the 
optimum all-embracing personality, he has within 
himself limitations which even with children may prove 
also assumes 
‘reasonably open in his 
nature (and) free from dogmatic theories about what 
he is and what method should be used.” In further 
passages on the work of the analyst. the writer shows 
a wise moderation, influenced by respect for the child’s 
gifts and limitations. Many who would cavil at the 
theory and interpretation in the body of the book will 
find much in this section that is profit: ible and in keeping 
with the experience of psychiatrists of very diverse schools. 


Modern Marriage 
(2nd ed.) EDWARD GRIFFITH, MRCS. 
- 7s. 6d.) 

‘It is good that the author ‘of this admirable little book 
should have found time, in spite of war stress and strain, 
to prepare a new edition. That it has met with con- 
siderable approval since its first appearance in 1935 is 
manifest from the number of reprintings. and this new 
edition should have an even wider appeal since it now 
includes a section on sterility and subfertility, while the 
chapters on contraception and sex education have been 
largely rewritten and brought up to date. The author's 
physiology and pathology may be a little sketchy and 
not always quite accurate, but his advice on how to make 
marriage work, based not only on physical facts but also 
on religious and psychological grounds, is sound and 
practical. The book,-which is illustrated. contains lists 
of well-tested contraceptives and of clinics where advice 
can be obtained, a short bibliography and an index, 


(Gollanez. 
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WOUNDS OF THE LARGE BOWEL 


‘We began-this war disconsolate about the abdo- 
minal wounded—-since they will die in any case, some 
said, better let them die, without operation, and use 
the surgeon’s time to better purpose for other casual- 
ties. GORDON-TayYLor recalls on p. 806 how in the 


last war this argument was refuted by the enterprise’ 


of CUTHBERT WALLACE, JOHN CAMPBELL, RICHARDS, 
and Frankavu. This time there were absurd rumours 
about the dangers of blast, fantastic stories of the 
lethal effects of the modern rougher missile with its 
increased velocity. The war took time to gather force, 
and then retreat made operations on abdominal 
wounds rarely feasible. With the air-raids on this 
country abdominal wounded became more common, 
and in 1942 Gorpon-Tay Lor! collected 600 cases with 
a mortality of no more than 50% ; it was clear that 
abdominal surgery was worth while. Since then the 
story of surgery in the desert and in North Africa has 
been told. Great endeavour, a high standard of sur- 
gical skill, frequent critical analyses and frank dis- 
cussions have combined to reduce still further the 
mortality from abdominal wounds. OciLvir? declares 
that, including the hopeless cases and those dying of 
other injuries, the mortality now comes within 30%. 

Five reasons for this progress stand out. First, it 
has come to be realised that the causa proxima of shock 


and death in the abdominal injury is hemorrhage. 


If hemorrhage is the cause, to wait for shock to 
“improve,” as is often preached, is to wait for death ; 
the sooner the abdomen is opened and the vessel 
‘clamped the better. A pint of blood may easily be lost 
within 20 minutes in the abdomen from a mesenteric 
vessel. Rapid resuscitation was the keynote of treat- 
ment ; that is the outstanding message from all recent 
communications on Middle East surgery. Large quan- 
tities of blood are needed. Eight pints was commonly 
given before an abdominal operation, and OaILvix tells 
of one case which had altogether 52 pints in four days. 
The resuscitation team must aim at getting the 
patient on the table within 14-2 hours. The second 
advance is insistence on “holding” all abdominal 
_ wounded postoperatively. That they travel badly 
in any form of transport was known in the last war, 
but it had to be relearned in this. Thirdly, ileus still 
is better prevented than treated. Rest of the upper 
abdominal tract by gastric suction has been adopted 
almost as a routine. The Russians go even further 
and surgeons of the calibre of Yupin? strongly 
advocate early enterostomies. Inevitably the finger 
will point at sulphonamides as a fourth reason for the 
improvement. The figures are not yet conclusive 
though GorRpDON-TayLor considers the drugs of 
inestimable value. Sulphanilamide is too rapidly 
absorbed from the abdomen; sulphathiazole and 
sulphapyridine are liable to cake and are often found 
lying unabsorbed between the bowel loops. OGILVIE 
recommends intraperitoneal sulphadiazine backed 
1. Gordon-Taylor, G. Brit. J. Surg. 1942, 30, 89. 
2. Ogilvie, W. H. J. R. Army med. Cys, 1941, 77,299. Surg. Gynec. 
. 1944, 78, 225. lin. J. July 1941, p. 156. Lancet, 


554. Forward Surgery in Modern War, London, 1944. 
S. Bull, War Med. April, 1944, p. 446. 
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up with intravenous sulphanilamide, and in the for- 
ward areas at Alamein GIBLIN ‘ was impressed with the 
results from local sulphadiazine. Lastly, better 
surgical handling of the colon wound has saved many 
lives. We may put surgical technique last to 
emphasise that pre- and post-operative care are its 
equal, partners in determining the final result. 

- The importance of exteriorising or defunctioning 
colon and rectal wounds is at last established. In the 
late war exteriorisation had a sinister reputation ; the 
abdominal anns was frowned on, probably because it 
was nearly always used as a last resort in the desperate 
case. But as OGILVIE points out the colon is ill suited 
for suture. Its blood-supply is precarious and its 
contents are highly infective. These surgical failings 
militate against easy repair; what looks merely 
contused is likely to die, slough and leak. The little 


_laceration often implies an area of extensive damage 


around it. ‘The hematoma in the mesentery or in the 
retroperitoneal tissues often conceals a tear in the 
bowel or.a devitalised segment. It is not the retro- 
‘peritoneal hematoma that is dangerous, as is often 
said, but the small opening of a bowel wound which is 
easily overlooked and may be the start' of a virulent 
anaerobic infection. In the years between the wars 
we learnt much about the safety of the Paul-Mickulicz. 
operation in cancer surgery. We owe much to 
DEVINE ê for preaching the principle of ““ defunction- 


_ing ” the proximal bowel to enable the distal operation 


to be done with safety. OGILVIE urges that even the 
simplest colon wound should not be sutured. It 
should be brought out as a colostomy loop; the con- 


_tusion should be treated as if it was a perforation— 


its only safe place is outside the abdominal wall. 
The leaking sutured colon almost certainly spells 
death. “The return of a repaired colon: to the 
abdomen,” writes GIBLIN, “is no more justifiable — 


. than is the primary suture of:a wound of the soft 


tissue. The primary suture may be successful .. . 
but an unnecéssary risk has been taken.” GIBLIN 
tells how “ getting away with ’’ primary suture de- 
layed the routine adoption of exteriorisation of the 
„bowel in his unit. He sutured two intraperitoneal- 

‘perforations at the hepatic flexure and the man did 
well. It could be argued that therefore such suturing 
was safe; the penalty was to be paid in the four 
succeeding cases—admittedly late—all of which died | 
after similar intraperitoneal repair: The colostomy 
goes against thè grain of the operating surgeon; he 
pictures much discomfort and distress for the patient, 
further operations, and often in the back of his mind 
he associates it with the misery of some cancer patient. 
But in a young man a temporary colostomy is usually 
well tolerated ; he can soon be taught to manage it, 
it can be made odourless (here charcoal is a help), and 
when its habits have become regular the patient can 
lead a fairly normal life. The colostomy should 
preferably be performed as a loop. Where the bowel - 
is severely lacerated the ends should be divided and 
brought out as‘a double-barrelled colostomy.: Both 
loops should remain clamped ; the proximal loop may - 
be unclamped at the end of'36 hours but it is an advan- 
tage to keep the distal clamp on for several days, for 
that prevents retraction and separation of the bowel 
barrels. To bring such loops freely and adequately 
to the surface may necessitate mobilisation of the 


' 4. Giblin, T. Aust. N.Z. J. Surg. 1943, 13, 37. 
5. Devine, H. B. Lancet, 1931, i, 627. 
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bowel at its flexures or along the gutter line. There 
should be no hesitation in doing this. It is poor 
surgery to stitch the bowel through the peritoneal 
coat in an attempt to prevent it retracting. These 
stitches will tear and leak, and even in the ordinary 
loop colostomy should not be employed. Except in 
the transverse colon separate muscle-cutting incisions 
in the flanks should be made for the colostomy. 
If the damage is ina fixed part of the bowel it may 
be ‘repaired, but a proximal defunctioning division 
should be done. The limbs of the divided loops should 
be sutured together for 3 inches, for there have been 


difficulties in the subsequent closure of the colostomy _ 


in many of these cases. Where colon damage is 
accompanied by a large retroperitoneal hematoma, 

which will often extend well down into the cellular 
tissues of the pelvis, we must arrange for lavish 
drainage of the hematoma besides exteriorising or 
defunctioning the bowel. 
at the same time as the colon and may even 
be responsible for the retroperitoneal hematoma. 
_ OGILVIE points out that the kidney takes kindly to 
such injuries and its powers of repair are considerable ; 
but extravasation of urine and a hematoma in these 
avascular cellular tissues, when mixed with colon 
contents, may lead to disastrous infection.: OGILVIE 
therefore regards nephrectomy as essential if kidney 
damage is associated with colon injury. 


A hole in the colon may be difficult to see or to feel— , 


fecal smell may be a guide—and it is a sound rule to 
treat the heavily contused bowel as likely to die. 
On the right side, with extensive bowel disruption, it 
may be necessary to do a hemicolectomy, and here the 
ileum and colon should be brought out as long clamped 
gun barrels, with at least 4 inches of bowel extruding 
from the abdominal wall ; and the clamps should be 
left on for 24 hours, Where a spur colostomy has been 
made the spur should be clamped after 10-14 days ; 
there should be no hurry to close it after this, for at 
least 6 weeks and often 2 months must elapse before 

such a loop becomes resilient and before sepsis and 
induration in the neighbourhood of the wound settle 
down enough to allow of extraperitoneal closure 


without tension. The lowest part of the sigmoid 


colon cannot be mobilised for exteriorisation; for this, 
and for the rectum or anus, & defunctioning colostomy 
is necessary even with the smallest wound. When the 
rectum is contused or doubtfully lacerated it is wise 
to do a possibly unnecessary colostomy. With much 
rectal damage the lower end of the colon may be 
needed for reconstruction later, so a transverse colo- 


stomy will sometimes be preferable to the routine 


pelvic one. Where the rectum is damaged extra- 
peritoneally, repair is often impossible. Wide drain- 
age must be given in these cases. Excision of the 
coccyx and drainage of the cellular tissues is essential. 
It has been recommended that the anal sphincter 
should be cut to permit of more adequate drainage of 
the healing rectal bowel, but this commonly leads to 
incontinence and OGILVIE condemns it, a tube into the 
rectum being at times alone permissible. The 
mortality of rectal wounds is still high, because of 
associated damage to neighbouring viscera such as 
the bladder, extensive ei acs sacral wounds or 
' laceration of buttock muscle. 

Resuscitation has brought many more of the abdo- 
minal wounded within the ambit of the operating 


/ solved problems. 


The kidney may be injured ` 


‘other conditions bactericidal. 


surgeon, but their final cure still presents many un- 
Thus diffuse peritoneal infection - 
is now an even more fatal complication than its vis-a- 
vis septic meningitis. The dangers of paralytic ileus 
are not yet overcome. If such complications are to be 
minimised, the aim of administration and resuscitation 
must be to deliver the wounded abdomen on the 
operating table as soon.as possible. ‘‘ There is no such 
thing as a corpse until the funeral,” is how OGILVIE 
puts it, and the spirit of tenacious optimism has 
achieved much in this war. Contrary to general 
belief the abdominal wounded man rarely becomes 


a chronic invalid. It must have been a source of great 


pleasure and pride for the surgeons of the desert to see 
such men, wounded at Alamein, marching with the 
Eighth Army into Tunisia. 


BACTERIOSTAT AND BACTERICIDE 

THE individual bacteria on a culture medium may 
multiply, or they may remain unchanged, or they may 
die. And in a bacterial culture the three things will 
usually be happening simultaneously. Thus, normal 
bacterial growth is associated with the death of a 
proportion of: the organisms!; and cultures whose 
growth is delayed or prevented by nutritional defici- 
ency or by one of the'substances called bacteriostats 
also show regular death-rates among their popula- 
tions. Nevertheless, these rates are much smaller 
than can be produced by other means, especi- 
ally by the agents called bactericides. It must be 
realised that under given conditions an agent may 
produce bacteriostasis, but that the same agent under 
different conditioris may be indifferent, and under still 
Such. changes take 
place with varigtion in the test- organisms, in the 
temperature of action, or in the medium in which 
organisms are exposed to the agent.? In practice 


_ bactericidal is diffentiated from bacteriostatic action 


by counting the colonies resulting from subculture 
at different times on media adequate for growth and 
containing agent and organism. Bactericidal action 
is indicated by arapid fall in the number of viable 
organisms; bacteriostasis by their number failing 
to increase to the same degree as those of unin- 
hibited control cultures. In such experiments some 
procedure must be adopted which prevents the 
continued action of the agent while the viable 
organisms are being counted, and dilution in rich 
culture-media usually secures this. : Methods of 
greater certainty have been provided by our increasing 
knowledge of agents antagonistic to antibacterials— 
subculture of organisms exposed to sulphonamides in 
media containing p-aminobenzoate, or of those exposed 
to mercuric salts in thiolatetate,’ give truer pictures 
of the actions of the agents. 

In spite of the dependence of bacteriostatic and 
bactericidal effects on environmental conditions, the 
terms can be usefully applied to antibacterial agents 
provided their limitations are borne in mind. This 
is especially so with chemotherapeutic agents, for 
environmental conditions in chemotherapy are to a 
large degree defined by its concerning animal tissues. 
In serum at 37° C. the sulphonamides are bacterio- 
static, and so are reasonably called bacteriostatic 
aa though at higher temperatures theyare bacteri- 

Wilson, G. S. J. Bact. 1922, 7, 405. 


x cf. Dubos, R. J. J. Amer. med. Asa. 1944, 124, 633. 
3. Heinemann, B. J. Amer, pharm. Ass. 1943, 32, 294. 
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cidal and in other media they are without action. 
Further, some factors can vary considerably without 
transforming the action of an agent from bacterio- 
static to bactericidal. This is well shown by the 
relation. of concentration to action of the sulphon- 
amides : their action usually remains bacteriostatic at 
all concentrations even up to 50 times the minimal 
one for bacteriostasis. 
of the bacteriostasis may alter, but it is hot trans- 
‘formed to a bactericidal effect. 

On the other hand, it seems likely tint one eset 
factor will always change a fully bacteriostatic to a 
bactericidal action. This is the passage of time. 
The transformation follows from the regular death- 
rate of non-proliferating cultures. Having deter- 
mined the death-rate of cultures whose growth was 
prevented by lack of magnesium salts, LODGE and 
-HinsHEtwoop ‘ were able to calculate with reasonable 
accuracy the time necessary for the cultures to die out 
completely.. Here again, however, the death-rate 
through’ the wastage associated with bacteriostasis 
was much lower than that produced by typical 
bactericidal agents such as the halogens, phenols or 
detergents. The mean life period of organisms of a 
-non-proliferating culture was lowered from several 
hours to a few minutes by 0:1% phenol.» The death- 


rate associated with bacteriostasis is also much lower — 


than that caused by the antibacterial agencies of the 
host during chemotherapy. Such agencies, it will 
` be noted, transform the overall effects of the sulphon- 
amides from bacteriostatic to bactericidal in every 
case of successful chemotherapy. 


INTESTINAL AMCBIASIS | 

Amcsic dysentery, or more properly intestinal 
amoebiasis, flourishes when sanitation is defective 
and especially in warm countries where defective 
sanitation is associated with a prolific fly population. 
Large numbers of men are returning to this country 
from such areas and many of them are likely to be 
harbouring Entameba histolytica. Some of these 
men have had frank bacillary dysentery ; others have . 
had clinically obvious attacks of amobic dysentery. 
Yet others may give no history of such attacks but 
. still be infected with Æ. histolytica ; they may or may 
not develop clinical attacks of. the disease later, but 
in either case they remain infected for many years, 
and, even more important, they are infective to 
others. It is these persons, passing cysts, who are 
responsible for the maintenance and spread of the 
infection in man. 
the autocthonous cases of amebic dysentery en- 
countered from time to time in the United Kingdom 
among the civil population. It- is salutary to recall 
that in 1917 examination of the stools of 206 men 
called to the colours, who had not previously been 
out of Great Britain, showed that 3-9% harboured | 
E. histolytica. This figure was based on a single 
stool examination, and if three or more specimens 
had been examined from each case the figure would 
probably have been much higher.. None of these 
men gave any history of dysenteric attacks ; never- 
theless feeding experiments on kittens with cysts 


4. eo oT M. and Hinshelwood, C. N. J. chem. Soc. 1939, 
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5. Poole, E. A. and Hinshelwood, C. N. Ibid, 1940, D. 1573. 
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The duration or promptness ` 


Such are responsible for some of 
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from one of the casés showed them to be ofan actively 


pathogenic type. 

The apparent absence of akorat of the 
parasite ‘in some human cases and its modification 
in others has been the subject of much speculation. 
The asymptomatic carrier of E. histolytica, or as he is 
less: happily called, the “ cyst. passer,’ invariably 
has lesions in the mucosa and submucosa `of the large 
- bowel, but these are insufficient in number and extent 
to give rise to gross clinical signs. Faust,’ discussing 
the variable effects of amebiasis on the host, suggests’ — 
that if but a small number of viable cysts are swallowed’ 
the scanty parasites emerging from them have little — 
opportunity of coming into contact with the mucosa 
of the large bowel and infection may not result: at 
all; irritability of the bowel with rapid passage of 
its contents may similarly prevent the amæœbæ 


becoming established. Faust expresses the view 


that people in niildly endemic areas are probably 
often exposed to small infecting doses of viąble 
cysts but these may be unsuccessful in colonising the 
bowel. Frequent exposure to large’ numbers of 
cysts, on the other hand, affords suitable conditions © 
for the development of heavy infections among a 
population. There is some experimental evidence 
that strains of Æ. histolytica do vary in virulence, but 
no evidence that any are non-pathogenic. Virulence of 
a strain may be enhanced experimentally in animals 
‘by rapid subpassage, and Faust holds that this may 
explain the rapidity with which an epidemic of the 
disease in man may develop once heavy initial 
infection has been provided. Nevertheless in addi- 
tion to being a qualitative disease, dependent on the 
virulence of the infecting strain, amcebic dysentery 
is a quantitative disease. Its clinical manifestations 
are proportional to the levels in the gut at which the 
amecebic lesions occur, their numbers and extent, 

and the depths of their penetration into the gut wall. 

In the case of a light infection established well.down 
in the large bowel, clinical evidence of the infection 
would be insignificant ; but where there is a more 
massive infection higher up, in the cecum, then 
amœbæ from the lesions are carried down in the 
bowel and colonise its whole length; in such cases — 
frank dysentery results from the increasé in number 
and extent of the lesions. ‘There is no evidence of 


. racial or group tolerance to this parasite, but long 


infection tends to establish a host-parasite equili- 
brium and clinical manifestations 'of the parasitisa- 
tion diminish. Commonly overlooked results of an 
infestation are appendicitis and a general colonic 
upset, often associated with digestive disturbances 
akin to those attributable to a peptic ulcer. The 
complication of embolic spread of the parasites into 
the portal circulation from the gut is only too obvious- 
when a definite ameebic liver abscess develops ; 
but there is reason to believe that not every casè 
where such spread occurs terminates with a frank 
abscess. The liver tissue seems to possess some 
anti-amoebic, action ; thus in experimental gut infec- | 
tions in dogs fresh raw liver, or freshly expressed liver 

juice, will sometimes act as an ameebistatic or even 
an ameebicidal agent when given either by mouth or 
as a high retention enema. Parenteral injections of 
filtered freshly extracted liver juice or commercial 
liver extracts are ineffectual. — 


7. Faust, E. C. Science, 1944, 99, 45, 69. 
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Though steady progress has been made in the 


development of new drugs for the treatment of 


amoebiasis, the position is not yet satisfactory. No 


single drug will eradicate more than a certain pro- 


portion of infections, and it is usual to combine a 
number of drugs in an endeavour to obtain sterilisa- 
tion. Even then there is no combination of drugs 


which provides. a guaranteed cure, and there is- 


abundant need to explore new fields of therapy. 


Emetine hydrochloride is the only known satisfactory 


drug in the treatment of ameebic hepatitis and 


amæœæbic liver abscess. Its efficacy in ameebiasis of 


the gut is limited to control of the acute symptoms. 


This is a point which deserves emphasis, for there is an 
unwarranted tendency to push the drug to the limit 
of tolerance and repeat the procedure unduly. A few 


daily intramuscular injections of emetine hydro- 
chloride in doses of gr. 1 will achieve as much as 
bigger or more protracted dosage—arrest of the 


acute attack. 


There can be no justification for the 


106-200 injections of emetine which some sufferers 


from the disease have endured. The end-result of 


unnecessary and excessive emetine administration 
may well be the development of an infection resistant 
to all drug therapy and evidence of emetine poisoning. 
After the attack has been brought to an end by 
judicious and conservative dosage, sterilisation of the 
intestinal infection should always be attempted by 
the concerted use, over a period, of a variety of drugs, 


among which chiniofon retention enemas, together 


with an arsenical preparation such as acetarsol or 
_carbarsone and an emetine compound such as emetine- 
bismuth-iodide or ‘ Auremetine’ by mouth, usually 


find a place in this country. The prospects of 


radical cure are good, particularly if ineffective 


overtreatment 


has not previously been indulged in. 


Annotations 


GLYCOSURIA IN RECRUITS 
THE Americans are taking full advantage of the 


opportunities offered by the mass medical examination - 


of entrants to 


the armed forces, and we must expect 


a flood of analyses from now on. In reviewing the 
incidence of glycosuria in 45,650 consecutive US Army 
recruits Blotner and Hyde? claim that such an analysis 
is much more representative of the adult male community 
than figures obtained from life insurance studies or from 
mortality- and morbidity-rates. The number of cases of 
glycosuria in these men, whose ages ranged from 18 to 45 
years, was 367 (0-8%), of whom 208 had diabetes melli- 


tus, 126 transient glycosuria, and 33 renal glycosuria. 


The cases of rena) glycosuria have been analysed in a 
separate paper? in which Blotner and Hyde point out 
that the incidence in this group is much higher than. the 


. previously accepted figure; Joslin,® for instance, re- 


corded only 62 cases among 18,000 cases of glycosuria. 
‘The only comparable figure is that of the Peels* in 
Scotland who found 30 cases of renal glycosuria among 
115 recruits with glucosuria. Jn Blotner and ILyde’s 
_ series renal glycosuria occurred in the younger recruits, 


whereas diabetes was commoner among the older ones. . 


The family incidence of diabetes was as high among the 
recruits with renal glycosuria as in those with diabetes 


mellitus (32%), 


and six times as high as in a comparable 


Ss as aN a 
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group without glycosuria. None of the men with renal 


glycosuria had any symptoms from it, and three-quarters 
of those with diabetes were unaware of the fact. There 


was no evidence that obesity was associated with dia- 
betes mellitus, and the diabetics were of average normal 


height ; but those with transient glycosuria were 1-4 
inches above the average, which seems to be a significant 
difference. In spite of careful clinical and radiological 
examination, not a single case of active pulmonary 
tuberculosis was found among the men with diabetes, 
compared with an incidence of 0-9% reported in another 
study of army recruits. No association could be found 
between social or economic status and the incidence of 
diabetes, and the higher prevalence in men from more 
populous . communities seemed to depend largely on 


nationality, the incidence among Jews and the Irish. 


being outstanding. The one fallacy.in accepting these 


figures as representative of the community is that they 


were obtained from recruits who had already passed a 
preliminary medical examination. Presumably the 
more severe cases and those with definite symptoms 
had already been detected. This might explain, for 
example, the low incidence of pulmonary tuberculosis, 
and the absence of symptoms in most cases. If contact 
can be maintained with these men the observations may 
throw light on such problems as the effect on morbidity- 
and mortality-rates of diabetes being diagnosed and 
treated at an asymptomatic stage. 


THE HIPPOCRATIC OATH 


THERE are some famous documents, like Magna Carta 
and Doomsday Book whose contents and importance 


are roughly known to every educated man but whose- 


origin and form are often forgotten. In medicine the 
Hippocratic Oath is one of the oldest and greatest 
heirlooms, yet to the great majority of English doctors 
neither its wording nor its history are familiar. In `a 
learned brochure Edelstein ê argues that it originated 
in Pythagorean circles, probably early in the 4th century 
BC, and in Ionia; he thinks that it embodied the princi- 


ples and covenant of a guild, and that it gradually spread 


from these narrow bonds to become—probably in the 
Hellenistic age—the standard of medical morals in all 
schools. He is able to show that the spread of the 
Christian religion in the Empire gave it the majesty 
and sanctity of a first principle and that for at least 
300 years it has been the prime tenet of civilised doctors all 
over the western world. It is highly improbable that 
Hippocrates himself ever saw the Oath, for he was almost 
certainly dead before it was composed. Yet his spirit 
breathes in the words,.and whoever attached his name 
to it made no mistake. 


EXPERIMENTAL TRACHOMA . 
Four groups of monkeys have been emploved in 
research on trachoma—the higher apes (orang-outang 


and chimpanzee), baboons (cynocephalus), macaques 
(macaca or rhesus) and grivets (lasiopyga or cereopi- 
thecus). The higher apes are too rare and expensive 
for such a purpose, baboons have also been scarce since 
the Italian war against Abyssinia in 1935, and macaques 
are quite unreliable. The work done by Bland 7 at the 
Ophthalmic Laboratory in Giza has consequently been 
restricted to the fourth group. It has been known for 


some years that inoculation of infectious material from 
cases of paratrachoma (swimming-bath comjunctivitis 
and inclusion hlennorrhea) or of trachoma itself was 
generally followed by an eruption of lymphoid follicles 
in the upper fornix of these animals. It has also been 
known since the work of R. P. Wilson in 1928 that they 


o. Hyde, R. W. and Zacks, D. Mew Engl. J. Med. 1943. 229, 811. 


6. Edelstein, L., The Hippocratic Oath: Text, Translation and 


_Interpretation. Suppl. No. 1 to the Bulletin of the History of 
Medicine. (Hopkins. Pp. 64. $1.25). 
7. Bland, J. O. W. J. Path. Bact. 1944, 56, 161. 
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often exhibit spontaneous folliculosis which cannot be 
distinguished clinically from the experimental- form. 
Bland has now observed that if swabs from spontaneous 
folliculesis. of the monkey are rubbed on the human 
conjunctiva no change results, but that swabs from 
experimental trachomatous folliculosis of the monkey 
will reproduce typical trachoma in man. Bland has 
not been able to find inclusion bodies in the experimental 
disease of the grivet but has found them in the original 
human source of infection and in the men infected from 
the monkeys. He claims that this successful inocula- 


tion of man from monkey is the first proof which has — 


been offered that the experimental follicles in grivets 
are. trachomatous. He asks why the virus does not 
form colonies or inclusion bodies in the monkey con- 
junctiva. The answer is that the epithelial cells of the 
conjunctiva are much more delicate in monkeys than in 
man—they do not undergo the keratinisation which 
takes place in the surface layer of the trachomatous 
human conjunctiva. Consequently they are unable 
to. support the slight trauma involved in scraping and 
spreading a film on a slide. The inclusion bodies in 
these plump delicate cells are vacuole-like objects which 
burst almost as readily as a soap bubble. It is therefore 
only by exceptional good fortune that one may find a 
few examples in many films from monkeys. One 
observer found them only in 2 out of 26 experiments 
and then only one or two inclusions on a slide. They are 
more common in paratrachoma, according to Heymann. 
Bland is therefore justified in saying that one cannot 
expect to prove any given eruption in a grivet to be 
trachomatous. But when he condemns this animal 
out of hand as an experimental witness and writes, “ All 
previous experiments in which grivets have been uséd 
must be regarded as invalid,” his opinion seems un- 
, necessarily drastic if reasonable precautions have been 
observed. It is to be regretted that Bland has had no 
‘baboons at his disposal for experiments. Either the 
yellow baboon ( Papio ¢ ynocephalus) or the grey baboon 
(P. hamadryas) is a perfect experimental animal for 
trachoma. The grivet has an important part to play 
. a& first reserve or corroborator to either of these. 


JUBILEE OF A MEDICAL HISTORY 


Ir is seldom that a writer can look back fifty years to 
a masterpiece of his own. But if Dr. E. T. Withington 
in Oxford turns to his Medical History from the Earliest 
Times he will be reminded that he signed its preface in 
_ June, 1894. This short book remains the most original 
and readable of medical histories. The reader led on by 
anecdote and wit quickly realises that Withington was 
learned not merely in dates and book-titles. Clearly 
he had read the old authors with discrimination, and as 
he said, ‘“ going in every case to the original authorities, 
has made the representative physicians of various 
ages describe their theories and practice in their own 
words, especially through illustrative ‘ cases’ recorded 
by themselves.” To have digested so much into this 
fluent book was a tour-de-force for a man in his early 
thirties. Withington’s later work has appeared too 
seldom in print—two essays on Roger Bacon, a couple 
‘of contributions to Singer’s Studies in the History and 
Method of Science, a few papers on Greek medical topics, 
and, more important, a definitive text and translation 
of Hippocrates’ surgical books in the Loeb series. But 
his praise is written in the great Oxford Greek Lexicon, 
whose preface says that the most laborious task the 
editors of Liddell and Scott had to face was revising and 
amplifying the vocabulary. of: Greek medicine. “Dr. 
Withington worked untiringly on this difficult subject,” 
= Sir Henry Stuart Jones the editor recorded; ‘“‘ he has 
read for lexicographical purposes the whole of the 
extant remains of Greek medical literature, and there is 
scarcely a page of the new Lexicon that.does not bear 
traces of his handiwork.” That his work has not been 


for Sick Children, Great Ormond Street. 


‘more widely known in the: profession is due to his- 


modesty and intense cultivation of his special plot. 
Those best qualified to judge have valued his labours 
highly—Garrison’s History and Osler’s Bibliotheca, 
the twin peaks of Anglo-American medical history— 
refer frequently to Withington’s accurate scholarship. 
Not since Greenhill and Adams a century ago has an 
Englishman studied Greek medicine to such good purpose: — 
But to know that Withington is no pedant, open his 
History at any page ;. whether he is writing of the Greeks 
or the Arabs, of the Middle Ages or the beginnings of 
scientific medicine, he brings living men before us, 
letting them speak for themselves, or touching their 
mistakes with a light and delightful irony. 


MEDICAL NEEDS IN ETHIOPIA 


STANDARDS in health rise with standards in education. 
On another page Dr. Ruth Young makes it clear that 
better medical care of the Ethiopian people must begin. 
with teaching, and she believes that the person best — 


able to teach hygiene and simple rules of healthy living 


is the public-health nurse. This conclusion, it may 
be remembered, was also reached by Dr. Janet Welch in 
her study of the needs of the African peoples. Dr. Young, 
doubting the capacity of existing Ethiopian hospitals 
to provide sound training for the student nurse, advocates 
separate training schools, in which students would 
approach nursing from the preventive aspect, entering 
the wards only when they had acquired sound methods 
and principles. Though this would certainly have the 
advantage of freeing the novice from the double task 
of serving the hospital and working as student, it is ` 


generally held that a nurse cannot acquire practical 


skill and a sense of responsibility except by working 
with patients. 

There is good hope, however, ‘that sound hospital 
training will soon be available for Ethiopian nurses in 
the hospital’ to be established in memory of Princess 
Tsahai.. This young daughter of the Emperor had 
planned to create a health service in her own country ; 
and while in exile here, during the Italian occupation of 
Ethiopia, she took her training as a nurse at the Hospital 
After quali- 
fying for the state register she went to Guy’s for further _ 
training, and when the time came for her return home 
she took with her the nucleus of the organisation she 
intended to found. Her marriage with the governor 
of a province brought her great opportunities, “and she 
worked hard. Hospitals were. opened, the homeless 
were housed and she herself paid visits to the sick. 
Her death at the age of 22, when her task was just 


begun, has been a great loss to her people. 


The hospital which is being named for her ‘is to be 
at Addis Ababa. The site has natural advantages, — 
including curative thermal springs, ample grounds and 
fine surrounding country. The first unit of 100 beds 
will include wards, not only for men and women, but 


for children—the first children’s wards in Ethiopia. 


The people will have to:be taught to use their hospital 
to the best advantage; at present, Dr. Young notes, 
hospitals are regarded as a last resort for the dying. 
Graduates of a good nursing school will be able to spread 
a more enlightened opinion through the country, and 
their training must be the first duty of the new hospital.. 
Then it can “hardly fail to become an important centre 
for the treatment of tropical diseases ; and it will not 
lack examples of disease deriving from poor sanitary 
conditions, as well as the common diseases found in all 
climes. A busy life awaits the doctors and nurses who 
are to serve in it; but first it must be built., Those 
who have wished Ethiopia well during her troubled 
years, as well as those who knew Princess Tsahai and 


admired her character and vision, may wish to help 


in this memorial. £100,000 is needed to build, equip 
and endow the ROSPI 
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In memory of Major-General Orde Charles Wingate, 
commander-in-chief of the ‘‘Gideon Force” which 
defeated General Nasi and 40,000 Italian troops in the 
Gojjam mountains of Ethiopia, and later killed in 
Burma, a Wingate ward is to be opened in the hospital. 
He was much revered in Ethiopia, being known affection- 
ately as Kinfa -Michael—Wing of .Michael—-because of 
his surname, and the fact that he arrived in Ethiopia 
by air on St. Michael’s day. A reception to forward this 
project is being held at the Dorchester Hotel, Park 
Lane, London, on June 29 at 5 pm, at which Mr. John 
Winant, Lord Horder, and Mrs. Wingate. hope to be 
present. Contributors to the hospital or the Wingate 
ward should send their donations to the Princess Tsahai 
Memorial Fund, addressing the letter to Lord Horder, 
the hon. treasurer, c/o H. Reynolds & Co., 1, Bloomsbury 
Court, London, W:C.1. | 


PROPAMIDINE 


For the control of sepsis in burns and wounds we 
rely more and more on application of drugs, some of 
which are known to be toxic but are useful when milder 
ones are not available. In last week’s issue Valentine 
and Edwards described the rapid cure of angular con- 
junctivitis by means of a 0-15% solution of propamidine, 
after other treatments had failed. They observed no 
irritation of the conjunctiva. Previous publications 
have shown the drug to be useful in the control of sepsis 
in wounds,! raw surfaces,? and burns.24 The danger 
of toxic effects was recognised by limiting the concentra- 
tion of the dtug to.0-1%, and the application to ten days. 
' Propamidine is thus a valuable chemotherapeutic agent, 
_ but it is well to realise that its use must be restricted to 
cases where little will be absorbed. The recent work 
of Allen et al. bears on this. They show that the lethal 
dose for different species varies between 10 and 100 mg. 
per kg. These amounts caused extensive damage to 
the liver, kidneys, and pulmonary circulation. When 
similar amounts were applied as a 0:1% ointment to 
the intact skin of rabbits.and guineapigs over several 
days, no pathological changes were seen. Even in 
experimental burns, where the chances. of absorption 
are greater, only 1 rabbit out of 21 showed toxic effects. 
Absorption from burnt surfaces is therefore very slow 
or negligible. Injected subcutaneously, however, pro- 
pamidine proved as toxic as when injected intravenously, 
for it is not irritant enough to be localised at the site 
of injection. Selbie and McIntosh ê also found that in- 
jection of 0-5% led to considerable oedema and necrosis. 

Eventually drugs carrying the risk of toxicity will be 
superseded, but at present they have a useful function. 
It is essential, however, that the conditions under which 
they may be used safely should be determined and 
adhered to strictly. _Propamidine it seems should be 
used locally in very dilute solutions or ointments. 


THE INJURED MINER 


DEVELOPMENT of rehabilitation for workers in the. 


coalfields throughout Great Britain was the task ac- 
cepted by the Miners Welfare Commission in the autumn 
of 1942. Mr. R. Watson-Jones was appointed honorary 
director of rehabilitation, and he was assisted by a 
medical advisory committee. Rapid progress was made. 
Seven residential rehabilitation centres have already 
been opened in England, Scotland and Wales, and others 
are in preparation; six special hospital centres are 
available and outpatient facilities are being developed. 
There is now provision for half a million miners, and 
within the next few months the requirements of over 
90°% of the industry will have been met. The special 
. Thrower, W. R. and Valentine, F. C. O. Lancet, 1943, i, 133. 

. MclIndoe, A. H. and Tilley, A. R. Ibid, p. 136. ; 

. Morley, G. H. and Bentley, J. P. Ibid, P: 138. 

Kohn, F., Hall, M. H. and Cross, C. D. Ibid, p. 140. 
. Allen, J. W., Burgess, F. 


1944, 56, 217. 
. Selbie, F. R. and McIntosh, J. Ibid, 1943, 55, 477. 
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centres are provided with X-ray and plaster rooms, 
gymnasiums, treatment cubicles, recreation rooms and 
playing fields. Surgeons are appointed jointly to the 
rehabilitation centre and to the associated fracture A 
hospital; they are assisted by physical-training in- 
structors, o¢cupational therapists and physiotherapists. 
Special members of the staff are responsible for helping 
in resettlement and retraining ; management is governed 
by committees which are composed equally of miners 
and mine-owners. 

The medical rehabilitation committee of the com- 
mission, which is responsible for central planning and 
administration, has lately been strengthened. Members 
appointed, under the chairmanship of Mr. Watson. 
Jones, include: Mr. H. A. T. Fairbank and Prof. Harry 
Platt (Ministry of Health), Dr. Donald Hunter (in- 
dustrial medicine research), Dr. S. W. Fisher (Ministry 
of Fuel and Power), Sir Robert Stanton Woods (physi- 
cal medicine), Mr. A: Miller (vice-chairman of committee), 
Mr. Ian Smillie (Gleneagles), Mr. F. W. Holdsworth 
(Sheffield), Mr. C. S. Walker: (Stoke-on-Trent), and Mr. 
E. A. Nicoll (consulting surgeon to the committee). Mr. 
Trevor Evans is surgeon to the South Wales centre, and 
the consulting surgeons for other centres are Mr. J. B. 
Leather (Midlands), Mr. Gordon Irwin (Northumberland 
and Durham), and Mr. W.: S. Diggle (Lancashire, 
Cheshire and North Wales). 

The physical hazards of mining are greater than those 
of any other industry. One miner in every five sustams 
injury every year. This must be accepted by the miner 
as part of his contract, and he has the right to expeet 
the highest possible standard in the treatment of his 
injuries. 

BIRTHDAY HONOURS 

It is a pleasure to see so many familiar names in the 
Honours List. ‘Sir Henry Dale, PRS, joins Sherrington, 
Hopkins and Adrian in membership of the Order of 
Merit, the supreme distinction of its kind. For their 
work on penicillin Professor Fleming and Professor 
Florey are knighted. To Fleming we owe the original 
discovery of the antibiotic properties of P. notatum—one 
of those happy accidents that only come to those who 
deserve them. In Florey, with his patience and resource, - 
the discovery found an ideal investigator, whose untiring 
labours, as head of a team, have achieved a major 
victory. In another field Dr. Allen Daley, medical 
officer of health to the London County Council, is a lead- 
ing member of our profession whose teclinique in admini- 
stration has done much to reconcile clinicians to’ public 
service. Mr. Rock Carling, surgeon and part-designer 
of the new Westminster Hospital, is also one of the 
architects of the better service that will develop in this 
country after the war. In other fields Air Vice-Marshal 
William Tyrrell, who is created KBE, and Major 
A. C. T. Woodward, a knight bachelor, have won the 
regard of their associates. The knighthood conferred 
on Mr. Percival Hartley, D sc, FRS, will give special 
satisfaction to those aware of his extraordinarily careful 
work over many years as director of biological standards: 
his wide knowledge has ever been generously at the 
disposal of his medical colleagues. The list printed on 
another page includes, too, the names of many others 
whose achievements in war and peace are admired by 
those who know them. 


WE regret to announce the death in Edinburgh on 
June 10 of Prof. J. SHaw Duny, who has held the chair 
of pathology in the University of Glasgow since 1936. 
Both there and earlier at Manchester his experimental 
work has thrown new light on the renal and pancreatic 
function. He was 6l years of age. 


—— mM ——— or 


On Friday, July 28, at 5.30 pm, Mr. D. G. ARDLEY, MPS, 
will speak to the Clinical Society of the Royal Eye Hospital, 
Southwark, on sulphonamide therapy. 
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MEDICINE AND NURSING IN ETHIOPIA 


RUTH YOUNG, CBE, MB ST. AND 
LATE PRINCIPAL, LADY HARDINGE MEDICAL COLLEGE FOR 
WOMEN, NEW DELHI 


ETHIOPIA has been called the doctor’s paradise. If to 
provide a pretty clean slate on which to work is a para- 
dise then it may be agreed that Ethiopia is one. There 


- are also a number of very interesting medical problems. 


But on the whole it is the hygienist and publie health 
specialist who will find most to do there, and Ethiopia 
provides par excellence an example of a country where 


it would be far more profitable to concentrate on public. 


health and preventive medicine than develop an elaborate 
system of hospitals. $ 
The nature of the prevalent diseases so far as they are 


understood will make this abundantly clear, for most | 


of them are preventable, some easily so; moreover, 
with the exception of malaria, the cost of prevention 
is not crippling. The training of individuals in health 
habits is the first need, though water-supplies and 
drainage schemes are required for the towns; for the 
villages, which are mostly small, a system of pit latrines 
would serve well, or bore-hole latrines where possible. — 

The common diseases are typhus and relapsing fever, 
pneumonia, syphilis, gonorrhcea, lymphogranuloma, 
dysenteries, tropical ulcers, scabies, intestinal worms and 


trachoma. Malaria is very common in the lower‘alti- | 


tudes and would certainly be a big problem to tackle. 
Tuberculosis does not seem to be the scourge it is in 
the other parts of Africa, and much of it is of the bone, 
gland, and abdominal types. Leprosy is fairly wide- 
spread. Deficiency diseases do not seem to be common. 
I did not, when in Ethiopia, hear much about heart 


_ disease, arthritis, cancer, hypertension or gastric and 


duodenal ulcers; no doubt they exist, but they are 
is no system of vital statistics in Ethiopia, so it is im- 
possible to give any mortality- and morbidity-rates. 

I have given these impressions of the prévalent 
diseases as the background of the general state of health. 
The physique of the people on the plateau is fairly good, 
though most of them are slight and generally thin. 
They seem to be strong and hardy. Clothing is made 
of cotton except for the capes or cloaks, which are made 
Skins are worn too, and used as bed- 
clothes. Very little, if any, wool is spun, as the sheep 
have short rather hairy fleeces, which are not shorn. 


With regard to diet, pulses and bread made from the 


cereal teff, also from barley and wheat, are used. Meat 
is also eaten, but the amount is limited partly by 
poverty and partly by the numerous fasts enjoined by 
the Coptic Church. Besides Lent, which is longer than 
our Lent, and several other fasts of varying duration, 
two days in every week are fast days when no food of 
animal origin is eaten; this includes butter, milk, and 
On the plateau vegetables are not 
grown in quantity, the chief of those commonly planted 
being onions, potatoes and a coarse kind of cabbage ; 
but at lower altitudes there is a good variety of veget- 
ables. Milk is used more often as curds (soured milk) 
than drunk, except by very young children. The cows 
are poor milkers, though the fat content of the milk is 
high.- Goats are numerous, but are not much milked ; 
they are kept for meat and skins, and the milk is 
despised, being thought fit for the sick only. Butter is 
used for cooking, and some vegetable oil. Fruit is not 
much eaten on the plateau, since few fruits grow ; but 
it is being brought up by train from lower altitudes in 
response to a growing demand. Possibly the Italians 
initiated the idea. | 
HE CHILDBIRTH AND DEATH 
Since there are no vital statistics in Ethiopia, maternal 
In order to 
try aud form some idea about the maternal and infant 
death-rates, I collected a number of cases, questioning 
women as to their childbėaring history, how many 
children were alive and how many dead, whether the 
labour had been complicated or not, and whether the 
woman had had syphilis. There was no fałse shame 


I should explain that there- 


about answering the last question. I also usually asked 
the woman how many times she had been married, 
because divorce is very common. In addition, I made 
as many inquiries as possible about childbirth and the 
cause of death in childbirth. 

The position proved to be different from what I had 
expected, and my conclusion was that the great majority 
of deliveries are normal. Of 122 women questioned 
only 1 had had an instrumental delivery ; 5 others said 
they. had had long labours, but had delivered themselves. 
I asked many other women if they had had difficulty 
in childbirth or known of it in others, but the answer | 
was nearly always in the negative. I was never told 
of cases which indicated osteomalacia, eclampsia, 
anzmia or puerperal sepsis, and deaths in childbirth 
seemed extraordinarily few. This result was the more 
astonishing because deliveries normally take place on the 
floor of the hut, with domestic animals in close proximity. 

The absence of complications at childbirth can, I 
believe, be attributed to two causes: (1) the great 
majority of the births are normal (i.e., there is no dis- 
proportion, toxemia, &c.); and (2) there is a` very 
strong prejudice against any kind of interference at the 
time of delivery. These two factors doubtless interact, 
and one of the results is that in Ethiopia we find no 
class of professional midwife such as is found in other 
countries, the members of which do such untold damage 
in a country. like India. It seemed to me that’ the 
absence of these ‘‘ Mrs, Gamps ” was a real safeguard, and 
largely accounted for the absence of sepsis. The idea 
that sepsis was uncommon after delivery was confirmed 
to some extent by what seemed to be the low incidence 
of gynzcological complaints. | 

To offset this apparently low maternal mortality, it 
seems likely that infant mortality is very high. Among 
the women I questioned in detail I found there had 
been 353 live births. Of these children 176 had died 
and 177 were alive. It was impossible to ascertain with 
any accuracy at what ages the children had died, but on a 
rough calculation 109 had died under the age of a year. 
Even allowing for a wide margin of error these figures 
are serious. The causes of infant deaths are not really 
ascertainable, but it seems likely that syphilis, gastro- 
intestinal troubles and pneumonia are among the chief. 

- The 353 children mentioned above worked out at an 
average of 3-7 per woman, excluding those who were 
sterile. This figure corresponded closely to some figures 
I found in a book written by a French doctor some 30 
years ago. They apply to the Amharas, and the figure 


> 


_ for Gallas (and possibly other tribes) are higher. Among 


the Amharas it would seem likely that the population 
is actually declining owing to high sterility rate and 
high infant-mortality rate. | 

The cause of the high sterility rate is likewise unknown, 
but it seems probable that syphilis is the main reason. 
The incidence is very high, and though the people are 
matter-of-fact about it, and in towns ask for treatment, 
they probably do not persist in treatment sufficiently 
long. Moreover, drugs are very expensive. Gonorrhea 
is also common, but the organism seems attenuated and ` 
there are few cases of arthritis‘and salpingitis. Gonor- 
rhoeal ophthalmia rarely causes blindness. | , 


A TRAINING SCHOOL 


The state of affairs I have described is one which can 
only be ameliorated by intensive preventive work and 
teaching of mothercraft and hygiene. Hospital beds 
are not really wanted for such cases; for the hospitals, 
such as they are, only get the cases when moribund. 
Energetic measures are needed to provide care for 
infants from birth onwards, by means of clinics, home 
visiting and education of mothers. If antenatal work 
is also carried on so that any abnormality. can be dis- 
covered in time, normal deliveries may be left to nature, 
leaving available personnel to cope with the other work. 

How is this personnel to be created, and what type 
of training should be given ? At present properly trained 
nurses are non-existent. There are women dressers- 
of a kind with an exceedingly poor education, who 
often start as ward cleaners. For the work contem- 
plated a better-educated type of girl is required, who by 
her training and position will be a real influence in the 
community. Fortunately there’ is a great desire for 
education in Ethiopia, and girls are coming to school and 
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staying at school longer than formerly. It will of course 
be some years before there are sufficient numbers, but 
it seems certain that girls will enter professions and 
there is fortunately no prejudice against their doing so. 
Since in my view the number of public-health nurses 
should be much greater than the numbers serving in 
hospitals, it seems the curriculum should be planned to 
keep public health in the forefront from the beginning. 
I should advocate a training school which will not be 
attached to any hospital but be an educational institution 
in itself. The hospitals at present are not of such a 
nature that they can give an ideal training even to nurses 
designed to be used in them. 
than a defect that there is practically no existing system of 
nursing training, so there are no past mistakes to undo. 
In a school such as I would advocate, the students 
would all be resident, and the proportion of teachers to 
pupils should be high. The students would not be 
hampered in. their education by having to provide the 
nursing personnel for a hospital. They would acquire 
nursing techniques in the training school, where the 
right methods would be placed before them from the 
outset, and they would not see poor and makeshift 
methods. This would leave pupils free to adapt them- 
selves to less perfect conditions later on. Nor would 


AN ALL-PURPOSE STRETCHER 
D. G. DUFF, MC, MB EDIN, FROSE 


THE most certain way of improving the results of 
surgical treatment of war wounds is by shortening the 
dangerous interval between wounding and admission 
to a casualty-reception unit. Relatively unfavourable 
case-mortality figures for the last war were often due 
to delaysin getting patients back from units in the line, 
for ambulance vehicles could not approach near enough 
and working parties drawn from units in reserve and 
prisoners were often gravely overtaxed in carrying back 
. the large numbers of casualties. Anyone who has 
tried to carry a sixteen stone stretcher-case for a mile 
or two will agree on the desirability of reducing the 
physical strain. - l 

A stretcher assembly has been worked out during six 
years of experiment and after some experience of climbing 


Fig. |—Fracture case in Thomas splint. Springing is good and fast 
travel possible. 
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accidents. It should be useful in all types of terrain 
and not alone in mountains. It is comparable in weight, 
ease of production, and so on, with the standard Army 
wooden stretcher and can be used in all cases” with 
equal facility. It has been tried out repeatedly in hill 
conditions, and tested against all available service 
equipment. It is claimed that it will take on the 
functions of the ‘‘ Universal Sheet,” the Neil-Robertson 
stretcher, and breech buoy, and it has a built-in cross- 
bar for that supreme necessity in shock prevention .on 
‘long carries—the Thomas splint. The canvas can be 
quickly removed for cleaning or decontamination. The 
stretcher is its own vehicle on any slope up to the 
vertical, on rock or grass, scree or heather, or when iċe 
and snow conditions prevail. 

For foot-paths and level ground a wheeled under- 
carriage is always at hand, for the cross-strut and wheel 


It is an advantage rather | 


AN ALL-PURPOSE STRETCHER 


Memorandum on Nursing Education in Africa. 
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they be working in an atmosphere where treatment and 
cure were the only objects, but they would be taught 
from the beginning the prevention of disease, not only 
in a community but also among individuals. Those 
who took up hospital work subsequently would be able 
to influence their patients, even while sick, towards the 
avoidance of future ill health. : 

In ‘the school, lectures and laboratory work of a simple 
kind would go hand in hand with practical work, which 
would include public-health practice and hospital work. 
When working in a hospital, the students should at first 
be under the supervision of their own teachers, and 
should only gradually take responsibility for cases, and 
ultimately for a ward. A method of this kind has 
already been advocated by Dr. Janet Welch in her 
Ethiopia 
offers a splendid field for such an experiment. The 
expense would be considerable, and a picked body of 
teachers would be required. But if a body of murses 
educated along such lines could be made available, 
the problem of infant mortality and ill health in the 
community would be on its way to solution, 

1. Issued by the Carnegie Corporation, New York City, and obtain- 
mmittee 


able from them, or from Miss Wrong, International 
on Christian Literature, 2, Eaton Gate, London, S.W.1. 


are carried as part of the stretcher assembly and being 
only 84$]b. in weight make little difference where there isin 
any case little carrying to be done. It is well adapted for 
Eve’s rock- 


‘ing ‘method eae 


of artificial a, 
respiration = - 7 
without any a 
additional : wa 
gadgets, 
and, with a 
ground sheet 
tightly 
bound round 
the runners 
and overlap- 


ping the top, j PAN 
it will float a ea , 
: Fig. 2—The wheel can be fixed at either end to make 
patient as on : a wheelbarrow. 
a pontoon. : 


- tops of near-by hills with only two 


The photographs illustrate uses in different circum- 
stances. It will be seen that in vertical positions on 
rock pitches, or coming down from windows, patients 
with fractured legs can be made comfortable in the 
Thomas splint, which becomes a calliper. Patients feelso 
secure that nervous shock is much reduced. Bearer man- 
power is saved by 50% or more. Our local St. John 
Ambulance carries this type of stretcher always, ready 
for use in difficult hill farms, and Home Guard stretcher- 
bearers seem to enjoy taking cases with its aid from the 
or three bearers. It should be noted 
that, except for the wheel: and its 
cross-strut, no part of the stretcher | 
assembly is ordinarily removable, 
so that there is no likelihood of 
parts being lost. As a temporary 
measure, and faute de mieux, it 
is worth while fitting metal sledge- 
runners to the standard stretcher, 
but this is to forgo many of the 
functions described. Lee 

A further type now made will 
collapse in the long axis as well as 
in the usual way, and is reducible 
to a package about 4 ft. 6 in. by 10 in. 
by 4in. The telescopic foot-end of 
this model allows it to be used in 
the field as a traction table for apply- 
ing leg plasters: 

A proposed modification of the 
design would allow the poles to 
be removed for use in the first-aid 
treatment of fractured spine, 
advocated by Lieut.-Colonel J. L. 
Moir and Air-Commodore H. O. 
Clarke (see Lancet, June 3, 1944, 
p. 739). l 


Fig. 3—Sledge-runners 
in use for lowering 
patient from upper 
window. 
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| = BIRTHDAY HONOURS 
THE honours lists issued on June 8 and 10 contain 


the following names of members of the medical pro- — 


fession : 
OM 


Sir Henry HALLETT DALE, GBE, MD CAMB, FRCP 
President of the Royal Society. 


KBE (Military) 


Air Vice-Marshal WILLIAM TYRRELL, CBE, D80, MC, MB BELF, RAF 


Knights Bachelor 


ERNEST ROCK CARLING, MB LOND., FRUS | 
Consultant adviser in surgery and adviser on casualty services 
to the Ministries of Health and Home Security. 

WILLIAM ALLEN DALEY, MD LPOOL, FRCP 
MOH and school medical officer, LCC. 

ALEXANDER FLEMING, MB LOND., FRCP, FRCS, FRS 
Professor of bacteriology in the University of London at St. 
Mary’s Hospital ; discoverer of penicillin. 


Howard WALTER FLOREY, MA CAMB. and OXFD, MB ADEDAIDE, FRS | 


Professor of pathology in the University of Oxford ; for services 
in development of penicillin. 

Major ALFRED CHAD TURNER WOODWARD, MB EDIN., FRCS 
Chairman of the Worcestershire County Council. 


i CB (Military) | 
Major-General GILBERT ALAN BLAKE, MB LOND., KHS, late RAMC 
Air-Commodore STANFORD CADE, FRCS, MRCP, RAF | 
Major-General Puur HENRY MITCHINER, CBE, MD, MS LOND., 


_ FRCS, KHS, late RAMC TA 
Lieut»~General GoRDON WILSON, CBE, MC, MB EDIN., KHS, late RAMO 
a CIE io 
Lieut.-Colonel HERBERT EDWARD MURRAY, MD, MCH DUBL., 
FRCOG, IMS 


ent of thé Medical College Hospitals, Calcutta. 


CBE (Military) . 


Colonel EDWARD BRUCE ALLNUTT, MC, MRCS, .DPH, late RAMO 

Brigadier GRANT MASSIE, MS LOND., FRCS, RAMC 

Group-Captain CHARLES JAMES SYDNEY O'MALLEY, MB LOND., RAF 

Surgeon r-Admiral RicHARD ALUN ROWLANDS, OBE, MD LOND., 
_ B SO WALES, FRCP l 

Brigadier JOHN MURRAY WEDDELL, BA CAMB., FRCS, late RAMC. 


CBE (Civil) 


RICHARD CHARLES ALEXANDER, MB EDIN., FRCSE 
Surgical director, EMS eastern region of Scotland and professor 
of surgery in the University of St. Andrews. 

JOHN BLACK GRANT, MD MICHIGAN 
Director of the All-India Institute of Hygiene and Public Health, 

Calcutta. 

ARCHIBALD HECTOR McINDOE, MS NZ, FROS, FACS 
Civilian consultant to RAF in plastic surgery. 

JOHN PHIMISTER MITCHELL, OBE, MD ABERD. | 
Principal of the medical school, Mulago, Uganda, Colonial 
Medical Service. . 

WALTER PERCEVAL YETTS, OBE, D.LITT LOND., MRCS 
Professor of Chinese art and archæology in the University of 


N 


London. 
OBE (Military) 
Lieut.-Colonel MONAWAR KHAN AFRIDI, MB ST. AND., IMS 


' Lieut.-Colonel Vincent HENRY LUDOVICI ANTHONISZ, LRCPE 


_ Ceylon Medical Corps. | 
Lieut.-Colonel HAROLD JORN BENSTED, MC, MRCS, RAMO 
Liaut.-Colonel WILLIAM DALE, MRCS, RAMC | 
Lieut.-Colonel CHRISTOPHER ROBSON DUDGEON, MC, MRCS, RAMC 
Surgeon Commander JOHN GERARD HOLMES, MD DUBL., RN 
Colonel GEORGE MACKIE, DSO, MD EDIN., Worcestershire Home Guard. 
Wing-Commander GEORGE HENRY MORLEY, FRCS, RAF 
Surgeon Commander HENRY ROBERTSON RUSTAN, MD QU. UNIV., 
_ ONTARIO, RCNVR . 
Lieut.-Colonel JAMES WELLS ROSS, MD TORONTO, RCAMO 
Wing-Commander CAMPION AUBREY RUMBALL, MRCS, RAF 


' OBE (Civil) 


NIGEL CORBET FLETCHER, MB CAMB. 
Surgeon in chief, St. John Ambulance Brigade. 
ALEXANDER MacANDREW GILLESPIE,’MB EDIN., FRCPE 
Senior specialist, Gold Coast, Colonial Medical Service. 
Roy Dyson ANGDALE KELHAM, MRCS 
Principal medical officer, Ministry of Pensions. 
JOHN ERNEST NICOLE, LMSSA, DPM. A | 
eal ee ea a Winwick Emergency Hospital, 
alrington. 
(Mrs.) HELEN MARY TWINING, MRCS 
For medical services, Mauritius. 
ERTRAM OSBORNE WILKIN, MB EDIN. 
. MO Tanganiyka, Colonial Medical Service. 


Professor of midwifery at the Medical College and superintend- = 


. MBE (Military) 
Major JOHN AMOS, MB LPOOL, RAMC 

Major LinDsay BARCLAY, SAMO 

Major SAMUEL JOHN CHESSER, MRCS, RAMC 


Major ALDINGTON GEORGE CURPHEY, MO, MD QU. UNIV., ONTARIO, 


LRCPE, JAMAICA MEDICAL CORPS | 
Subadar MUHAMMAD ABDUL AZIZ KHAN GOHANAVI, IAMC, IA 


Major JAMES GEORGE KEBER LINDSAY, MD QU. UNIV., ONTARIO, 


RCAMO i 


Major MICHAEL WHITAKER CARLTON OLDFIELD, DM, M CH OXFD, 


FRCS, RAMO TA 
Major JACK PENN, MB WITWATERSRAND, FRCSE, SAMO 
Major MARGARET SALMOND, MD LOND., FRCS, RAMO 
Subadar ATMA SINGH, IAMC 


i MBE (Civil) ‘ 
Lieut.-Colonel WILLIAM BLACKWOOD, DSO, MB EDIN. 


County Commissioner, St. John Ambulance Brigade, Cornwall. 


(Miss) HELEN STANDRING, MD LPOOL 


Senior asst. MOH (maternity and child welfare) for Hull. 


For services to civil defence. 
Rai Bahadur SANTOSH Kumar MUKERJI, MB ` í 
Lecturer in medicine, King Edward Medical School, Indore. 
ABU ASHRAF MOHAMMED WaJIH, MRCS 
` Chief MO, Emergency Hospital and Medical Supplies, Bengal]. 


TREATMENT FOR THE ‘DISABLED 
APPLICATIONS TO PRACTITIONERS 


PRACTITIONERS are from time to time asked to give 
medical attention to former members of the Armed 
Forces, members of the Merchant Navy, and war- 
disabled civilians. The Ministry of Pensions has 


available. 
FORMER MEMBERS OF THE ARMED FORCES 


circulated the following notes explaining the. facilities 


Where an ex-Service man or woman requires treat- 
ment which. cannot be provided under the National 
Health Insurance Acts (apart from. treatment for 
tuberculosis. or mental disease, which is provided 
through the local authority) a medical practitioner may 
refer the case to the local regional office of the Ministry - 


of Pensions, in any of the following circumstances : 


(1) Where the disability requiring treatment has been accepted 
as attributable to, or aggravated by, war service, and an ` 


award of pension granted. 


(2) Where application for treatment is made for the invaliding 
disability, irrespective of whether an award of pension 
has been granted, (a) within the four-weeks period of 
furlough before discharge from the Forces; (6) within 
six months of the date of discharge and the patient has 
been under the care of a medical practitioner throughout 


the period since discharge.: | 


(3) Where application is made for treatment for a disability 
prima facie connected with war service, irrespective of 


the date of discharge. , | | 


In any other type of case the necessary treatment. 


should be arranged as for an ordinary civilian. 


If the provision of treatment is a matter of urgency 


the necessary arrangements should be made by the 


medical practitioner and the Ministry of Pensions 


advised accordingly. 


MEMBERS OF THE MERCHANT NAVY AND WAR-DISABLED 
CIVILIANS a 

Free treatment is provided at any hospital or first-aid 

post under the Emergency Medical Services scheme 

for injury (physical or otherwise) resulting from war 


operations. If further treatment is required by an 


injured person after discharge from hospital or treat- 


ment at a first-aid post, application should be made 
to a medical practitioner, who, if hospital treatment 


hospital. | | 

Persons insured under the National Health Insurance 
Acts (except voluntary contributors whose ‘total income 
exceeds £420 a year) are entitled to free treatment 
from their panel doctors for disablement arising from 
War injuries, war-service injuries, or war-risk injuries. 
Persons not entitled to medical benefit under the acts 
can obtain free. treatment from any general medical 
practitioner provided ‘‘an order for treatment after 
discharge ’’ (forms EMS 114 or 1144) has been issued, 


is necessary, will refer the patient to the nearest EMS 


respectively by an EMS hospital or by the medical 


officer in charge of a first-aid post. | 
A member of the Mercantile Marine who applies to 
a medical practitioner when ashore and away from his 
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home area for treatment of ordinary sickness and 
injuries not attributable to war service should be 
referred to the nearest EMS hospital. The same course 
should be followed in respect of 4 member of the Mer- 
cantile Marine who applies to any medical practitioner 
for treatment of fracture, whether at home or away 
from home. 

In addition to the provision of free medical treatment, 
any necessary artificial limbs, eyes, or surgical appli- 
ances, including spectacles and dentures, may also be 
provided for the relief of injuries caused by enemy 
action. The specialised work of limb-fitting and of 
training persons to use their artificial limbs is carried 
out at the Ministry of Pensions limb-fitting hospitals 
and centres. | 


In England Now 


A ttunning Commentary by Peripatetic Correspondents 


THANK God it has started. In our village the old 
soldier on the shelf has kept saying, “ Allenby always 
attacked at full-moon.’’ He does not seem yet to have 
realised that this war is as different from his as his war 
was from Agincourt. And so as the moon got full 
each month since last June, except when it was “ not 
campaigning weather,’’ he has arisen early from his bed 
and turned on the wireless at a minute-and-a-half to 
seven. He always likes to do this, for since he slept 
four nights a week in a cellar in the city he has felt 
that the chimes and Big Ben are a sign of the continued 
existence of the British Empire, but being lethargic 
he often missed it until the invasion gave him the added 
spur to get’ up. There he has stood in his dressing- 
gown and pyjamas fuming while the announcer has 
-told us his name and all the rest of it, waiting for the 
words ‘‘ The invasion has begun.” He always insisted 
. that it would come thus and switched the wireless off 
in a rage when it did not come, thus losing the morning 
news except when the moon was new. So it went on 
in July, August and September. In October he wanted 
to give it up. ‘‘ November is not a campaigning 
month,” he would explain. ‘‘ It is not merely a question 
of the landing.” Then he began to wonder whether 
the plan might be to make a bridgehead to hold through 
the winter; so he sneaked out of bed at the full moon 
and turned the wireless on pretending he was afraid 
the stove was out. It was the same thing in March. 
‘“No! It won’t come now. This is a war of manœuvre. 
You cannot move until the roads are dry. Besides, we 
must have the Channel calm for a fortnight.” But there 
were the Russians moving and Allenby always attacked 
at full moon, and down he slipped and turned it on 
again. In April it was not quite the same. Through 
the well-kept secret there had seemed to drift the idea 
that it would not be then. As the May moon waxed 
his excitement became intense. He read Henry V 
and gabbled in his sleep bits of the King’s lines all 
strung together, ending with | 

““. .. and gentlemen in England now a-bed 

shall think themselves accurs’d they were not here.” 


When it did come it was not a bit as the old cam- 
paigner had foretold. No sudden terse announcement 
at 7 AM,’ but much waiting, waiting, waiting for the 
balloon to go up, perhaps a bit peevish with our neigh- 
bours. We were lucky if we had lots to do, and could 
exorcise our anxiety by grumbling at that. 'I listened 
to the early morning news and got nothing definite— 
it might be, it or might not. Then I left for a hospital 
ten miles away and was told as I went into a ward at 
9.15. The sister said it had come through on the nine 
o'clock news. I was not surprised, for I had been awoken 
before the dawn by a rumble of ’planes such as I had 
never heard before. We continued with our work, 
and at 11.25 went into a ward where the orthopedic 
surgeon with his staff were waiting to hear some news 
that was to come through at 11.30; but then they 
found they had the wireless tuned in to a wrong station, 
and when they got it right found that the ward clock was 
slow and it was over. So we had to wait till noon, 
and made the time pass by having a cup o’ tea, the 
sister’s solution of any emergency. Then I went to 
another hospital and heard it all again at 1 o’clock; and 


IN ENGLAND 


NOW [JUNE 17, 1944 
then to another and argued on it and infantile D & V 
over tea; and then had to finish off the round to get 
back to the wireless by 6 PM, and really heard it for a 
long half hour at 9 o’clock. All day, with everyone 
I met, I exchanged the greeting, “ Thank God it's 
started,” and as I said so wondered whether he or I 
would lose more of those that are dear to us. 

* + * 


Many times in these last few weeks we have wondered 
when ‘‘ exercises ’’ would become the real thing; now 
we know. For in our area, being on the direct route 
from Somewhere to Taisez-vous, and particularly in our 
once quiet road, now the rallying point of motor trans- 
port of all sizes and fearsome shapes. we have a seat in 
the stalls. This is very satisfying to a veteran of the 
last war, making one feel a little nearer the front, Great 
as the changes are, some things remain the same as 
last time. The soldier still sings today on his lorry as 
his father did before him when he marched through our 


` town, and he sings the same songs too, intermingled with 


the latest cinema hits. When the rattling clang and 
clamour of their vehicles ceases for a time they can be 
heard: ‘‘ packing up their troubles’; one favourite 
modern ditty seems to be ‘‘ We don’t know where we're 


going till we’re there,” although the orders bawled | 
beneath my window at dead of night by an officer witha 


stentorian voice might have done something to enlighten 
their ignorance, as it did mine. The engines of war 
supply perhaps the greatest change of all: we thought we 


had seen all in 1939 but they were only shadows of the | 
shape of things to come. Slow colossal behemoths. | 
bristling with incomprehensible gadgets, rumble and _ 
clank their way along, to draw up, for choice, in front of | 
Romans probably | 


my garage entrance. The ancient 
had much to say about Hannibal’s elephants, but at any 
rate they were quiet ; how a modern army ever achieves 
a surprise is a lasting wonder to all of us. 


And the wounds and the wounded, what of them? | 
With only a few days’ experience one can only give 


impressions: for what they are worth. 


work with amazing rapidity and great efficiency. Inmy 


judgment the wounded are arriving already in much 


better condition than in the last war, even in these 
early days. Penicillin, sulphonamides and transfusion 


are three life-saving weapons in our hands, always pro- — 


vided that it is understood that they only assist good 
surgery and in no way supersede it. My 
tentative impression is that on arrival the untreated 
wound looks much the same as in 1918, but that the 
improvement after treatment is quicker and more 
certain. And what a boon ‘ Pentothal’ is for the painful 


dressing of a large wound ! It will shorten the surgeon's — 
We all want more | 


day and lengthen the patient’s life. 
experience—some of us because we have not had the 


One thing is 


certain: the surgical units in France must have got to 


first and | 


opportunity of treating war wounds before and other | 
whose memories are dimmed a little through the passage 


of time. But the fundamental requirements are still 


the same as always—a working knowledge of anatomy. | 
The newest 


plenty of common sense and an open mind. 
idea is not necessarily the best, nor is it to be rejected 


just because it is new; the old teaching may after all 


be sound today but it is not sacrosanct merely because — 


it has authority behind it. 
* * * 
It is the mark of civilised and educated persons to 


be both critical aħd self-critical ; happily there are many | 


in these islands who are both, a sure sign of grace and 
strength. To some of us elder peripatetics at home, 
living in tolerable comfort and affluence and perhaps 


with none of our near kin in mortal danger, the opening | 
of the Second Front may provide a salutary jolt to ow | 
complacence and a reminder of the courage, cheer | 


fulness, and, above all, the efficiency of our junior. 
We who took part in the last war were apt to imagine 
that there never was or could be a generation like ours: 
now we have to think again. Ranging restlessly and 
anxiously over the vast scene our thoughts may come 
to rest for a while on those members of our own pro- 


fession who are actively participating in these tremendous | 
events—and such meditations are apt to make us feel | 


rather small. Well, itis right and proper that we should 
feel small, for small we are by comparison; and yet 
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not so small as to be of no account. Moreover, we are 


reminded that ‘‘in small measures things may perfect 


i= be,” and some of us have plenty to strive for if we are 
n to come within even striking distance of perfection. 


P, 
ae 


i? 


There are several things we cando. Wecan, forexample, 
work till we drop, not for material: ends but simply 
because the work is there to be done. Another thing 


we can do, if we are fortunate enough to be asked, is - 


to doctor the families of our colleagues in the forces ; 
yet another is to safeguard their present and future 
interests with the most scrupulous exactitude, taking 
good care always to be generous, rather than just. By 
such means: we may come to realise that, in Drake’s 
phrase, we are all of one company. | 


* * * 


` - The basement rooms of the school looked out on the 
_ central courtyard which had formerly been the children’s 
` playground. We were using the rooms as medical 


wards. I straightened myself from the crouching 


l position in which I had gone through the movements of 


examining the gunner who sat on the stretcher. 


Re- 


_ moving the stethoscope from my ears, I paused for a 


moment to analyse the pattern of sound that formed a 


. background to' the patient’s respiratory murmur. The 
radiographer was evidently at work and the X-ray truck 
- vibrated noisily while the tappets of the old engine beat 


out a regular tattoo. Presumably the surgeons were 


' busy also, for the lighting set was working and the 1 kW 
_ generator chugged away as merrily as the engines of a 


| penny steamer. 


] The RE’s have their own private show 
in our back-yard. The town water-supply having failed, 


_ they have brought along a pump which sucks water from 


a nearby well and distributes it to all the cisterns in our 
attics. As I stood tHere, concentrating on the separate 
contributions to the hideous cacophony, the engineers’ 
pump began to throb in the performance of its useful 
periodic function. This had scarcely subsided when the 
transport corporal found that the time had come to try 
out the engine of a 3-tonner which he had evidently 
been adjusting. {I was reminded of*that curious line 
in the hymn—“ Hark how the heavenly anthem drowns 
all music but its‘own.” For a full minute the crescendo 
and diminuendo of the tortured engine assailed my ears 
and temporarily obliterated the monotones of the other, 
performers. ‘True there was no roll of drums, but a 
squad of prisoners of war were providing a crude sub- 
stitute in the relentless blows which they were delivering 
with their axes on boxes which were being broken up for 
firewood. Outside the QM store Q’s staff were exchange- 
ing pleasantries over alleged deficiencies in the rations 
which had just been unloaded. In the corridor there 
was the ceaseless shuffle and tramp of orderlies, POW 
stretcher-bearers and ‘“‘ up ” patients going about their 
lawful occasions. ‘‘ You are my sunshine, my only 
shine .'.’.’”? was the first line of a dance song which a 
group of patients in a neighbouring ward had begun to 
croon—adagio ma non troppo. I was roused from my 
reverie by the sound of a child’s shrill voice, and looking 
up I saw the grinning face of an Italian urchin at one 
of the windows, his skinny olive browé hand thrust 
between the bars to exhibit a lemon: ‘‘ Limon—verra 
nice—quattro for scheelina.’’ I folded up my stetho- 
scope and wrote on the patient’s card: ‘‘ Respiratory 
murmur distant ; no adventitious sounds heard.” 


* ” x 


The batch of nurses I was examining had been un- 
inspiring and unenterprising. At last came one who was 
prepared to recast the whole of physiology. I had 
asked her a question or two about the sympathetic 
nervous system. Then I asked her the name of the 
other nervous system and she firmly replied, ‘ the 
unsympathetic.” Later I asked her why red cells 
contained hemoglobin. ‘‘So that the surgeon should 
know what he is doing ” she answered promptly. 
her final contribution was, ‘‘ The medulla oblongata is 
where the nerves cross and where you must not stick 
in a needle.” No-one quite came up to her mark, but 
I appreciated her colleague who told me that the coccyx 
was confused of three bones, and the others who wrote 
in their paper that the patient is thoroughly fried with 
a clean warm towel and infectious gowns should be 
worn by the nurse. 
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Parliament. 


ON THE FLOOR OF THE HOUSE . 
‘oo MEDICUS MP | 

THE liberation of Rome and the opening of the Second 
Front in Normandy have dwarfed all ordinary business. 
It is true that ‘‘ the debate continues ” on a whole series 
of important matters. But it has been on the Prime 
Minister’s two statements on D day about the attack 
which was launched at the sixth hour of the sixth day 
of the six month that attention has really centred. 
How is the advance proceeding on land? Have the 
casualties been heavy ? Are we landing our heavy 
equipment in sufficient amount ? It is with these and 
kindred questions that members’ minds are occupied. 
In the background there are the great political and 
social changes now showing themselves on the Continent, 
and problems of rebuilding Europe emerge from the 
smoke and turmoil of tank battles and aeroplane attacks, 

The Second Front has come into all the debates—a 
debate on Colonial affairs, immediately after the Prime 
Minister’s announcement, was prefaced by a tribute paid 
by the Colonial Secretary to the Colonial troops and the 
Indian troops. In the debate on the location of industry 
the defence aspect and other war considerations were 
emphasised. Even when discussing rural water-supplies 
and sewerage the use of the land as our bastion of 
security for the production of essential foods was 
stressed as much, if not more, than the local questions 
of rates and control. In the debate on the Ministry of 
Food war considerations were obvious and the problem 
of European supply as area by area is wrested from 
the Nazi grip became the topic. Colonel Liewellin’s 
survey gave definite indication of a break in the clouds 
of war, and he gave an assurance that our present scale 
of rations will be maintained for 1944. But his hope of 
discarding milk and meat rationing as soon as possible 
after the end of the war, though we shall still be in an 
era of shortage, may be only an aspiration. And yet, good 
organisation of increased home supplies plus increased 
supplies on long-term contract from Australia, New 
Zealand and Canada may make the aspiration one which 


‘can be realised. The man who keeps his own pig is to 


escape from some of the webs of red-tape and may give 
his daughter a bit of pork without committing a crime. 
More important perhaps is that hospitals and schools will 
be able to keep ‘‘ codperative ’’ pigs for their own use. 
There are hopes of more fish, and as soon as the out-of- 
bounds area of the North Sea can be swept of mines this 
hope should become a copious reality. Apricot pulp from 
Spain and oranges and lemons are to be other additions 
to vary our diet. . . 
The armies invading France are carrying enough 
food for the liberated civilians in the present emergency 
till supplies can be sent from the great food-finding 
countries of the world. Shortages there will be, but 
out of the 44 United. Nations there are 34 which have 
still no rationing system at all. ; 


FROM THE PRESS GALLERY 


Health Services in the Colonies 


INTRODUCING a debate on colonial affairs in the House 
of Commons on June 6, Colonel O. STANLEY, Secretary of 
State for the Colonies, said that an improved health 
service, a scientific agriculture, and the creation of new 
-industries were as essential to real self-government as any 
new constitution or extended franchise. Despite war- 
time difficulties he claimed that there had been a sub- 
stantial advance. Expenditure under the Colonial 
Development and Welfare Act last year was four times 
greater than that of the year before. The whole idea 
of the act was that the money provided should not be in 
substitution for normal expenditure by the Colonies, but 
in addition. to it. As a result of the war many of the 
Colonies had improved revenues, and in many there had 
been an increased expenditure on social services. The 
important thing was to be ready for the period after the 
war. Planning machinery should not be uniform,: but 
there must be coöperation between the Colonies to prevent 
overlapping. He believed that the £5 million a year 
provided under the Colonial Development and Welfare 
Act would prove insufficient. : 


l 
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Colonel Stanley took the opportunity of refuting the 
criticism of the Colonial Medical Service which Dr. 
H. B. Morgan had made in the recent debate on the 
National Health Service. The Colonial Medical Service 
had had many difficulties to grapple with, and it had 
often been short-handed and short of funds, but that was 


not its fault; it was the fault of the Colonial Office, ‘of. 


the Government possibly, and even of Parliament itself. 
For the members of the Service, Colonel Stanley had 
nothing but admiration and gratitude for their self- 
sacrificing efforts on behalf of the Colonial territories. 

In the debate which followed Mr. A. CREECH JONES 
said that on his recent visit to West Africa he had seen 
some excellent experiments. At Pong Tanale work was 
being done on the immunisation of cattle ; the clearance 
of the tsetse fly ; at Tafo research in cocoa diseases, and 
at Vom new industries were being founded. In Nigeria, 
at Anchou, an experiment was being made in resettle- 
ment, rehousing new food crops, the treatment of-cattle, 
the planning of better sanitation and health arrangements. 
Dr. HADEN GUEST urged that we had no right to offer 
the people of Africa any other status than that which we 
hoped to give to our own people. He would like us to 
say to West Africa: ‘‘ We are going to look after you and 
deal with your diseases and your lack of education and 
all your other social and economic problems just in the 
same way as we deal with the problems of Lancashire, 


Scotland, Wales, or any other part of this country, on a. 


footing of absolute equality.” There was nothing in the 
health conditions of West Africa that could not be 


completely eliminated in a 20-year period and when that | 


was achieved we could develop democratic political 
institutions. Mr. W. ASTOR feared that the statement 
by the Colonial Office that they would not allow. opium 
in any form to return to the Straits Settlements would 
have the oppone effect from that which the Colonial 
Secretary desired, because it was certain that drug 
addiction would be worse there since the Japanese 
occupation., Total prohibition would produce the same 
result as prohibition of alcohol produced in America. 
Opium was the least harmful form of drug—it corres- 
ponded to beer—while cocaine and heroin corresponded 
to bootleg whisky. He was sure that the right policy 


was being pursued before the war—importation of a- 


limited amount of pure opium and the gradual elimina- 
tion of addicts. 


The Food Front 


In the House of Commons on June 9, Colonel J. J. 
LLEWELLIN, Minister of Food, said that things were 
going well but we could not relax our vigilance, for 
towards the end of the war there would probably be 
more restlessness on the food front than there had been 
in the midst of war. Our stocks of food were good and 
so far as he could see we should be able to maintain the 
existing ration scales in everything except milk, which 
had a seasonal flow, for the remainder of the year. He 
had undertaken during the early stages to make, as 
far as stocks permitted, a generous contribution towards 
the supplies which the military authorities required for 
civilians in liberated territory ; but for any long-term 
. provision it would be absurd for this country ‘te send 
supphes. This country had been rationed longer and 
on a more restrictive scale than any other of the free 
nations, and it would be wrong in principle and practice 
for this country to bear any more. 

The national health had been well maintained. 


There was no sign of a general loss of weight, in fact. 


adolescents were showing an increase. There was 
some loss of middle-aged spread which was welcome if 
it happened to oneself. There was no sign of impaired 
resistance to disease. The infant mortality-rate had 
been maintained at the 1942 level, which was the lowest 
ever. Nevertheless some variety in diet would be to 
the good. He hoped to increase the cheese ration from 
2 to 3 oz. before the winter. ‘All the blackcurrants 
would be needed for purée and. he hoped to keep up 
the supply of oranges and lemons. Our bread was 
better than it was, and the only cereal in the loaf was 
wheat. An extra ration of sugar for domestic jam- 
making would again be available this year. Certainly 
for the next four years we were in for a period of shortage 
in several essential foodstuffs—in dairy products and in 
meat products. We must produce at home as much 
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as we could. He wanted to see the national mailk 
scheme and the milk in schools scheme continued, and 
he wanted to discontinue milk and meat rationing as 
soon as possible after the war. The Ministry of Agri- 
culture were asking farmers and farm workers to apply 
their minds to the task of increasing our flocks and 
herds. Negotiations had been started for the conclusion 
of long-term contracts for some of the principal imported 
foodstuffs. He hoped we should be able to continue 
the concentrated orange-juice scheme for mothers and 
young children after the war. 
well over 50%. Nearly all our orange juice came under 
lend-lease, but those supplies might not be available 
after the war. The Ministry of Food were therefore 
encouraging the production of concentrated orange juice 
in Palestine, Jamaica, Southern Rhodesia and South 
Africa. In the last few months fish landings had sub- 
stantially increased and the initial problems of fish 
distribution had been overcome. The Ministry of 
Food was jealous of the reputation it had built up, 
and the remarkable health record of the nation during 
the war had been their great reward. 


* QUESTION TIME 


Negotiations with the Medical Profession 

Dr. A.B. Howitt asked the Minister of Health if in view of 
the postponement of the annual representative meeting of the 
British Medical Association at the request of the Government, 
he would give an assurance that legislation on a national health 
service would not be introduced by him until after negotiations 
had taken place between him and the medical profession, 
bearing in mind that under its constitution only the representa- 
tive body of the association could determine the policy of the 
British Medical Association.—Mr. H. WILLINK : I cannot give 
an assurance quite so absolute as is suggested. It is still my 
wish to have full discussions with the profession before intro- 
ducing legislation, and I see no reason why. I should be pre- 
vented from doing so by the delay which will be caused by the 
profession’s inevitable. postponement of its conference.— 
Replying to Sir E. Granam Lrrrte, Mr. Willink affirmed that 
his desire to hold these discussions was in noway altered by the 


postponement: Voluntary Hospitals 


Dr. RussELL Tuomas asked the Minister if he had estimated 
what average proportion the Exchequer grant and the pay- 
ments of joint local authorities towards the cost. of mainten- 
ance and treatment of patients would be to the total cost of 
such maintenance and treatment of patients in voluntary 
hospitals participating in a national health scheme.—Mr. 
WILLINE replied: In the white-paper it was contemplated 
that, in the hospitals’ interests, the aggregate of the central and 
local payments would be such as still to leave an opportunity 
for voluntary support. How this may best be arranged 
remains for discussion with the hospitals’ representatives. — 
Dr. THomas : In view of the fact that legacies and gifts to 
hospitals are already falling off since the publication of the 
white-paper is it not clear, too, that the under-payment of 
public funds will destroy public generosity altogether and 
complete the process towards servitude to which I have just 
referred ?—Mr. Wittink: The British Hospitals Association 
themselves seem to think that an opportuhity for voluntary 
support is desirable. | 

Dr. THomas: How frequently will routine and special 
inspections of voluntary hospitals participating in a national 
health scheme take place.—Mr. WILLINK: Details of the 
arrangements for inspections are clearly matters to be 
considered at a later stage.—Dr. THomas: Is it not clear 
that the inspection of voluntary hospitals is calculated to be 
the first step towards the servitude of these great and free 
institutions ?—Mr. WILLINK : I am sure that if the system 
of visit and inspection is well-devised all hospitals will 
welcome it. | ` | 


Vitamin-D Supplies for Occupied Countries 

Replying to a question, Mr. G. H. Haut, Under Secretary 
of State for Foreign Affairs, stated that HM Government 
agreed to the despatch of 10 kg. of vitamin D in December, 
1943, and again in March this year. These 20 kg: were for 
distribution to children in Belgium, France Holland Yugo- 
slavia and Poland. In addition we agreed in October, 1943, to 
let 1 kg. go to Belgium, and in April last 0:25 kg. was sent for 
distribution in the Channel Islands. 


(Continued at foot of opposite page) 
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Public Health 


Typhoid well in hand 


A report by Merrillees! of a typical milk-borne 
epidemic of typhoid fever in the city of Moorabin (a 
semi-rural suburb of Melbourne) during the early months 
of 1943 is a fine exposition of preventive medicine 
applied by a district health officer under war-time 
difficulties. The onset of the epidemic was explosive, 
and Scholes ? remarks that nothing but contamination 
in bulk of some article of food or drink could have 
caused such an outbreak. Merrillees, with great acumen 
and speed, eliminated solid foodstuffs and. concentrated 
upon water and milk. Water pollution was ruled out, 
if only by the fact that the large and small mains which 
served the affected area continue through it to serve 
much more: densely populated ‘‘cities”’ (i.e., local 
government districts with prescribed populations and 
revenues). All the patients were supplied by one 
dairy receiving milk from two groups of farms : D-group 
farms were good and no cases could be traced on these 
- sources, but C-group farms: were unsatisfactory and 
ultimately a carrier was found at a farm labelled “ filthy.” 
- All the patients had drunk’suspected milk and no person 
who had not drunk such milk was infected. ‘With the 
removal of the carrier the outbreak died a natural death. 
Mass vaccine prophylaxis was not advised for fear of 


aggravating or precipitating an attack (Topley’s ‘‘ pro- 


vocative typhoid ” ?) . Merrillees’s. view was that TAB 
did tend to precipitate an attack, which was then how- 
. ever of a mild nature. The outbreak as a whole ap- 
_ peared to be mild only because modern methods secured 
the detection of many mild cases and so lowered the 
average of clinical severity. Scholes records in his 
annual report that 114 of 436 patients. (roughly a 
quarter) were admitted to his hospital and of these 7 
died. There was only one case of perforation and 
other complications were relatively few. As a sequel 
to the epidemic the public demanded the pasteurisation 
of milk, and the necessary legislation was enacted. 
Verbum sat sapienti. | 


Infectious Disease in England and Wales 
WEEK ENDED JUNE 3 


Notifications.—The following cases of infectious disease . 


were notified during the week: smallpox,0; scarlet fever, 
1479 ; .whooping-cough, 2273 ; diphtheria, 471; para- 
typhoid, 2; typhoid, 6: measles (excluding rubella), 
2758 ; pneumonia (primary or influenzal), 794; puer- 
peral pyrexia, 195; cerebrospinal fever, 71; polio- 
myelitis, 4; polio-encephalitis, 0; encephalitis lethar- 
gica, 2; dysentery, 187; ophthalmia neohatorum, 82. 
No case of cholera, plague or typhus fever was notified 
during the week. | 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on May 31 was 1680. During the 
previous week the following cases were admitted : scarlet fover, 83 ; 
diphtheria, 35; measles, 47; whooping-cough, 80 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 1 (1) from measles, 1 (1) from scarlet fever, 
23.(6) from whooping-cough, 10 (1) from diphtheria, 45 
(5) from diarrhoea and enteritis under two years, and 14 
(2) from influenza. The figures in parentheses are those 
for London itself. 

‘Birmingham reported 9 deaths from diarrhea, Manchester 8. 
The number of stillbirths notified during the week was 
231 (corresponding to a rate of 33 per thousand total 
births), including 26 in London. l 


. - * eee ee 


1. Merrillees, C. R. Report on typhoid fever. Department of 
Public Health, State of Victoria. Melbourne, 1 : 
2. Scholes, F. V. G. Annual report (to 30.vi.43) of the Queen’s 
Memorial (Fairfield) Infectious Diseases Hospital. 
3. Lancet, 1938, i, 181. 


| (Continued from previous page) 

INFANT MorvTAity.—Mr. WILLINK named Liverpool, 
Sunderland, Gateshead, Tynemouth, Warrington and Bootle 
as returning the highest infant’ mortality-rates in 1943 among 
the great towns of England and Wales. 

_ ArtrFioraL Liss ror Ex-SERvVICE Men.—Mr. W. PALING 
said that there are 13 limb-fitting centres in England, 3 in 
Scotland, and 1 each in Wales, Northern Ireland and Eire. 
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— 
Letters to the Editor 


CLOSED PLASTER AND WAR FRACTURES 


Sır, —The question of closed plaster in the treatment of 
war fractures is of paramount importance. The Spanish 


‘surgeons, with Trueta, and the Russian surgeons, with ` 


Yudin, declare: ‘‘ Closed plaster is the best way to 
immobilise these fractures in forward surgical units after 
the primary operation, to evacuate them (even by the 
longest or most difficult routes) and to treat them in the 
rear hospitals.” I agree entirely with Trueta and Yudin. 
On the other hand, many British and French surgeons 
(in particular, lately, the British ones in the Middle 
East) have written : “ Closed plasters (and above ail hip 
and shoulder spicas),are dangerous, especially for long- 
distance evacuation, and have led to most serious com- 
plications.” , | 

What is the reason for such different views ? I think 
it is the technicque used in making the plasters. A closed 
plaster is the best treatment of open war fractures and 
never gives rise to accidents; but only when properly 
applied, that is to say— : 


(1) When the wound has been correctly operated on. That 
means, first, a very long ‘‘ debridement ” of the skin and 
above all of the deep fascia (aponeurosis). (Debridement 
is the long section of the tissues, but not ‘‘ epluchage ” 
of the tissues.) It means, secondly, the best possible 
‘“epluchage”’ or excision of the muscles,. bones, 
foreign bodies, &c.; and this wound must be left com- 
pletely open without any packing. | 

(2) When the plaster is made by the correct circular technique, 

-= - by rolling plaster bandages (no slabs) directly on the skin, 
without padding except on sharp bony processes, and 
without any circular linen bandage placed around the 
limb underneath the plaster (most important). 

(3) When the plaster contains a small quantity of formalin 
to avoid infection caused by the plaster. 

(4) When the plaster is applied immediately after the opera- 


tion, the patient always being kept under the anesthetic. - 


The operation will have been done on a small orthopzdic 
table and the patient must not be moved until the plaster 


_ is dry. | | 
But the technique of rolling a plaster bandage around 


a limb, the pelvis or the thorax without creating any: 


constriction, making the plaster strong where necessary, 
and doing it quickly even in the worst conditions of a 
battlefield surgical unit is a very special one, and this is 
the crucial point. This technique is easy to learn in two 
or three days. But it must be learnt. Unfortunately, 
most surgeons think a plaster cast can be applied like the 
circular bandage of an ordinary dressing, and that is the 
cause of all accidents. I agree that many closed plasters 
are badly done and for this reason cause the worst 
complications. | ; 
Recent books .on war surgery do not teach a good 
plaster technique,.and sometimes give very dangerous 
ones, and from what I saw on the battlefields of Gabon, 
Eritrea, Syria, the Western Desert and Italy, few surgeons 
can apply a circular plaster correctly. In my last sur- 
gical unit in Italy none of the young French surgeons, 
though they were very clever in surgical technique, had 
been taught this subject, and all of them were surprised 
at the difference in results before and after they learnt 
the technique. | , 7 | 
For these reasons my conclusion is, ‘‘ Ne condamnez pas 
la méthode parceque les procédés utilisés ont été mau- 
vais,” ; otherwise the. whole of surgery would have to be 


miecarced: | | HENRI FRUCHAUD, 
Consulting Surgeon, Free French Forces 
l . in the Middle East. 
: _“" | UNPADDED .PLASTERS 


Sir,— Mr. McIindove and Mr. Watson-Jones have issued 
a timely warning on the dangers of the unpadded splint 
and rigid dressings in the causation of circulatory obstruc- 
tion and possible gangrene when employed in mobile 
warfare. It is a warning for which we should all be 
grateful. ; 
- May I offer one important addition to their brief 
survey of the conditions in-which the unpadded plaster 
splint is particularly dangerous—the limb after the 


i . 


~ 
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application of any’ sort of tourniquet. Whether the 
limb has been the subject of a clean orthopedic or 
plastic operation, or the more severe condition of gum- 
shot wound with fractures, it is liable to swell and suffer 
circulatory obstruction if enclosed in unpadded plaster- 
of-paris after the use of a tourniquet. Recognition of 


this fact may save both patient and surgeon much post-. 


operative discomfort. 
St. Ives, Cornwall. E E. C. ATKINSON. 


PREVENTION OF SEASICKNESS BY DRUGS 


Sm,—I read with interest the article by Holling, 
McArdle and Trotter in your issue of Jan. 22 (p. 127). 
On the suggestion made by a medical friend ten years 
ago, I have frequently employed hyoscine hydrobromide 
for the prevention of seasickness, and airsickness with 
apparent success. I cannot pretend that my results 
have been accurately recorded, and they have therefore 
far less authority than those reported i in the article. 

The hint given to me was that hyoscine hydrobromide 
in doses of gr. 1/200 repeated every four hours will 
prevent seasickness. Since that time I have prescribed 
the drug to several score of persons about to travel either 
by sea or by air, but I have never suggested that they 
should continue to take the drug every four hours 
throughout the journey. I have varied the actual 
prescription from time to time and now generally 
prescribe the drug as follows. 


For sea travel, a tablet containing gr. 1/200 by mouth 
four hours before sailing, repeated at the time of sailing, 
and four-hourly thereafter until four tablets have been 
taken ; next day, gr. 1/200 at 8 am, repeated at midday and 
if necessary at 4 PM; on the third day exactly as on the 
second day. To the prescription I add a note that few 
people find it necessary to take more than three tablets 

on any day and that most find they can stop the drug 
altogether after the 8 am tablet on the third day. The 
prescription also contains a warning that under no circum- 
stances should more than four tablets be taken in any 24 
hours. 


In only one person have I known this method to have 
no effect, and those who have benefited on one voyage 
have written to me for the prescription from thousands 
of miles away in anticipation of another voyage. Many 
have also written on arrival at their destinations inform- 
ing me that they had travelled for the first time in 
complete comfort. © 


For short journeys by air I have prescribed for those who 
are notoriously bad air travellers gr. 1/200 four hours 
before the time of starting and gr. 1/200 immediately before 
starting. Less bad travellers can omit the second dose. 
For long air journeys I have found a total of three doses, each 
of gr. 1/200, at four-hourly intervals completely effective. 


I have heard of only one person who ordinarily suffers 
from airsickness who was completely unrelieved by this 
treatment, and of one who travelled in greater comfort 
than formerly but who was not completely relieved. 
The man who was completely unrelieved. suffers from 
such pronounced psychological symptoms during air 
travel that I doubt if any form of treatment would be 
effective, and he has in fact found it necessary to ask 
to be excused from serving where it would be necessary 
for him. to travel by air. 

J. F. ©. HASLAM, 


N orthern Rhodesia, Director of Medical Services. 


EDUCATION FOR HEALTH 


Str,—Professor Ryle stresses the benefits to health 
and haleness, which he expects to result from health 
education. This expectation evidently rests on the 
belief that human conduct is governed by reason. 
Surely this 18th century belief is contrary to the evidence ? 
Has Professor Ryle succeeded in stopping a devoted 
mother from spoiling’ her son, or convinced a food 
faddest of his folly, or even persuaded a girl not to buy 
shoes one size too small for her feet, by reason? Will 
the slut rise early to prepare a nourishing breakfast for 
her children, will she combat lice and bed-wetting, will 
she keep her house clean—all because she has been 
clearly taught that these habits conduce to health ? 

Man is not reasonable; but he is highly suggestible 
and trainable, especially in childhood. Al that Pro- 


fessor Ryle. hopes for could be achieved by a relentless 
propaganda directed 'to the ends desired, together with 


suppression of all contrary propaganda by advertisers, 

producers et al. The training in disciplined habits 
would have to be carried out by nursery schools, youth 
movements and military service—all compulsory of 


course. This programme would curtail liberty in many 
directions, not least the liberty to indulge in the dis- 
gusting pleasures of sluttery. A few psychologists 
might have to be liquidated ! 


Bridlincton. P. D. H. CHAPMAN. 
MASS RADIOGRAPHY 
Smr,—To one who has had nine years’ experience as a 


sanatorium medical superintendent, and two years in 
charge of a Service mass radiography unit, involving 
the mass examination of some 70,000 personnel, the 
article by Drs. Kahan and Close. in your issue of May Zu 
raises points of interest. 


While most workers in mass radiography will agree - 


that clinical signs in abnormal cases may be slight, I 
think few will subscribe to the summary that ‘* we 
consider physical signs in the chest to be relatively 
unimportant.” , I venture to suggest that the two 
statements ' 


(a) I can find no clinical signs in the chest 
(b) There gre no clinical signs in the chest 


are combined and interpreted as ‘‘ because | find none, 
there are no clinical signs in the chest ’’—a statement that 
facts and more expert examination frequently disprove. 

The sternomastoid sign can, I think, be a most valuable 
clinical aid, but some care and practice is necessary: to 
detect it in cases with minimal lesions; moreover, in 
bilateral cases the tension in both sternomastoids naay 
be increased, and this is often a trap to the unwary. 
Personally, I have found this sign of great value in many 
cases with a small unilateral lesion. 

Of 65 consecutive cases of active tuberculosis chosen 
at random from many discovered in young symptomless 
men who had volunteered for special duties in the Royal 
Air Force, only 3 showed complete absence of clinical 
signs, while of 130 cases, similarly. selected, of inactive 
parenchymatous disease, only 45 were free of all signs. 
In an age when we are in danger of losing the acute 
clinical acumen possessed and developed by the older 
school of clinicians, and have come to rely more and 


more on laboratory and X-ray examination, let us 
remember that it is only by expert clinical, radiological 


and laboratory examination that a complete assessment 
of a case of pulmonary tuberculosis can be made with 
credit to the physician and benefit to the patient ; and 
I would say the most important of these is the clinical 


picture. e 
C. E. H. ANSON. 
ae QUININE IN SUBTERTIAN 


MALARIA 
Sir,—Since 1942 we have tried various combinations 
of quinine and mepacrine in order to determine how 


economy of quinine could best be combined with rapidity 
of cure. Parenteral administration offers advantages 


in speed of action, certainty of absorption, and economy 
of the drug ; ; but aqueous solutions of quinine bihydro- 
chloride, given intramuscularly, cause so much pain 
that not more than one injection .daily is tolerated, 
and the dose may therefore not be adequate. 

We eventually decided to test a solution of phenazone 


and quinine bihydrochloride marketed as ` Solvochin.’ 
This contains grains 74 of basic quinine in 2 c.cm., and 


its injection is painless because of the phenazone and 
because the solution is isotonic. Some hundreds of 
injections have been given without any serious complica- 
tion although a tender inflammatory induration was 
once noted. Quinine is quickly absorbed and a positive 
Tanret reaction is found in the urine within 4-12 hours 
of injecting 2 c.cm. A standard course of two intra- 
muscular injections in the gluteal region daily for four 
days was instituted, but occasionally a third injection 
was given at midday i in patients who were more seriously 
ill. The technique followed was that described by 
Manson-Bahr,! full aseptic precautions being obse TV ed; ; 
1. Manson-Bahr, P. H. Manson’s Tropical Diseases, 1940, D. 11, 
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but long-continued massage of the site of injection proved 
unnecessary when using this preparation. After four 
days’ treatment mepacrine 0:1 gramme t.d.s. was given 
for seven days, and after an interval of a few days 
pamaquin 0-01 g. t.d.s. for three days. f 
_ A total of 32 patients with subtertian malaria have 
now been treated by this method at the Seamen’s Hospital, 
Greenwich. Of these, 27 were relapsing or partially treated 
cases, and the results were uniformly good; but sub- 
tertian is as a rule an easy infection to treat and therefore 
does not present a very severe therapeutic test. The 
other 5 patients were all seriously ill and had received no 
_ previous treatment, being sent to hospital with a tentative 
diagnosis of enteric fever. They all responded to routine 
injections although 2 of them required three injections 
daily for the first twodays. The temperature was always 
normal by the fourth day. l 
Having satisfied ourselves of the efficiency of this 
preparation, we are now employing it in conjunction 
with oral mepacrine from the commencement of treat- 
ment. At a time when economy of quinine is so im- 
portant, this saving of the drug should outweigh any 
consideration of additional expense. Seamen, who form 
the majority of our patients, are most anxious for rapid 
and effective treatment, and the suggested course has 
satisfied both requirements. Stay in’ hospital has 
averaged 15 days and negative blood-films have been 
obtained from every patient before discharge. No 
estimation of relapse-rate has been attempted, for a 
satisfactory follow-up is’ impossible when treating 
seamen, in whom the danger of reinfection is also very 
great. It has, however, been noted that since the 
beginning of the war none of our patients has been re- 
admitted to the Seamen’s Hospital with a second attack 


of malaria. 
W. E. Cooke. 
~ London, W. ALEC WINGFIELD. 


| A DRIED EGG MEDIUM 


Sir,—In his letter of June 3 Dr: Friedmann indi- 
cates that the use of dried egg powder may make it 
‘feasible to use the “half a dozen culture tubes per 
specimen ”?” regarded by Dr. Kahan and Dr. Close 
(May 20) as an obvious method of reducing the propor- 
tion of cases in which tubercle bacilli remain unde- 
monstrated despite an unequivocal clinical diagnosis. 

At Papworth we use two culture tubes per specimen 
and the following data represent the analysis of the last 
500 cases. All sputa cultured were from cases negative 
on direct smear. Medium: Lowenstein-Jensen. 

134 cases gave growth on tubes one and two — 
10 , m » »  » One only 
14, s ». » » two only 


Hence | 
Tube one gave 134 + 10 = 144 cases positive | mean 
Tube two gave 134 +14= 148 ,, E 146 


Tubes one and two gave 134 +10 + 14 = 158 cases positive. , 


Now from these figures it is possible to obtain a 
perfectly good estimate of the maximum number (2) 
of positives which we might expect to obtain by increas- 
ing indefinitely the number of tubes sown (i.e., the result 
of multiple seedings of a single specimen onto a multipli- 
city of identical culture media; where the conditions 
are clearly such that the factors leading to growth on 
some tubes and not on others’ must be regarded as 
random and therefore subject to the usual probability 
laws). We get the relation 

146,2 


a=?) = a- 18) 


whence x=158-8; which means that no matter how 
large a number of tubes were sown the number of 
positives could never exceed the order of 159. Hence :— 

For one tube (146/159) x 100 = 92% of total 

For two tubes (158/159) x 100 = 99-4% f possible 
Thus by using two tubes we are already netting nearly 
_ all of the cases we could net by using an infinite number. 
This does not of course mean that we are netting 99-4% 
of the cases diagnosed on clinical grounds. There is a 
‘ variable proportion of cases who are not excreting any 
bacilli, excreting them in very small numbers, excreting 
them erratically, excreting bacilli sensitive to the action 
of acids, producing bacilli of low viability, or producing 
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bacilli failing to adapt themselves to growth on media. N 
These are the kind of factors giving rise to the apparent 
discrepancies between clinical and bacteriological find- 
ings. Multiple seeding of a single specimen leaves 
them untouched. _ 

As things stand, the customary method of collecting 
a fresh 24-72 hour specimen and reculturing after the 
cultures of the previous specimen have proved negative 
may be annoying because of the delay, but it is neverthe- 
less scientifically sound. In so far as the main cause 
of the discrepancies mentioned above is probably the 
erratic expectoration of bacilli, the chance of getting 
a positive by three spaced duplicate cultures (2 — 2 — 2) 
is three times greater than with a single sowing of six 
tubes (6). 

The truth of the matter is that certain factors govern- 


ing “availability ’’ of organisms are inherent in the 


disease process, and the bacteriologist can alldw for 
these factors only by repeated sampling at intervals 
which although apparently long are actually reasonable 
in relation to the-chronicity of the disease. The im- 
pression that these inherent difficulties can be resolved 
by a sextuplicate waving of the bacteriologist’s loop is 
based on a misapprehension of the factors involved, and 
it would be a pity to let such a misapprehension gain 
ground ; it would certainly tend to distract the attention 
of both clinician and bacteriologist from the basic need 
for repeated (and varied) sampling. From this béte noir 
there appears to be no immediate prospect of escape. - 
Sims Woodhead Memorial D, BARRON CRUICKSHANK. 
Village Settlement. 4 | 


DISCUSSING THE WHITE PAPER 


Str,—The first point to be remembered in these 
discussions is that certain very definite and material 
advantages to the general public are bound .to arise 
from the application of some such scheme. Such 
advantages are so difficult to obtain that we must take 
no risk of the public losing them, even though we, as a 
profession, object to one or more of the actual proposals 
made by the Minister. Admittedly, it is hard to under-. 
stand why the first essay in nationalisation—produced 
by a predominantly Conservative administration, the 
declared foe of all nationaligation—should be of a pro- 
fession in which there is really less ‘‘ vested interest,” 
and the abuses and inefficiency therewith associated, 
than in most other professions, trades, industries or | 
businesses. Before we accept any such scheme we may 
reasonably inquire whether nationalisation of other 
interests—which are more in need of it—are in prospect ; 
for example, why is the chance not taken to nationalise 
and so control the drug monopolies and the patent 
medicine racket ? But, whatever else we do, we must 
make sure that in the event of failure to achieve some 
national medical plan the politicians shall not be able 
to take shelter from an irate public behind our profession; 
we must see that the public understands our attitude 
and does not attribute it to political prejudice or avarice. 

_ It seems more than probable that the Government are 
determined to have this scheme enacted. Therefore I 
think we should concentrate our energies on amendment 
of the administrative structure so that we shall be able 
to guide the Health Service in the direction that common _ 
sense, foresight and experience tell us it should go. 
Three points appear important :— 3 | 
(1) I agree with the BMA council that the suggested adminis- 

trative structure is undemocratic and likely to stifle 
‘enterprise or progress. Therefore there ought to be a 
Central Medical Advisory Council, democratically elected 
by the profession ‘and its auxiliaries, and this council 
must have the right of reporting to the public and 
Parliament irrespective of the Minister’s wishes. These 
rights of separate report and propaganda would make 
sure that public opinion.was kept enlightened so that 
the legislature would be forced to encourage progress.. 
They would also be a useful check on bureaucracy. ` 
(2) I do not in any major way agree with the BMA council’s 
proposals regarding regional (or local) administration. 
In the local areas the responsibility for either acting or 
not acting must rest with elected lay people ; they should 
be advised by a council similar to the central one and 
with similar powers, whose chairman could serve on the 
lay council for liaison purposes. Medical representation 
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should not be asked for on _ these councils, because it 
would be rather undemocratic; only elected members 
should have the responsibility of legislation. 

(3) As many branches of medicine should be brought into 
this administrative structure, including industrial medi- 
cine. If they were all, so to speak, under one roof, they 
could put forward powerful medical arguments for or 
against any measures affecting health (including positive 
health) in a powerful voice. : | 


If we back the scheme subject to the above improve- 
ments we shàll encourage progress and not reaction ; 
we shall assist the laying of a foundation on which a 
useful structure can be built, and politicians will not 
be able to accuse the profession of sabotaging social 
legislation. i 

Mansfield Woodhouse, Notts. Wu. P. FORREST. 


MEDICAL SERVICE IN NEW ZEALAND 


SIR, —At the time of the introduction of the white- 
paper in Parliament at least one speaker referred to 
conditions in New Zealand, in particular that only 
16 medical men had accepted a salaried service (as GP). 
It seems particularly unfortunate that vague references 
are made to supposed conditions in other countries. The 
salaried practitioners referred to are in what are known 
as ‘‘ special areas ” (made so largely for financial reasons) 
and do not, as was stated, practise outside their own 
areas. The present system of Social Security medical 
practice here gives unlimited freedom to patient and 
doctor and great financial opportunities to the latter. 
I have therefore been surprised at the number of practi- 
tioners who have openly spoken in favour of a salaried 
service—their chief concern being the level of the salary 
rather than the’ method of. control. 
salaried service that I have not seen mentioned is the 
fact that in every area there seem to be a few practi- 
tioners whose quality of work is such as to make them 
difficult to absorb in a service on a salaried basis. I feel 
that full-time hospital and health medical officers, who 
appear to be the most staunch advocates of a complete 
salaried service (in England), fail to realise that they are 
a select group who have given up considerable time 
without much pay to secure postgraduate qualifications 
knowing that the ultimate~position they will hold will 
bear a salary inferior to the net earnings of many general 
practitioners, some of whom go straight from qualifying 
without even doing one resident appointment. Their 
earnings in the first few years are greatly in excess of 
oe of the average present-day hospital or public-health 
officer. 

In spite of superficial similarity it is unwise to draw 
a parallel between conditions in New Zealand and Great 
Britain. Apart from geographical factors, which greatly 
n a type of medical practice, more subtle differences 
also exist. 


Dent. of Health, Whangarei 
New Zealand. 77 


C. W. Dyxon. 


SIR CUTHBERT WALLACE AND ABDOMINAL 
INJURIES IN THE FIELD 


Sm,— Your obituary notice speaks of Wallace’s suc- 

_ cessful fight in the late war for the early evacuation of 
abdominal injuries to CCS’s. It was indeed an out- 
standing part which he played in placing the abdominal] 
surgery of war on the map of “field surgery.” The 
opinion of administrative authority in 1914 was strongly 
opposed to operative interference in gunshot wounds 
of the belly, this view being based on the experience 
of the South African War. The incredulity and the 
impatience of the youthful surgeons of the “ forward 
area,” and the significant evidence of the post-mortem 
room, soon convinced Wallace that operative surgery 
must be invoked if those. with frightful lacerations of 
the intestine and bleeding wounds of the mesentery 
were to be saved. The story may now perhaps be told 
how he surreptitiously carried instruments in his pockets 
up to forward surgical formations to implement the 
hands of those whose surgical activities would otherwise 
be impaired by lack of the instrumental wherewithal. 
As aresultof his connivanceand his inspirationabdominal 
surgery in the field was born ; and in the early months 
of 1915 the late John Campbell successfully operated 
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on the first gunshot wound of the stomach. Owen 


Richards performed .the first successful small-intestine 


resection and Claude Frankau the first resection of the 
colon for gunshot injury. Wallace’s book on War 
Surgery of the Abdomen has been my surgical bible 
since its publication, and it is characteristic of the 
author that the work was dedicated ‘to the stretcher- 
bearer.” He was surely, as I wrote in a prefatory note 
to a contribution of my own on the same subject, 
“the patron saint of all those interetsed in abdominal 
surgery of war and of the man stricken in the belly,” 
and I am certain that many. of my generation of sur- 
geons would subscribe to that tribute. 

Wallace was also possessed of an almost magpie 
shrewdness whereby he discerned and picked out the 
gem or the kernel in any matter under consideration or 
discussion. Those who worked under his chairmanship 
on the War Wounds Committee of the MRC realised 
this; and I remember, as a member of a surgical travel- 
ling club, standing with him on the railway platform at 
The Hague, where we had been watching Schoemaker 
perform a series of gastrectomies, when he quietly 
remarked : ‘‘ the key to gastrectomy is the mobilisation 
of the lesser curvature ; once you have done this you 
can do any method of gastrectomy you like.” That is 
very true, but. it required a Wallace to crystallise it in 
a few words. _ 

Others have written of his absolute honesty, his 
altruism, his kindness and charm. It is good to have 
had the privilege of knowing-Cuthbert Wallace. 

London, W.1. . GORDON GORDON-TAYLOR. 


Obituary 
HERBERT MARTIN BERRY 
M D LPOOL, DMRE 

Dr. Martin Berry, who died at Staines on June 3 in his 
66th year, was a pioneer radiologist and a man of deep 
culture and wide general knowledge....Elder son- of 
Dr. C. A. Berry, of Wolverhampton, he graduated in 


medicine at Liverpool University College in 1902 and . 


after a house-appointiment at Bootle settled in general 
practice at Bloxwich, Staffs. His interest soon centred 
in X-ray work and after holding for a while the post of 
hon. radiologist at the Walsall and District Hospital 
he sought a wider field in London, ‘becoming chief 
radiological assistant at St. Bartholomew’s Hospital and 
attached to a wide range of other hospitals. In the late 
war, as captain RAMC, some 10,000 cases a year passed 
through his hands at the Herbert Hospital, Woolwich, 
where he devised a simple, accurate and very practical 
method for localising foreign bodies. More recently, 
many of the wounded from Dunkirk came under his 
care at Park Prewett (EMS) Hospital. ‘‘ In his X-ray 
work,” writes C. A. P., “ he could always be counted 


* upon to give a well-considered opinion based on incon- 


trovertible facts. 


There was no hazardous guessing on 
his part. 


His long experience made him familiar with 


almost every aspect of radiological science, and he 


was particularly interested in the radiological evidence 
of appendicitis. But his activities spread far beyond 
his own particular science. He was an accomplished 
musician. He was a classical scholar and had wide 
literary interests ; lately he was engaged in the writing of 
a treatise on the psychology of murderers, a subject to 
which he had given a great deal of study. The last 
two years of his life were years of suffering. He was 
working under great strain, and worked indeed almost 
to the end. He bore his illness with fortitude and 
cheerfulness.” | | E f 


MINnIstRY OF HEALTH Starr.—In reply to a question in 
the House of Commons Mr. WILLINK gave the number of 
permanent and temporary civil servants employed in his 
department as 3384 and 3976. respectively. ; 


ALMONERS IN EmeE.—The report of the Institute of Hospital ` 


Almoners says the demand for almoners in Dublin is growing 


faster than they can be supplied. Outside Dublin the ' 


almoner is as yet unknown but the interest of the Hospital 
Commissioners is shown in the appointment of an almoner 
to their permanent staff. — | 
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BIRTHS, MARRIAGES AND DEATHS 


On Active Service 


CASUALTIES 
The following ig hs are announced : 
` KILLED 


Captain EDWARD GIBBON, MRCS, RAMC 
Major THomas PERCIVAL WARD, MB CAMB, RAMO 


DIED 
-<Lieut.-Colonel Francis AUGUSTUS RODDY, MB DUBL, DPH, RAMO 
Captain CYRIL WILSON WILLIAMS, LMSSA, RAMC 


WOUNDED 

Captain COLUMBA CRONIN, MB NUI, BAMQ 
Captain A. D. PARSONS, MC, MB DUBL, RAMO 
Lieut.-Colonel G. S. N. HUGHES, DSO, LMSSA, IMS 
Captain E. A. TARLETON, IMS 

APPOINTMENT 
Brigadier J. C. A. DOWSE, CBE, MC, MB DUBL, TO be a DMS with 

acting rank of major-general. 


MEMOIRS 

- Captain Jonn FLOYER Vincent LART, MB CAMB., RAMC, was 
killed by a mortar shell in January when as regimental MO 
he went forward to attend the wounded of a company 

of his battalion which came under 
mm heavy fire.. He was born at Charmouth, 
Dorset, in 1903, the son of Captain C. G. 
Lart, and educated at Weymouth College 
and Caius College, Cambridge. He 
qualified from St. Thomas’s Hospital 
in 1929 and took his MB the following 
year. After holding a clinical assistant- 
ship in the children’s department at 
St. Thomas’s and a house-appointment 
at the East Cornwall Hospital, he joined 
the CMS hospital service and was put 
in charge of their hospital at Yezd in 
Persia. On his return he settled in 
general practice at Devonport. A keen bird-watcher he 
spent much of his leisure on the moors. In 1932 he 
married Margaret, daughter of Dr. E. H. Rainey of 
Eastboyrne, and leaves her with one son. 

C. R. C. writes: “John Lart was a man of spare and 
athletic build, quick and active in mind and body. Few men 
of forty are fit enough for the life of a regimental MO, but 
he served in this capacity through the campaign in North 
Africa and Italy. He knew how to be conscientious without 
getting worried, untiring without being laborious, knowledge- 
able without specialising, clear in his views and yet resilient 
in discussion. Secure in the affection of people of all classes 
and effortless in all human contacts, Lart was an outstanding 
general practitioner.” 


Captain Rosert Hayman Jones, the eldest son of Mr. D. R. 
Jones of Llanelly, was educated at Swansea Grammar School 
and University College, London. He took the conjoint 
qualification from University College in 1939 when he was 
23, and graduated MB Lond the same year. He returned 
to Llanelly as assistant to Dr. T. R. 
Davies who writes : 

“ Children instinctively trusted them- 
selves to his gentleness while older 
patients quickly realised that his diff- 
dence arose from a characteristic under- 
estimation of his own knowledge and 
ability. For his part, I believe, he 
enjoyed his first active contact with the 
problems of clinica] and social medicine. 
jin the Army his outlook broadened still 
further. In his letters he wrote of how 
widespread and evenly distributed were 
human failings, and though he held to 
his early political views as tenaciously 
as ever, his adversaries were no longer 
people but their shortcomings.” 

On joining the RAMC in 1940 Captain Jones was appointed 
to the hospital carrier Maid of Kent and when it was destroyed 
through enemy action to the St. Andrew, where he helped to 
evacuate the wounded after the fall of France. He then was 
transferred to the hospital ship Atlantis, where he remained for 
two years tillhe joined the Eighth Army before the battle of 
El Alamein. He served through the North African campaign 
and.was later posted to Italy. 
He leaves a widow, formerly Miss Pamela Mawdsley, BSO, 
whom he married in 1939. 


EGAN, J DS MBNUI: MO under the silicosis and asbestosis scheme 


STRONG,” L. V., 


He was killed in action in May. . 


Appointments 


- 


BAD, DOROTHEA, 1.B., MB EDIN., DPH, IM: asst. MOH - for 


Huddersfield. 

Bıces, ROSEMARY, MB LOND. : asst. in pathology at the Radcliffe, 
Infirmary, Oxford. 

CUDDIGAN,* J. P., MB NUI, DA: anesthetist to the Maidenhead 


Hospital, Berks. 


LEIPER, JOHN, MD ABERD. : examining factory surgeon for Aberdeen.. 

O'BRIEN, J. R., BM OXFD: asst. in pathology at the Radcliffe 
Infirma , Oxford. 

PENDERED,* J. H., CAMB., FRCS; asst. physician to the Royal 


South Hants and d Southampton Hospital. : 

ROBERTSON, *K. M., MD LOND., MROP: asst. physician to the Royal 
sou Hants and Southampton Hospital. 

ROGAN, J.-J., MB NUI, DPH, LM: temp, asst. MOH and asst. school 

AnD for Blackpool. 

MB LOND., DA: - anessthetist to. the Maidenhead. 
Hospital, Berks. 

TUSTIN, . M., MRCS, DPH : examining factory surgeon for Wincan- 
ton, Somerset. 


* For the duration of the war. 


Births, Marriages and Deathe 


BIRTHS 


Brooxs.—On June 3, in London, the wits of Surgeon Captain 
W. D. . Brooks, RNVR—a daughte 

DAVIEs.—On June 9, at Leeds, Dr. Winifred Davies (née Haigh) of 

: Edgerton, . Huddersfield, wife of Captain Donald. Davies, 
RAMC—® son. 

DURSTON SMITH.—On June T Si Bath, the wife of Captain H. 
Durston Smith, RAMO— 8 

Evans.—On June 9, the wife of Captain Quentin Evans, RAMO, of 
Herne Bay—a daughter. 

GENT.—On June 5, at Newton Abbot, the wife of Surgeon Com- 

: mander J. ©. Gent, RN—@ son 

BAD —On June 3, in London, the wife of Dr. D. V. Harris—a 


HERTEN-GREAVEN. —QOn May 25, at Buenos Aires, the wife of 
Mr. E. C. Herten-Greaven, FRCS—a son. 

INGHAM.—On June 4, at West Sromwians the wife of Surgeon 
Lieutenant Roland Ingham, RNVR-—« 8 

IRVINE.—On June 3, at Heswall, the wife “of Captain K. N. Irvine, 
RAMC—2® son. 

JENKINS.—On June 7, in London, the wife of Captain Rees Jenkins, 

LAIDLOW.—_On Juno 2, at Newcastle-on-Tyne, the wife of S 

AIDLOW.—On June ewcastle-on-Tyne, the eo eon 

Lieutenant E, V. Laidlow, RNVR—a daughter = 


. LEEDHAM-GREEN.—On June 4, in London, the wifo of Lieut.-Colonel 


. Leedham-Green RAMC—a da ughter 

LYTLE.—On June 4, at Attleborough, Norfolk, the wife of Squadron- 
Leader R. L. P. Lytle, mRcs—as 

MoGarRvey.—On June 8, at Wells, Somorcets the wife of Dr. John 
McGarvey—a daughter 

OASTLER.—On June 3, ot Salisbury, the wife of Lieut.-Colonel Eric 
Oastler, RAMO—& 80 

TAYLOR.—On June 2, At. Cardiff, the wife of Surgeon Lieut. -Com- 
mander E. E. T. Taylor, RNVR—A2 son. l 


MARRIAGES 


BOWEN-DAVIES—ATKINSON.—On June 10, in London, Alan Bowen- 
Davies, FRCS, squadron-leader RAFVR, to Irene Maude Atkinson, 

flight-officer WAAF. 

BUCKELL—GRaAY.—On June 5, London, Ernest William Cornwall! 
Buckell, MB, to Sybil Gra 

Jounson—DIxoN.—On May You, at Tidworth, Harold Daintree 
Johnson, major, RAMO, parachute field ambulance, to Peggy 

á Dixon, FANY. 

MACWATI—WILSON.—On June 5, at Kingston, Surrey, Sir Robert 
MacWatt, major-general, IMS, retd, to Marguerite Wilson. 

SUMPTION—F AIRGRIEVE. —On June 1, at Cinderford, Harold 

Harding Sumption, MRCS, to Helén Fairgrieve, MPS, 


DEATHS 


Bury.—On June 10, at Chinley, Derbyshire, Judson Sykes Bury, 
MD-LOND., FROP, physician to the Manchester Royal Infirmary 
1889-1912, aged 92. 

CARR.—On June 2, at Worcester, Alfred Alexander Carr, Docteur en 
médecine, MRCS, LRCPE, formerly of Cannes and Harley Street, 
aged 85. 

CATON-JONES. —Qn June 9, at Pontesford, Salop, Frederick William 
Caton-Jones, CB, MB LOND., colonel, late RAMO retd. , aged 83. 

Cox.—On June 4, at Hayle, Donald Maxwell Cox, MRCS, ‘ot Burghill. 

Suaw DuNN.—On June 10, at Edinburgh, John Shaw Dunn, MD 
GLASG., M SC MANC. ; 

HaBGoop. —-On June 6, at Bournemouth, William Habgood, mp 
BRUX., MRCS, DPH MOH for Sutton, 1908-34, aged 81. 

HAWLEY.—-On Juno 7, fat Walsall, Sidney Herbert Hawley, MD DURE., 
B SC BIRM, DPH, aged 7 

NEEcH.—On May 24, in Edinburgh, ranes Thomas Neech, MD 
DURH., DPH, formerly MOH for Halifax 

ScorT.—On June 6, at Malvern, George Waugh Scott, OBE, MD 
GLASG., DTM & H, aged 61. 

WESTON.—On June 5, in London, George Henry Weston, MB CAMB, 
DPH, aged 83. 


— 


Messrs. C. J. HEWLETT and Son, Lro. have published a 


booklet on the treatment of arthritis with sodium bismuthyl- 


tartrate, now issued in sterile solution as ‘ S.B.T. 


’ (see Lancet, 
Feb. 19, 1944, p. 264). 
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Notes and News 


WORLD REQUIREMENTS OF DANGEROUS DRUGS | 


Tue Supervisory Body, in accordance with the convention 
of 1931, has issued, through the secretary-general of the 
League ‘of Nations, the “estimated world requirements of 
dangerous drugs in 1944.” This annual statement is the 
basis on which the whole machinery of international control 
of the manufacture of and the trade in dangerous drugs now 
rests. In this fifth year of the second world war it is good to 
know that the majority of governments party to the Opium 
Conventions of 1912, 1925 -and 1931 have furnished the 
estimates of narcotic ‘drugs required by them for legitimate 
use. For those countries which have failed to do so the 
Supervisory Body has egain, as required by the convention, 
established appropriate statistics. This duty has been in- 
creasingly difficult of performance in the case of governments 
which have been in default for several years. 

It appears that of 71 countries 53 have complied with the 
terms of the convention to which they are parties, and of 106 
other territories 80 have furnished the figures required. 
Pending the receipt of other estimates the Supervisory Body 
has itself framed estimates for 18 countries and 26 territories. 
Among the countries in default are Germany, Spain, Italy, 
Bulgaria, Greece, Luxembourg, Norway, Poland, Rumania, 
Czecho-Slovakia, Russia, Yugoslavia and Japan. 

Some. difficulty has again arisen as to the estimates fur- 
nished for “ conversion ’’—e.g., morphine for conversion into 
codeine. Uncertainty during the war may have led to excess 
of conversion estimates, but it is pointed out that there is no 
“carry over” of stocks from year to year; estimates are 
valid only for the year for which they are made and emergen- 
cies can always be met by supplementary estimates (if neces- 
sary by cable). For the United Kingdom the estimates are 
morphine 1180 kg., and 5043 for conversion, heroin 83, 


cocaine 373, and codeine 1603. For Turkey they are mor- 


phine 25 kg., heroin 1, cocaine 60 and codeine 450, but a 
footnote states “these estimates were still under discussion 
“ with the Turkish Government at the time the present 
statement was sent to press.” For the United States of 
America the figures are morphine 2250 kg., and 9479 for 
conversion, cocaine 900, codeine 9000 and heroin nil. 
China is stated to require morphine 152 kg., cocaine 10 and 
codeine 200, while for India the estimates are morphine 
760 kg. and 181 for conversion, heroin 7, cocaine 48, and 
codeine 259. 

Sir Malcolm Delevingne is TEE of the Supervisory 
Body, of which*Mr. Herbert L. May and Professor Tiffeneau 
are also members. 


University of Oxford 


` The following have been elected to the board of the faculty 
of medicine: Prof. H. J. Seddon (official clinical member), 
Prof. A. D. Gardner, Dr. Alice Carleton, Prof. C. G. Douglas, 
Dr. David Whitteridge, and Mr. J. R. P. O’Brien. 


University of Cambridge 


During May the title of the degree of MD was conferred on 
Gwendolen M. Allen-Williams. 


Royal College of Surgeons of England 


At a meeting of the council held on June 8, with Sir Alfred 
Webb-Johnson, the president, in the chair, the Gilbert Blane 
medal was awarded to Ure On Commander W. A. Hopkins, 
RN. 

Diplomas of fellowship were granted to the following: 

D. C. Williams, M. M. Brown, Gerald Brosnan, Margaret D. 
Snelling, R. I. T. Lioyd and I. M. Hill. 

A diploma of membership was granted to P. S. Smith, and 

diplomas in anesthetics, jointly with the Royal College of 
Physicians, to the following : 
- D. M. Armstrong, W. B. Bacon, B. N. P. Bannatyne, D. R. 
Blunn, Mary L. Brown, H. A. Buck, T. A. R. Callender, T. D. 
Cubert H. V. Edwards, Richard Foregger, D. L. V. Fraser, 
C. E. D.. H. Goodhart, À. J. Gray, A. T. Hawthorne, Rebeka 
Horsenkowltzi o Ss. Kenney, Ernest Kern, Martin Kuttner, Robert 
Lee-Michell, J. T. Linklater, Christine M. "Millar, F. R. P. O’Hara- 
Proud, D. L. "hake. Laura M. Rhodes-Clooney, B. W. T. Ritchie, 
Pan "Roth, 1 f X; chert J. M. P. Sherwood, Satyendra Singh, 
J. at R. Stoneham, J. W. Warrick, W. R. Watson, 
bia W. ie 


British Association of Physical Medicine . 


The annual general meeting of the association will be held 
at 11, Chandos Street, London, Wi, at 4.30 pm, on Wednesday, 
June 21. 


‘follow : 


Royal College of Physicians of Ireland 


At a meeting of the college on June 2, the following were 
admitted to the fellowship : Agne s Savill,* Samuel Simms, 
C. F. McConn, R. C. Sutton,* T. D. O’Conor Donelan, E. 
Brendan McEntee, J. Gerard Gallagher, and W. J. E. Jessop. 

M. J. O'Malley and M. D. Hickey were admitted to the 
membership. o * In absentia. 


Food Education Society 


At 3 pm, on Monday, June 26, at the London School of 
Hygiene, Keppel Street, WCl, Lord Horder will give his 
presidential address on food ‘education in principle and 
practice. 


Tata Memorial Trust 


The following awards will be made by the trust in October 
for research in blood diseases, with special reference to 
leukemia. 


Grants for research expenses: Prof. L. Doljanski, PHD (Jeru- 


salem); Dr. J. Furth (New oN Dr. P. A. Gorer (London); 
Dr. A. H. T. Robb-Smit (Oxford). 

. Part-time personal grant and grant for research expenses: Dr. 
Warner Jacobson (Cambridge). 


Association for Scientific Photography 

A joint meeting of the association and the Scientific 
Films Association will be held at the Ministry of Information, 
Malet Street, London, WC], on Saturday, June 24, at 3 Pm, 
to consider the construction and presentation of scientific 
films from various aspects. Mr. Arthur Elton will speak on 
scope and distribution, Mr. Geoffrey Bell on shooting, and 
Mr. J. Yule Boque, mrcvs, on dist: ibution for medical and 
biological purposes. 


Colyer Prize 


This prize is offered every third year for the best original 
work in‘ dental science completed, during the previous five 
years, by a dental surgeon educated at any duly recognised 
dental schoo] in Great Britain or Northern Ireland, who has 
not been qualified for more than five years. Applications for 
the next award should be submitted to the prize committee 

at the Royal Society of Medicine, 1, Wimpole Street, 5 aon, 
W1, not later than Oct. 1. 


Royal Society of Medicine 


On Wednesday, June 21, at 2.30 Pm, the section of compara- 
tive medicine is holding the fifth discussion in their series 


on the limitations and uses of the comparative method in 
medicine, when Dr. C. S. Myers, FRS, and Mr. W. H. Thorpe, 
PH D, will speak on comparative psychology and animal 
behaviour. The section of physical medicine will meet at 


the same hour, when Dr. G. E. Donovan will read a paper on 
the electron microscope and its application to medicine. On 
June 23, at 3 pm, at the section of epidemiology and state 
medicine, Dr. Percy Stocks will speak on the measurement of 
morbidity. 


Medical Insurance Agency 


At the annual meeting held on May 31, with Sir Robert 
Hutchison in the chair, distributions to medical charities 
(mostly under seven-year covenants) were authorised as 
Royal Medical Benevolent Fund £2958, Epsom 
College (including £50 for Sherman Bigg fund) £889, Squire 
Sprigge Scholarship Fund £58. The report of the manage- 
ment committee showed that despite steady diminution of 
motor insurance and of new life business the net profit was 
still slightly above the prewar average. Sir Robert Hutchison 
was re-elected chairman. Sir Kaye le Fleming and Dr. 
Geoffrey Evans were elected, and Dr. J. W. Bone, Dame 


‘Barrie Lambert and Dr. Henry Robinson re-elected, to the 


committee for three years. ` 


Mr. F. G. WELLS, vice-chairman of the Middlesex pharma- 
ceutical committee, has been elected president of the Pharma- 
ceutical Society of Great Britain. 


Mr. Norman Dott’s Morison lecture to the Royal College of 
Physicians of Edinburgh on June 23 has been postponed. 


“a. ‘Safe Milk ’—the two words... bring us to rock bottom 


in the controversy about milk ... Pleasant terms like 
‘clean’ and ‘accredited’ are simply not enough for those 
of us who have watched children die of tuberculosis, or other 


disease, milk-borne.”—Dr. ESTHER CARLING in a letter to the 


Times of June 13. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


THE LANCET] ` 


ORIGINAL 


EPIDEMIOLOGY OF WOUND INFECTION * 
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PROFESSOR OF BACTERIOLOGY IN THE UNIVERSITY OF LONDON, 
AT UNIVERSITY COLLEGE HOSPITAL MEDICAL SCHOOL 


: THE material for an epidemiology of wound infection 
_ is to be found mainly in the records of ad hoc attempts 
to. minimise surgical sepsis. During such attempts, as 
my colleagues and I have found, there come to light a 
number of facts that bear on wound infection in general, 
and I propose to examine these facts from an epidemio- 
logical viewpoint. 

In one respect at least the word epidemiology in my 
title is rather pretentious; for, properly speaking, 
epidemiology must concern itself with the soil as well as 
the seed—in our case with the type, condition and 
resistance to infection of the wound, as well as the 
bacteria that infect it. - The picture I shall present is 
lopsided, because we have attacked the problem almost 
exclusively in terms of the infecting bacteria. 


POPULATION OF WOUNDS 


Our best results have come from studying populations 
of wounds, and their bacterial environment as it deter- 
mined the risk of wound infection: In this type of study 
there is no difficulty in defining the population at risk. 
Any open wound is a fit subject for investigation, even 
the most trivial. And all of them, from the small nick 
near the fingernail that results from over-zealous mani- 
curing, to the burn involving large areas of skin, are 
more or less susceptible to infection, from the moment 
-they are inflicted to the:moment when the last minute 
area of granulation tissue is findlly covered by epithelium. 

Wounds vary in susceptibility to infection. Speaking 
very generally, we can say that the larger the wound, 
the greater‘ the amount of tissue destruction, and the 
greater the number of factors (like reduced blood- 
‘supply or foreign bodies) prejudicial to normal tissue 
repair, the greater is the susceptibility to infection. 
We cannot be quite as confident about variation of 
susceptibility with the age of the wound; but, again 
speaking very generally, it appears that as the wound 
progresses toward the healed state its susceptibility to 
infection diminishes. Against this generalisation we 
must set the fact that freshly wounded tissues have 
conspicuous bactericidal powers. And as regards the 
alleged. resistance $o. infection of the older wounds, 
clinical observers may have wrongly inferred a diminish- 
ing susceptibility to infection from what was in fact a 
diminishing likelihood of unpleasant consequences should 
infection establish itself. . 

These are speculations, and not immediately profitable. 
Ignorance forces upon me the principle that all wounds 
are equal in the sight of the would-be epidemiologist. 

In closing this brief introduction one point should be 
emphasised. Wound infection is not a war-time 
phenomenon, nor is it predominantly a phenomenon of 
the battle area. In war, wounds are more numerous, 
and in so far as they are larger and untidier they are 
more likely to become infected. But to take one 
one we have only to remember ‘the severe physio- 
logi wound of the postpartum genital tract, and the 
heavy risk of infection to which at any time it is exposed, 
to realise that in peace-time the environment of a wound 
is ripe for infection, just as it is in war; and we should 
not be deceived by the low incidence of gross sepsis 
into the belief that it can be ignored as an accidental 
rarity. | | 

TYPES OF WOUND INFECTION 

Professor Fleming gave us the first complete bacterio- 
logical history -of an infected war wound.® He dis- 
AEE ESE -three phases: the first, characterised: by 
dark, reddish-brown, . foul-smelling, watery discharge 
(mainly blood altered by growth of fæcal bacteria) lasted 
about a week; the second, a week or so of transition, 
when the discharge became less copious and more 
purulent ; and finally a purulent stage lasting perhaps 
several weeks. This sequence of phases can be described 
in. terms of three main groups of bacteria—spore-bearing 
bacilli, intestinal coliform bacilli, and pyogenic cocci. 
* Abri from the e ' 
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The bacilli predominate in the first phase; they are 
gradually replaced by pyogenic cocci in the second ; 
and in the third, the pyogenic elements persist and 
flourish. | 
Now that picture, with variations that do not alter its 
general validity, has in the past 30 years been confirmed 
by a large number of observers.” Fig. 1, for example, 
is an analysis of the bacterial flora in over 100 wounds 
inflicted during the Dunkirk battles and the air-raids 
of 1940.2 The wounds were examined on admission 


. to hospital, and are grouped according to the age of the 


wound. It is here we get our first epidemiological 
pointer. The “ indifferent ”’ cocci, spore bearing Bacili 
and the coliforms die out and are gradually replaced by 
pyogenic cocci and other coliforms. 
cocci and spore- l 
bearers in fact be- 90 
have as contamin- 
ating saprophytes, 
and are killed by 
the tissues of the 
wound. l 
The two out- 
standing causes of 
severe wound infec- 
tion are Staph.. 
aureus and Strep. 
ogenes, the one 
ing present in up 
to 100%, the other 
in up to 70%, of 
infected wounds. 
The rarer horrors 
of wound. infection 
—tetanus, gas gan- 
grene and diph- 
theria—have in 
modern warfare an 
incidence usually of less than 1%, and in peace-time 
a much smaller incidence. The two pyogenic cocci, on 
the other hand, are so prominent in wound infection 
that the epidemiology of infection by Staph. aureus and 
Strep. pyogenes not unfairly represents the epidemiology 
of wound infection aè a whole: : . 
We have already seen that the cocci are comparatively 
rare in wounds sampled 24-72 hours after inflietion. 
They are rarer still in the very recent wound. For 
example, Spooner*®® records 0°3% Strep. pyogenes’ and 


4 DAYS 
Fig. I—Variation of percentage incidence of bacterial | 


types found in admission of 150 war wounds, 
grouped according to the age of wound in days. 


The indifferent — 


6-3% Staph. aureus in air-raid wounds less than 2 days . 


old; Hare records 0:05% and 18% respectively in 


early wounds. Pulaski and his colleagues** give higher 


percentages for a large series of wounds under 6 hours 
old,. but it is doubtful whether all the cocci they isolated 
were truly Staph. aureus and Strep. pyogenes. We have, 


in our own work, limited the use'of the terms Staph.. 


aureus to coagulase-positive strains, and Strep. pyogenes 
to hemolytic streptococci of Lancefield’s group A; 


we found Staph. aureus in small amount in 21% of 479 | 


minor lacerations and 12:33% of 285 small industrial 
wounds, all less than 6 hours old, while the corresponding 


figures for Strep. pyogenes were 0-1 and 1:4% respec- . 


tively,’ 
wound may contain millions of the cocci. 
appear for the first time several weeks after wounding, 


With increasing age, the incidence increases, and each 
They may 


Fig. 2 records the bacteriological history of a thigh. 
wound treated with frequent changes of plaster. Various 
bacteria appeared for the first time up to the fifth week- 


of the patient’s stay in . hospital. 


pyogenes turned up in the 4th week. 


¿For epidemiological purposes, it is essential to find 
the:relation of the time of appearance to the time of 


Thus the Strep. 


introduction of a particular microbe into the wound.. 


There are two schools of thought: ; 
mainly by surgeons, holds that all the bacteria are intro- 
duced at the time of wounding. After a latent period, 
which may be short or long, they become clinically and 


-bacteriologically prominent—at a time, it is supposed, 


when conditions in the wound are favourable for their 
proliferation. Much as we see varieties of plants succeed 
each other in the soil of a bomb crater as it gradually 


matures into a grass and weed-infested plot. The 


- second school, consisting mainly of bacteriologists, hold 


that late-appearing organisms are usually added after 


cc 


one, represented 
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the inffiction of the wound. The separation into. two. 
_ sehools is of course arbitrary, because the first recognises 
that added infection does occur, and. the second that 
the initially contaminating bacteria do produce late 


‘B, subtilis: 


l 2 . 3 4 5 
| - WEEKS AFTER ADMISSION 

Fig 2—-Succession of bacterial flora In a war wound treated by frequent changes 
` of plaster. 


infection. But the controversy needs' resolving with 
some finality, for if the first school is right in the main, 
and the change in bacterial species (as in fig. 2) repre- 
sents an ecological succession of initially seeded flora 
comparable with that in the bomb crater, then our 
epidemiological survey can be restricted to the environ- 
ment of the wound when it is made. If not, the whole 
life of the wound must be our concern. 

In gas gangrene we have an excellent example of 
infection developing, sometimes within four hours, from 
the initial contamination of the wound; and in the 
tetanus bacillus, we have sometimes an example of an 
initially contaminating microbe lying dormant, for 
weeks and perhaps months, before circumstances permit 
the development of tetanus. It is impossible, bacterto- 
logically speaking, to prove that staphylococei and 
. streptococci do not in the same way lie long dormant 


and bacteriologically undetectable in the wound. tissues. 


We may claim that im cases where the date of còn- 
- tamination is known pyogenic infections usually develop 
in 2-5 days, and not later, but in this argument there 
is an element of question-begging, because in collecting 
evidence for this notion we may have automatically 


assumed that infections which in fact develop later 


than 5 days could not have been due to contamination 
at the time of injury. l ' 


THE PROBABILITY ARGUMENT 


` There is however a much more impressive proof that 


bacteria are added after the infliction of the wound. 


The proof lies in the spread of infections by relatively 


rare bacteria which advertise their presence in some 
unmistakable manner. The spread of blue pus or of 
diphtheria among 5 wounded patients: in a ward is 
rightly attributed to added infection, because it is highly 
unlikely that 5 wounds inflicted in different parts of the 
countryside would have been initially contaminated 
with Ps. pyocyanea or the diphtheria bacillus and would 
then by chance have been gathered together in one ward. 

Streptococci and staphylococci unfortunately occur too 
commonly in’ the world for this argument to hold with 
any force in coccal infections. But it happens that the 
species Strep. pyogenes is divisible by serological tests 
into over 30 subtypes. Each of these subtypes is rare 
enough in its general distribution to make its chance 


appearance in 5 or 6 wounds in one ward an unlikely event | 


—as unlikely, indeed, as the chance appearance of blue pus 
in 5 or 6 wounds. Just how unlikely this is cannot be 
estimated easily, but we can get a general idea from the 
distribution of streptococcal types among persons a 
large in the community. $ 

Dr. Wright has. provided us with such a distribution, 
which we may take as an example. She found”? that 
of 551 children admitted in a 12-month period to two 
hospital wards, 27 had a recognisable type of Strep. 
pyogenes in the throat on admission; types, that is, 
they had picked up in the outside world. Among these 


27 children 16 different types were found—8 once, 6- 


twice, 1 three times and 1 four times. 
of types did not occur at the same time. 
Now if persons were wounded, let us say, in a London 


The replication 


raid, and the wounds were initially contaminated with — 


Strep. pyogenes, we can assume, I think with some 
confidence, that the streptococcal types picked up would 


. stitute 5-15% of the population. 


- work has merely elaborated the point. 


vary very much in the same way ‘as these throat types 
picked up:at random. If, then, two streptocoeeal wotnds. 
are admitted into a ward, the probability that they 
would both by chance carry the same type on admission 
may be calculated from the distribution of throat types ; 
it is about 1 in 24. That is, the odds are 23 to E against 
a chance twinning of a type at one time in a ward. 


‘Similarly they are 584 to l against a chance triplication 


and over 17,000 to 1 against a chance quadruplication 
of a type. These figures would not bear a precise appii 


. cation to the world in general, but at least. they in 


the magnitude of the odds against chance combinations 
of similar types. . 
When we consider the typical ward outbreak of 
streptococcal infection illustrated in fig. 3 the numerical 
weight of the odds I have estimated helps to remove 
any doubt that the successive occurrence of a type 14 
streptococcus in 4 wounds and 3 throats is due te an 
infection spread im hospital.1®° Indeed, wherever 


analysis of this kind can be made, the same high incidence. 


of added streptococcal infection is demonstrable,. and 
we may confidently conclude that in the majority of 
instances where a streptococcus newly appears in a 
wound, at any rate after the lapse of a week, it is added 
after the wounding. The. subtyping of the staphylo- 
coccus is not yet far enough advanced to permit precise 
analysis of this kind in staphylococcal infections, but 
the two cocci in other respects behave so similarly as 
infective agents that we are justified in inferring a 


similar high incidence of added staphylococcal infection ~ 


from the frequency with which staphylococci appear 
late in wounds. Infection, then, by these two cocci can 
be initiated, and frequently is initiated, at all periods in 
the wound’s. history. a 


RESERVOIRS OF INFECTION a 


- Where do these cocci come from ? 
_ There are two main reservoirs of streptococci—in. the 
open lesions of patients with streptococcal wounds, ‘with 
pharyngitis, with scarlet fever, or with puerperal fever, 
and in the throats, and to a small extent in the noses, of 
healthy streptococcal carriers. These carriers ¢on- 
The relation of ‘the 
healthy throat carrier to wound infection was firmly 
established by Smith? and Colebrook‘ in their work on 
puerperal sepsis, and by Okell and Elliott,** who were 
among the first to apply the subtyping of streptococci 
to the study of added infection in wounds. Subsequent 
The streptoceécei 
come to infect the dust, clothes and bedclothes of the 
carrier and of those around him, and constantly menace 
the clean wound. | 
The reservoirs of the staphylococcus are less’ well 
recognised. For a long time it was held that the human 
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Fig. 3—A ward outbreak of streptococcal infection. Eight patients with 
streptococcal wounds are entered in order of their date of admission ; 7 were 
air-raid casualties, and X marks the date of wounding, except in case 3, where 
X marks the date of a clean operation. The continuous line marks the period 
from the date of admission to the date of discharge, transfer to other wards. 
or death. A square above the line represents a wound swab, below the Ine 
a throat swab. } 

O] No haemolytic streptococci isolated (swab not necessarily sterile). 

Mi Hemolytic streptococcus isolated ; a number represents its Griffith 
type, a letter its Lancefield group. U (untypable)—Lancefield A, not any 
known Griffith type. z | 

The line S records positive throat cultures in nursing, theatre and surgical 
staffs and In other patients in the ward. 

(Modified from Miles et al. Brit. med. J. 1940, ii, 855.) 


Sh 4% A 
; NUMBER OF TIMES POSITIVE 
Fig. 4— incidence of Staph. aureus in 5 successive weekly nasal swabs in 105 
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people (average weekly carrier-rate 53%). A shows the expected distri- 
bution of the number of times each person would be positive if carriage was 
a matter of chance. B shows the observed distribution. 


skin was the primary source, especially the skin of 
sufferers from boils, styes, pimples and so forth. But in 
the last six years it has become clear that the chief 
reservoir of potentially pathogenic staphylococci is 
- the anterior part of the nasal cavity.? ° 13 15 1823 The 
carrier rates have for the most part been determined 
in hospital patients and staff or medical students. It 
is not uncommon to find 30-70% of persons (patients 
and staff) in a hospital population carrying staphylococci 
in the nose. . From 5 to 20% are skin carriers, and it is 
significant that skin carriage is commonest in persons 
who are nasal carriers; and, as Gillespie, Deverfish and 
Cowan?’ showed, these double carriers are usually infested 
in the nose and skin with the same subtype of 
- staphylococcus. The same high rates apply to the civil 
population ; in 1015 adults attending the Birmingham 
Accident Hospital for the first time 48% were carriers. 
The skin was sampled in 479 of these, and 18% proved 
to be skin ‘carriers.2° l re | 

It is not however enough to show that half the popu- 
lation are carriers. We must also know whether a man 
becomes a carrier as the result of some deep-rooted 
infestation of his nose, or whether the staphylococci are 
filtered from the air during breathing and are thus 
transiently concentrated in the nose. 
_ The facts are against transient contamination. In the 
first place Staph. auréus is not common in the air, even 
in the air of a septic ward full of staphylococcal infections. 
In the second place, the carriage of staphylococci 
appears to depend upon the person, not upon his environ- 
ment. This.can be demonstrated as follows. If we 
suppose, with a general carrier rate of 50% or so, that 
staphylococcal carriage is a matter of chance, the 
betting is even that when we swab a person he will be 
carrying a staphylococcus; and in 5 consecutive weekly 
swabs from one person, the number of positive and 
negative swabs should tend to balance each other. If 
a large number of people is observed in this way, the 
majority should be positive 2/5 and 3/5 times, and the 
other frequencies relatively rare. The left-hand side 
of fig. 4 shows the frequencies, expected on a chance 
basis, of positive and negative swabs in 105 persons with 
an average carrier rate of 53%. The observed frequencies, 
recorded on the right-hand side, are just the reverse. 
Carriage is not a matter of chance; a person tends to 
be either a full-time carrier or not to carry at all. These 
general tendencies we have been able to confirm in a 
number of nurses observed for long periods, up to 50 
weeks. A few of the “ permanent ” carriers have times 
when they do not broadcast the cocci, and a few non- 
carriers appear to be transiently infested. | 


Streptococcal carriers broadcast streptococci from. 


the throat during the droplet explosions that occur in 
talking, coughing and sneezing. Throat carriers of 
staphylococci are rare, less than 1%; so the nasal 
staphylococci depend on the occasional sneeze for 

casting by droplets and droplet nuclei. The real 
broadcasters are the hands. They ‘carry staphylococci 
more frequently than any other part of the skin, except 
the skin of the face; and, in some persons they carry 
it in the deeper recesses of the skin,’ ® 30 7 
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The hand has innumerable opportunities: for getting 
loaded with staphylococci. n prewar days Mr 
Devenish and I 
and noted how many of our fellow passengers handled 


- their noses in a 10-minute period. It varied from 


10% to 60%, and a quiet survey of any gathering will 
convince the observer of the assiduity with which even 


the socially irreproachable will contaminate their hands | 


with the invisible flora of the external nares. 

Compared with the streptococcus, the potentially 
pathogenic staphylococcus appears to be much more 
dependent on aire t contact . ds. 
It is heavily compensated for this disadvantage by being 
much more widely distributed among human carriers ; 


nearly all of them carry it in abundance. | 


SILENT INFECTIONS 


e some observations in tube trains ; 


r its access to wounds. ` 


and not only do a large number of persons carry it, but 


Corresponding to these widespread reservoirs, we have 


equally widespread infection, both in civil and in war 
wounds, Not all of the infections advertise themselves 
with gross inflammation and pus. A wound is like the 
whole animal in its reaction to infection, and by analogy 


“with many infective diseases we may expect toa find 


among wounds all the grades of association between 
tissues and bacteria—from the healthy carrier state, 
through the subclinical or silent infection, up to the 


“manifest and perhaps fatal pyogenic process. _ 


It is for example a commonplace in the skin-grafting 
of large burns that a small bacterial infection will 
prevent the take of a graft in an apparently healthy burn, 
whereas in another the graft takes and the wound heals 
in the face of an extensive infestation with staphylococci. 
And both these wounds—the one silently infected; the 
other a healthy carrier—may be clinically indistinguish- 
able from the healthy wound. — 7 SEE 

In the past two years we have tried to estimate the 
incidence and importance of this silent infection of 
wounds, confining ourselves to the small wounds ànd 
lacerations (mainly of the hand) incurred in light 
industry. We define silent infection as the persistence 
or marked predominance of Strep. pyogenes or Staph. 


sampled in outpatient departments or factory surgeries, 
the pyococcal sepsis rate was 23-6 % ; the silent-infection 
rate reached the surprisingly' high figure of 29:0%. 
They were mainly staphylococcal? We have found, 


too, that these silent infections, like. the obvious 
infections, are often added after infliction of the 


wound. J oo 
For two reasons silent infections are not to be lightly 


: dismissed. One is therapeutic, the other epidemiological. 
‘Therapeutically, there is no doubt that even in trivial 
. wounds, the silent infection prolongs healing time 


(table 1).2° The economic importance even of a day’s 
unnecessary expenditure of time, both by patients and 
medical staff, is obvious when we reflect that in a factory 
of 5000 workers on the average each worker is wounded 


TABLE I-—-RELATION OF HEALING-TIME TO INFECTION OF HAND 
WOUNDS WITH Sirep. pyogenes AND Staph. aureus 


\ Healing-time 


“Type of wound Number (days) 
Small industrial , , 
Clean sx zs , 43 6:0 & 41 
Silent infection  .. -24 74 & 26 
Septic and infected.. 15 ` 167 & 7-0 
Minor laceration | | 
ean ee Ea 80 l .156 & 41 
Silent infection so ‘7 58 18-2 & 46 
Septic and infected 50 25-4 Æ$ 10-6 


more or less trivially twice a year, and that a good 
proportion of the wounds become silently infected.. 


With larger and deeper wounds the silent infection, like 
oe pa infection, has a proportionately greater 
erect. i / k 
Epidemiologically, the silent infection is an even 
greater danger in the treatment of wounds. 
stitutes a large reservoir of bacteria in the first-aid 


clinically unrecognisable as a source of dangerous 


bacteria. To take one example only—there is good — 


It con- | 
ost 
or hospital ward, and unlike the septic wound it is 


aureus in the clinically clean wound. In 282 wounds | 


e 


812 THE 


PROF. MILES: EPIDEMIOLOGY OF’ WOUND INFECTION - 


LANCET | 


reason to suppose’ that the all-too-prevalent small cuts 


_. on the fingers of nurses are in many cases silently infected. 


The hand in this case ceases to be a mere entrepreneur 
between the upper respiratory tract and the patient’s 
. wound, and goes into production on its own. J 

In fig. 5 I have attempted a summary of the réservoirs 
of pyogenic cocci from the point ‘of view of an uninfected 
wound, The circle on the left represents all the open 
- wounds, and that on the right represents the persons in 
the department. The smaller circles represent the 
_ observed proportion of carriers in wounds, patients and 
, staff. The white areas are carriers of Staph. aureus, the 
shaded areas the Strep. pyogenes carriers. It will be 
seen, for instance, that one person might be a carrier of 
Staph. aureus in the wound, nose and skin, and of 
Strep. pyogenes in the wound and throat. These are con- 
ditions that we might find in the average outpatient 
department, with a mixture of new and old patients ‘ 
presenting open wounds for dressing. The areas in each 
circle are proportional to the various infection and carrier 
rates we have found in such places. 


ESTIMATE OF THE RISK OF INFECTION 


Having defined the reservoirs, we may now consider 
the risks, which I have summarised diagrammatically 
im fig. 6,. representing the history of a battle 
casualty. 

I distinguish three sorts of infection—infection of 
injury, self-infection, and added infection. The danger 
of self-infection from the upper respiratory- tract and 
skin is real, and it is continuous throughout the history 
‘of the wound. The risk of infection following the 
contamination of injury, when the flora of the environ- 
ment is driven into the tissues, is confined properly to: 
‘the moment of wounding, but may be repeated when the 
first dressing, itself similarly contaminated, is removed.. 
The risks of self-infection and infection of injury are in 
part the same, because, as might be expected, and as 
‘we have been able to show, the wounds- of those who 
carry Staph. aureus on the skin are likely to be.con- 
taminated at injury with that microbe—a form of self- 
infection. S | . : 

The risk of added infection is represented as greatest 
in the hospital; and for this reason. The incidence of 
. wound infection shares with the incidence of nearly all 
-other infectious disease$ the epidemiological character- 
istic of: being highest where the susceptibles and the 
infected are most concentrated and it is the necessary 
peculiarity of hospitals that they ensure the maximum 
concentration of reservoirs of infection and of clean and 
dirty. wounds. There is also another reason: except 
perhaps in the operating theatre, the wound is exposed 
for dressing 
in conditions 
highly favour- 
able to trans- 
fer of infec- 
tion. This is 
no specula- 
A tion from 
A a-priori no- 

tions about 
epidemics. 
Wherever 
surveys have 


BATTLE: TRANS- been made, 

AREA ; PORT unmistakable 

added infec- 

Fig. 6——The risks of infection of a wound inflicted in battle. tion has been 
revealed. For 


instance, among the Dunkirk and air-raid casualties 
of 1940 we found ward-infection rates of 30% up to 
80%.!® Dr. Colebrook® estimated an increase in strepto- 
coccal infection of burns in airmen from 5% on admission 
to 75% during their treatment; and. in the last. war 
Stokes and Tytler?! found a preoperative streptococcal 
infection rate of 14-8 increased to 34:6% 4-14 days after 
operation. | 
The serious consequences of such infections are familiar 
enough. The majority of patients escape them, but 
even so the less serious degrees of infection cannot be 
ignored, either from the surgical or the economic stand- 
point. Any infection at the very least means a waste 
of time, both for patients and medical personnel. Mr. 
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Fig. 5.—Diagram, approximately quantitative, of the primary reservoir of 
Staph. aureus and Strep. pyogenes present in an average outpatient department 
treating old and new open wounds. 


- McKissock estimated that head wounds with no more 


than the contamination of injury took on the average 
35 days to heal. Those infected with pyogenic cocci 
stayed more than 100 days in the ward. Even in the 
minor lacerations recorded in table I, sepsis meazifé an 
addition of 60% to the healing time. It is clear then 
that a great deal of prolonged treatment, with its train 
of permanent and semi-permanent disability, is due to 
infection added mainly during treatment. i 


PREVENTION OF WOUND INFECTION 


Prevention of the infection that follows contamination 
of injury may be summed up under Toilet of the Wound 
and the Use of Prophylactic Anti-bacterial Agents. 
The surgical toilet obviously must include a very careful 
cleansing of the skin, to remove the dangers of staphylo- 
coccal self-infection. The toilet not only removes a 
great deal of infective material but also increases the 
resistance of the wound by ensuring that the remaining 
tissue is given the best chance to develop its bactericidal 
powers. Finally, if the toilet is completed by covering 
the wound with a dressing reatly impermeable to bacteria 
the risk of subsequent added infection will be confined 
to the times of inspection and dressing. , 

. The successful prevention of added infection depends 


on a proper appreciation of the channels of that infection, 
‘which we may sum up under two heads—<Air and 


Contact, both immediate and mediate. Contact infection 
covers all cases of transfer by what are vaguely but 
comprehensively referred to as fomites. I would include 
under these the heavy droplets.spat..out from the upper 
respiratory tract. These fall so rapidly, and have such a 
short range,!® that they cannot properly be considered 
airborne.,?* a 

For the average wound air-borne infection is the lesser 
risk. The dried discharges, and dried droplet nuclei 
which contribute to the infestation of the air, are im- 
portant in direct proportion to the size of the wound, 
and to the length of the exposure necessary for the full 
dressing of that wound. The large burn is therefore 
particularly susceptible to air-borne infection, and the 
safe treatment of burns will probably require the con- 
tinuous maintenance of aseptic measures far more 
stringent than those of the average operating theatre. 
For the smaller wounds it is probably sufficient to take 
advantage of the rapid sedimentatign, of. infected. dust, 


.and to do dressings in rooms where the air has been quiet 
for 30-60 minutes before the..dressing starts. In these 


_ circumstances the staphylococci. and streptococci will 


lie quietly on the. floor and bedclothes, and at most will 
swirl gently in the eddies round the feet of the dresser. 


-‘Sedimented dust may be kept sedimented by making 


floors and bedclothes sticky with suitable oils, *7-?° and 
the dissemination of dry infected discharge from soiled 
dressings prevented by careful disposal of all used dressing 
material. Air filtration, and the various more or less 
elaborate methods of air sterilisation necessary fo 


r 
protection against air-borne respiratory infection, would 
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probably reduce the prevailing incidence of added wound 


infection only to a minor extent. 
To enumerate the risks of contact infection would be to 


recite all the breaches in aseptic and antiseptic routines ° 


observed since the time of Semmelweis. From the 
technical point of -view, a very large number of them 


have to be guarded against if a ward is to be made fit. 


for heroes to have their wounds dressed in 

If we can devise an aseptic routine that ‘will meet the 
risks of contact infection as revealed by bacteriological 
studies of the wound environment, we should be able to 
reduce added infection of clean wounds. I do not wish 
to minimise the importance of air-borne infection. But 
‘an observer who watches with the jaundiced eye of a 
bacteriologist an average dressing procedure of today 
would agree that the opportunities for contact infection 
far outnumber and outweigh the opportunities for air- 
borne infection. In our attempts to reduce hospital 
infection we have a proof of the truth of this hypothesis, 
for by concentration on contact infection, to the com- 
Parey neglect of the air-borne, we have twice succeeded 

g a substantial reduction in added-infection 
aten, In 1940-1941, in Mr. McKissock’s neurosurgical 
wards at Leavesden, revision of the aseptic routine 
reduced a streptococcal E vier rate in the 
wounds of air-raid casualties from 31% to 2%.17 Ina 
septic ward under Mr. Gissane at the Birmingham Acci- 
dent Hospital, where, owing to the admission of large 
numbers. of already septic wounds, the reservoirs of 
infection were in very great concentration, a similar 
revision was followed by a substantial drop in the inci- 
dence of staphylococcal and ‘streptococcal infection, 

timated ‘in. terms of the number of wound weeks at 
risk?! ‘(table 11). - 

A. word. should perhaps be said about the practic- 
ability of dressing techniques revised to meet these 
mahy risks. Revision does not mean elaboration : 
some existing precautions and procedures are redundant, 
and their elimination allows ample time for taking more 
rewarding precautions. Indeed it has been the experi- 
ence of our surgical collaborators that the revised dressing 


TABLE II—REDUCTION OF ADDED INFECTIONS IN A SURGICAL ` 


' WARD DEALING MAINLY WITH SEPTIO CASES 


(The figures express the ratio of the number of added infec- 
tions observed to the number of wound-weeks at risk) 


Control period Test period 

(70 days) (184 days) 
Staph. aureus .. 3/3 100% 8/45 17:8% 
Strep. pyogenes .. 5/36 139% | 1/134 - 07% 


methods, once they are learned, are quicker in perform- 
ance than some of the older methods.?° !? But the 
good precautions must be used by all who handle wounds. 
It is. not enough that the surgeon should be careful in 
the theatre, and the dresser in the ward, when the 
plaster orderly, the porter, the masseur and the X- -ray 
attendant go about their work in serene indifference to 
anything bacterial except perhaps a copious discharge of 
stinking pus. No-one should be, or need be, too busy 
to take proper precautions; if they fail to'do so, they 
are adding to the work they will have to do later, to say 


nothing of the risks and discomforts of infection to which_ 


. they expose the patient. - 

We may conclude therefore that, although surgery 
can do nothing to prevent the contamination of i injury, 
it has in added infection an immediately preventable 
disease. I say this with due appreciation of the diffi- 
culties: of surgical practice. in the battle area, for (as our 
survey has shown) the risk of added infection increases 
as the patient gets further away from the areas where 
conditions of battle impose a lowered standard of asepsis. 
The more elaborate the hospital organisation, the greater 
the risk, and the greater the facilities for guarding 
against it. 

This -brief sketch of the epidemiology of wound 
infection has of necessity been confined to the study of 
streptococci and staphylococci, I. have made only. 4 
passing reference to the dangers of the-fecal and soil 
microbes that give rise to tetanus and gas gangrene, 
because these are usually the results of contamination 
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of i injury and are numerically far less important than the. 
pyococcal infections added bikes in.the wound’s history. 
But I have neglected a whole group of feecal bacilli— 
Bacterium coli, Proteus vulgaris and Ps. pyocyanea, not 
because they rarely infect the wound, but because from 
the epidemiological point of view very little is. known 
about them. From the greater incidence of coliform 
infectiohs in wounds of the lower abdomen, buttocks 
and thighs, it is natural to conclude that these are | 
self-infections. Direct proof will be lacking until we 
have reliable methods of subdividing the various 


species of intestinal bacilli into recognisable sube- 


varieties, whose fortunes we can follow in bacterio- 
logical surveys. 

The epidemiology of coliform infections will, I believe, 
become increasingly important. In chemotherapy we 
have fairly efficient weapons with which to fight coccal 
infections, but not infection with gram-negative bacilli: 
and already, in penicillin-treated wounds, the coliforms 
and other gram-negative bacilli are standing out as 
relatively intractable infectors of the tissues. Whether 
they stand out merely because the cocci are dead, or 
whether removal of the cocci leaves them a clear field 
for their own concerns, is one of the problems of wound 
infection that awaits solutiqn. 


CONCLUSION 


There is one immediate and practical implication of 
this survey—namely, that the larger part of the burden . 


, of infection, being added during medical treatment, can 


be removed by a revision of that treatment. As matters 
are at present, the practice of asepsis-is a ritual which ` 
has largely lost touch with its functions, and in doing 
so is incapable of ensuring the aseptic repair of 
wounds. Its comparative success in peace-time is a 
tribute more to the magnificent powers of resistance 
vested in the tissues, and to the small number of 
large wounds at risk, than to any perfection of preventive 
measures, 

Revision is difficult, but for psychological rather than 
technical reasons. Technically, as we have been able 
to show in collaboration with our surgical colleagues, | 
the aseptic repair of ordinary wounds is an ideal attain- _ 
able without any elaboration of apparatus or increase 
of specially trained staff. The psychological difficulties 
we owe to the thoroughness with which Lister ‘converted 
a sceptical world to the doctrine of asepsis. Lister was 
qualitatively right when he laid the foundations of that 
doctrine, and his descriptive epidemiology of wound 
infection was successful because he confined himself to 
stopping the channels of infection where they converged _ 
on the wound—for instance, by his insistence on clean 
hands, and on a dressing that for the greater part of ite 
existence rendered the wound impermeable to bacterial 
infection. Since Lister’s time, those converging channels 
have been traced outwards to their source, and 
channels discovered ; and at the same time, the picture 
is becoming quantitatively more exact. The incidence . 
of silent infections is a small example of the value of 
quantitative measures of infection risks. 

‘Fresh quantitative measures of risk, however, demand 
a redistribution of emphasis in our ways of meeting 
them. Lister’s success as a teacher led, unfortunately 
perhaps, to an early crystallisation of ‘the creed and 
rituals of asepsis, There they stand, neat, convincing, 
fixed—and inefficient. It is easier to start a new religion 
than to recast an established doctrine. There are - 
religions growing up round modern chemotherapy, but 
the belief that its success in wound treatment will excuse 


. a perfunctory or shoddy aseptic technique must’ be 


written off as a satanic heresy. And since’ alternative 
religions of more respectable origin are to seek, we 
must do what we can with the established doctrine. 
Prophylaxis must conform to the modes of attack as 
they are discovered, not to a set of preconceived rules. 
If my sketch of the epidemiology of wound infection seems. 
tentative, it is better so, because the campaigrs against; 
infection would defeat its own ends should the revised 
prophylaxis in its turn become doctrinaire. If the 
sketch has. been trite and full of the obvious, my excuse 
is the hope that quantitative examination of the notorious 
infection risks might help to raise the practice of asepsis 
to its summit of perfection. 


References at foot of next page 


814 


HEPATITIS FOLLOWING INJECTION OF 
MUMPS CONVALESCENT PLASMA 


Sa ae from the American ne  Orose-Harvard Fidd 
Hospital U 
1—USE OF PLASMA IN ca MUMPS EPIDEMIC 


PAUL B. BEESON, MD MCGILL 


-~ GEORGE CHESNEY ALLAN M. McFARLAN 
i MD BELF, DPH M B CAMB 


” Wesselhoeft and Walcott. (1942), reviewmg passive 
immunisation in the control of mumps-epidemics, 
concluded that it was likely to prevent much loss of 
Service time in the Armed Forces. The present study 
eoncerns the effects of using convalescent plasma during 
an epidemic in a British trainmg regiment. | 


THE CAMP AND ‘THE EPIDEMIC 


The camp was a permanent establishment in the 
midst of a moor. There were 500 permanent mlite 
staff, few of whom had mumps. ‘The epidemic concerned 
900 ‘volunteers in training who made up a ‘“ young 
soldiers’ ° regiment and whose average age was 149. 
New trainees arrived in groups of 70-80 each fortnight 
and left after a 6 months’ course. Each new group of 
arrivals was designated as a “ troop,” and its members 
remained together for the 6 months save for a few 
retarded to subsequent troops. The members of a troop 
had intimate contact with each other during training 
and while in barracks, and casual contact with other 
troops in messes and canteens. Contact with civilians 
was Timited to leaves and short passes, 

In December, 1941, and again in April and in May, 
1942, single recruits developed mumps within 10 days 
ef their arrival. The epidemic has therefore to be 
considered against a background of fortnightly changes 
in the population and three introductions of fresh 
infection. 

The monthly incidence. of mumps from Deeember, 1941, 
to July, 1942, is given in table 1. The J anuary peak 


TABLE I-—-CASES OF MUMPS BY MONTHS, PEONMHES, 1941, 
' TO JULY, 1942 
Dec. Jan. Feb. Mar. Apr. May . June July 


10* 17 | 10 25 - 14* 4* 4 l 
' * One case infected before arrival. 


was due largely to troop: 19 (arrived Dec. 11). A 
member. of this troop developed mumps on Dec. 16, 
and must have been infected before arrival. He in 
turn infected his troop, whose cases produced the peak 
` in January. The high attack-rate in this troop may have 


been due to the large proportion of susceptibles in it, 


(76%) as compared with the average in 13 other troops 
_ (53. + 72%). In February 1 case occurred in troop 19, 
and 9 cases in three troops previously unaffected. In the 
first half of March, troop 19 had no cases, but 8 cases 
developed in six other troops. Thus a number of distinct 
troops were affected before passive immunisation Dogan 


i PREPARATION AND INOCULATION OF CONVALESCENT 
PLASMA 


Two lots of convalescent plasma were prepared. 
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For the first lot (A), 11 mumps convalescents were bled 
on Feb. 28. About 450.c.cm. from each man was pal 
mto a transfusion bottle containing 50 c.cm. of 2% sodium 
‘eitwate. After 5 days in the refrigerator the plasma ‘was 
decanted. The cell suspension was centrifuged in 250 cem. 
bottles and the remaining plasmé removed by mouth suction 
through plugged pipettes. AH plasma was pooled. After 
Seitz filtration ‘the plasma was cloudy and was sent by 
moter to. the Army Blood Supply Depot at Bristol to be 
refiltered by Brigadier Whitby’s staff. The alkaline-wash 
method of filtration (Bushby and Whitby 1941) was used 
and -the fmal pH of the filtered plasma was between 8-0 
and 8-4. It was then returned by motor and ‘ ‘Merthiolate ° 
added to a final dilution of. 1 in 2000. It was stored at 
4° C. between manipulations. - Aerobic ‘broth cultures prior 
to use were sterile. 

For the second lot of plasma (B), 11 other mumps convales- 
cent donors were bled similarly on March 21, and the individual 
bottles of citrated blood sent to Bristol, where the plasma 
was filtered by the alkaline-wash method and pooled. No 


preservative was added. In most of the donors. the interval 


between the onset of mumps and the date of bleeding “was 
7-8 weeks, but there were intervals of 3-5 weeks in the 
ease of two donors of A plasma, and of 4, 5 and 6 weeks 
m three donors of the B plasma. 


The inoculations were given by vein. the A plasma 
in doses of 4, 5 or 6 c.cm. to 266 susceptible volunteers 
at the camp on. March 12, and the B plasma in doses 
of 8 c.cm. on March 28 to 204 men who had already 
received the A plasma. No-one received only B plasma, 
There were no reactions. | 


Each man was seated on a chair, with arm extended on 
the edge of a table ; the skin was cleansed with a proprietary 
cresol, A tourniquet was used seldom, since the veins of most 
recipients were quite prominent. The flask of plasma was 
suspended from & rack and inverted.. Rubber tubing: ted 
to one outlet of a 3-way stopcock, the other two outlets of 
which were connected one to a needle, the other to a syringe. 
The needle was inserted into the vein and the plasma injected. 
Admixture of 0-1-0-2 c.cm. of blood with the plasma us 
took place in the syringe. The needle was discarded and the 
syringe and stopcock flushed with two changes of sterile 
saline. A fresh sterile needle was used for cach recipient 
and a fresh syringe for each group of approximately. 10 
patients; This technique was used simultaneously by two 
physicians at two rig-ups. The men were inoculated by troops, 
so that approximately half of each troop were done at one 
rig-up and half at the other. 


The importance of these details will be understood i in the 
eee e of the etiology of ng ensuing hepatitis 
part 11) 


SUBSEQUENT COURSE OF THE EPIDEMIC 


There were 14 cases of mumps in April {table I) as 
compared with 25 in March; a few. cases appeared in 
May and June, and 1 in July. The decrease cannot 
with certamty be ascribed to the effect of the plasma ; 
there was a similar decrease to 10 cases in February 
after 17 cases in January. 

' Table 1 shows that cases occurred in inoculated men 
in the last ten days of March and in April so that m 
some cases the plasma failed to produce even a short- 
lived immunity. Three cases arose in inoculated men, 
on May 11 and 28 and on June 7, but these men must 
have become infected more than three weeks after 
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— -March 28, when the seeond plasma inoculation: waa 


dis: by which ‘time any passive immunity might. have | 


A survey was conducted at the camp in June, 1942. 
Ab- this. time there were still in training 147 inoculated 
and- 62 uninoculated men who were there on March 12 
and who said they had not previously had mumps. 
These men form a satisfactory group for the estimation of 
cemparable attack-rates during the. period Mareh 22 
to’ May 1, when any effects of passive immunisation 
would have been evident. The figures for the whole 


PABLE II-—CASES OF MUMPS, IN INOCULATED AND UNINOOULATED 
MEN ’ 


Plasma A, (Mareh 12) 


Plasma A and B 
'.. (March 12 and 28) 


Uninoculated . . os 


No cases Socurred between March 14 and 22. 


group (table m) show an insignificant difference of 
2:2% in favour of the inoculated group. 
_ Further breakdown of the results showed that no 
mumps developed in some troops during March and 
April, and that in troops where mumps was still occurring 
the attaek-rate was higher in uninoculated men (table Iv). 
Though the difference of 10-9 % between the attack-rates 
on inoculated and uninoculated men is greater than that 
in the entire group surveyed, it is not statistically 
significant, There is thus no convincing evidence that 
passive immunisation reduced fhe attack-rate in: the 
inoculated as compared with the uninoculated controls. 
When the onset dates of mumps in inoculated men 
were examined, it appeared that 8 cases, arising between 
March 22 and April 6, must be considered as failures 
' of the single A inoculation, and 3 cases with onset 
from April 17 to May 1 as failures of the double inocula- 
tion; A and B. Attack-rates have been’ calculated for 


TABLE - ‘T—ATTACK-BATES BETWEEN MAROH 22 AND MAY, L 


i ON MEN SURVEYED IN JUNE 


Total Mumps sane tare 
; 
147 ll 7°5 
9-7 ; 


- The difference in attack-rates is 2-2 + 43% (D/SE = 0-51). 
these periods based upon the number of inoculated 
susceptibles in affected troops and for comparable 
uninoculated groups (table v). 

The attaek-rate in men who received the A plasma 
was 3°5% lower than that in the control group, but the 
difference is not significant (D/SE = 0:95); The attack- 
rate in those who received both A and B plasma was 
8% lower than that in the controls. Such a difference 
. might occur in 1 of 20 trials if the plasma had in reality 
been without effect (D/SE = 2:1). This result is 
compatible with the hypothesis that an appreciable 
' number of men were protected by the double inoculation, 
but the small num pers make it unjustifiable to draw 
a conclusion. 


HEPATITIS FOLLOWING THE INOCULATIONS 


Hepatitis developed in 447% of the men inoculated, 
probably as a direct result of the inoculation of” the 
A plasma, This unfortunate sequel should not of itself 


. condemn the use of passive immunisation in the control.. 


of mumps epidemics, for the risk of hepatitis following 
inoculations of human serum or plasma i is smal? (Ministry 
of Health 1948), 


` DISCUSSION 
Johnson and Goodpasture (1936) failed to protect 
monkeys against intraparotid injections of mumps 
virus: by injections of convalescent plasma Some 
previous wae of passive immunisation in men have 


' been succesaful, 
. Heeren ¥940, Wesselhóeft 1942, 


: evidence to justify 


‘Gordon, J. E.s Heeren, R. H. (1940) Amer. J. med. Sci. 200, É, deo 
t 


— 


TABLE IV-—ATTACK-RATES BETWEEN MARCH 22 AND MAY T ; 


ON SURVEYED MEN IN TROOPS WITH MUMPS _ 


" Attack-rate 
| | aa 
Inoculated .. a. 
| Untnoculated 7 “19-4 i 


The difference in attack-rates is 10-9 + T- 5% (D/SE = = 1-45). 


Dart ae! and Walcott 
1942). It has been ‘pointed ou 

that some of the succéssful results were achieved’ with 
small doses and are open to criticism owing to the lack 


` of adequate controls and the possibility that exposure 
was insufficient to produce infection. The latter criticism — 


is strengthened by the observation (MRC ‘Re eport 1938) 
that 37-7 % of primary cases of mumps in boys’ boarding- 
schools did not give rise‘to any secondary cases.’ If 
convalescent. serum had been given to susceptible 
contacts in all these. schools, it might have been credited 


with complete success in 3T- T% of the trials. 


wine V—ATTACK- RATES IN TROOPS WITH MUMPS TA 


Mum Attack-rate | 
(March 22-April 6) 
= ee E 
Plasma A | | 
(March 12) E-a - &2 
Uninctulated 3 | 94 
- Aprif 17-June’l 
Plasm + B oe Baw 
(March iz and 28) 3 e i 
10-7. 


Uninoculated .. 28 ` 3. 
The difference in attack-rates- is :— l 


_ For men inoculated with 3-5. + 3:7% (D/SE = 0 95). 
99 o> dd A+B 8-0 + 38% (D/SE = 2-1). 


Despite these objections, there appears to be sufficient. 
further controlled trials of con- 
valegcent serum in the prophylaxis of mumps. 
hoeft (1942) recommends. that blood should be taken 


from convalescents a fortnight after the subsidence of — 


the disease and inoculated into susceptibles within a 


week of exposure. This would entail bleeding the donors | 


earlier in convalescence than we did and inoculating the 
susceptibles earlier in an epidemie, It also seems advisable 
to use larger doses. 


SUMMARY 
An attempt was made to control an ‘epidemic of 


mumps in a training regiment by passive immunisation . 


of susceptibles, 

__ Two lots of plasma were prepared from son valeseen ta: 
The first lot ‘was given to 266 men and the second’ to 
204 of these same men 16 days later. > 


The epidemic was not immediately cut short but declined 
rapidly. Its decline may have been due to causes othér 
than passive immunisation. - Cases occurred in inoculated 
men in the period when they should have been protected, 
and attack-rates on the inoculated men- and a control 
group were not significantly different. 


Hepatitis developed in 44-7 % of the men ocita 

Since it is important to prevent the loss of Service 
time through mumps, it is suggested that further trials 
should be made to determine whether under ‘other 
conditions passive Immunisation may be successful in 
coopers the infection. 
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` 1.—EPIDEMIOLOGY OF THE HEPATITIS 


ALLAN M. McFArRLAn GEORGE CHESNEY. 


As already related, A plasma was given in doses of 
4, 5 or 6.c.cm. to 266 men, on March 12, 1942, and 
B plasma.in doses of 8 c.cm. to 204 of the same men on 
March 28. In May some 20 cases of jaundice developed 
and arrangements were made for a field survey of 
all the men in training at the camp. | 

The main survey was made between June 22. and 27, 
after the epidemic had passed its peak. A few men 


were surveyed outside this period on June 8 and a few l 


others on July 2. The aim was to detect subclinical 
and. ambulant cases. Each mam was asked whether he 
had recently had jaundice or any of the prodromal 
symptoms noted in the early cases. 
were examined for icterus and a foam test for bile was 
performed on his urine, If these findings gave grounds 
for suspecting hepatitis, an examination for enlargement 
of liver or spleen was made,. and in some cases blood 
was taken for bilirubin estimation, The findings recorded 
for each man showed that 25 of them (23 inoculated 
and 2 uninoculated) were ambulant cases of hepatitis. 


TABLE VI—INCIDENCE OF HEPATITIS IN INOCULATED MEN 
ERE een 


| | . Afféctea 
Men Men — 

Plasma |inoculated! followed up of % | 

S Cases | (Inoculated) |(Followed up) 
ESAE Seren ee ener ee eee eee Se ven 
A only 62 44 17 27-4 38-6 
A&B 204 182 84 |% 41-2 46:2 
Total 266 226 | 101 38:0 44-7 


i with 68 hospital cases gave a total of 93 affected 
mèn., . 

Inquiry into a history of previous jaundice showed 
that 26 of 468 nineteen-year-old men (5:6%) had had 
Jaundice in childhood. 

The incidence of hepatitis in inoculated men was 
estimated by adding to the 175 men, surveyed or admitted 
to hospital, 51 others about whom data were forwarded 
from the units to which they had been posted. ’ The 
attack-rate in these 226 men was 44:7% (table v1). 

- Figures for a comparison of attack-rates in inoculated 
and uninoculated men were provided by the group 
of 933 men surveyed. There were 516 who had arrived 
at the camp after March 12 and received neither the 
A nor the B inoculations. One of them had developed 
“ catarrhal jaundice” on April 10. The remaining 
417 surveyed men, together with 68 men admitted to 
hospital with hepatitis, formed a group of 485 men 


-© TABLE VII—INCIDENCE OF HEPATITIS IN INOCULATED AND 
UNINOCULATED MEN, MAY-AUGUST, 1942 . 


« Vient Affected 
en 
Plasma surveyed 

Casest %. 
A only ee A ee ee 29 14 (10) 48:3 
AgndB «§ .. ss 146 73 (54) 50-0 
Total inoculated  .. | 175 | 87 (64) | 49-7 
“Not inoculated te | 310 | 6 (4) | 1-9 


è Including hospital cases. t Hospital cases in parentheses. 


who had been at the camp on March 12. Of these, 
93 had been affected (table vit), The attack-rate 
was 497% in the inoculated and 1:9% in the un- 
inoculated, and this difference makes it reasonable to 
‘presume a causal relationship between the plasma 
inoculations and the hepatitis in the inoculated men. 


’ ASSOCIATION OF HEPATITIS WITH THE A PLASMA 


The A and B lots.of plasma were prepared by pooling 
plasma from 22 mumps convalescents—11 in each lot. 


His conjunctive - 


Among men who received only the first inoculation - 
17 cases of hepatitis occurred, which suggested that 
the A plasma was at fault. No-one received the B plasma 
only, so there was no direct evidence that it had produced 
hepatitis. However, if the B Jot had been hepatotoxic 
as well as the A lot, the attack-rate in those who received 
both A and B might have been higher than the. rate 


_ in those who received A only. 


In the group of men surveyed or admitted to hospital 
(table vir) the attack-rate on those who received A 
plasma only was 483% as compared with 50-0% on 
those who received both A and B. These rates are 
higher than the true rates owing to the inclusion of 
men who, had they not been ill, would have left the 
camp before the survey. They are however a valid 


_basis for comparison and suggest an equal incidence in 


the two groups. The figures in the Jast column of 
table vI, which include 51 men not seen by us, show 
a difference of 7-6% between the attack-rates on the 
men followed up who received A only and those who 
received A and B, but this difference also is not 
significant (D/SE = 0:9). Attack-rates calculated on 
all men inoculated give the minimal incidence of 
hepatitis, but are not valid for comparison because 
information is available about a smaller proportion of 
those who received A only than of those who received 
A and B. There is therefore no indication that the 
B plasma raised the attack-rate. | 


INTERVAL BETWHEN INOCULATION AND ONSET 


Dates of the appearance of the first symptom were 
obtained for 62 of the cases in inoculated men admitted 
to hospital, and were sufficiently accurate to determine 
the weekly incidence of these cases (table vit). In 
87% the onset was between May 10 and June 13— 
that is, 59-94 days after the inoculation of the A plasma. 
The highest incidence was in the week ending May 30, 
when 16 cases arose between 73 and 79 days after 


TABLE VIII—WEEKLY INCIDENCE OF 62 HOSPITAL CASES OF 
PLASMA HEPATITIS 


Ap. May 


| 
e of TEEN June | July 
Week ending | =| i—i = 
| 25| 2 | 9 |16|23|30| 6 |13/20/27| 4 |11 |18 = 
Days after site os ite! wm a | | 
inoculation }| 44) 51 58/65) 72/79 | 86 | 93 /100/107|114;121|128i.. 
with A | | 
Inocd. A only | | | 
March 12 TN AEL N APT A E EENE A e | 1/../8 
Inocd. A & B | | | 
Mar.12&28 | 1 -- | 1| 9 /12)12/11) 4 1} 1] 1 [oA 1 154 
ia (Hamadi ba: LEEN AES ee T | 
| f "ea i t 
Total le E 9 |12 16/11) 6 2fajaja| ae 


inoculation, The earliest case appeared on April 25, 
44 days after inoculation. The earliest case appeared 
on April 25, 44 days after inoculation. and the last ° 
case on July 13, 123 days after inoculation. A similarly 
long and varied ‘‘ incubation period ° has been found 
in cases of, jaundice following inoculations of measles 
serum or yellow fever vaccine. 


HEPATITIS IN THE SURROUNDING AREA AND IN 
UNINOCULATED MEN 


Inquiries revealed only a few sporadic cases of hepatitis 
in other units in the area. Civilian health authorities 
reported a few outbreaks in villages remote froni the 
camp. No epidemic had occurred in two large towns 
which were the usual resorts of men on short leave. 

In the camp itself there were 7 cases of hepatitis in 
unifioculated men between January and August, 1942. 
The first- (case 1) was a man who fell ill on April 10, 
9 days after his arrival at the camp. The other 6 cases 
(table I1) occurred in men who had been at the camp 
on March 12. One hospital case (case 2) began on 
May 23, and one ambulant patient (case 3) had jaundice 
about the same time. Another ambulant patient (cage 4) 
began on June 6, and a hospital case (case 5) on July 7. 
These 4 men gave no history of contact with previous 
cases in uninoculated men a month before the onset 
of their illnesses. Cases 2 and 4 were in the same troop 
and there was an interval of 14 days between their 
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onseta, so that they might have -been infected from. the | 


same source, 

The last 2 (cases.6 and 7) ‘began on. Aug. 8. They 
were in different troops.. Neither knew. of any contact 
with a case of jaundice or gastro-intestinal upset during 
the previous 6 weeks. One had been in contact at ‘the 
camp with 7 inoculated men who developed hepatitis 
92-72 days earlier, and with one inoculated man whose 
iliness began 57 days earlier. The other had been in con- 
tact with 3 cases of jaundice in inoculated men of which 
the dates of onset had been 84, 66 and 49 days earlier. 

The relationship of these cases to the cases in inoculated 


men will be discussed later. It is clear that though there ` 


were cases of infective hepatitis in inoculated men during 

the period of study there was no epidemic of the disease. 
- For the sake of completeness mention must be made 
of 2 cases of jaundice due to infectious *mononucleosis. 
Kilham and Steigman (1942) have described one case 
in an uninoculated man. The other case in an inoculated 
man will be discussed in part 11. . 


DISCUSSION 


Hepatitis has been reported in children immunised 
with measles convalescent serum or adult human 
serum (MacNalty 1938, Propert 1938), in adults 
immunised with yellow-fever vaccine containing human 
serum (Findlay et al. 1937, 1938, 1939, Soper and 
‘Smith, 1938, Surgeon General’s Circular Letter 1942), 
and in patients treated by transfusion of human blood 
products (Morgan and Williamson 1948, Beeson 1943). 

The simplest explanation of the outbreak of hepatitis 
in men who received the mumps convalescent plasma 
is that a hepatotoxic agent was introduced with the 
A lot of ‘plasma. The method of inoculation of the 
plasma might conceivably have transmitted an agent 
from one recipient to another (MRC report 1922, 
Bigger 1943). However, it is unlikely that syringe 
transmission was the cause of this outbreak because 
there was an even distribution of cases throughout 
the series of men inoculated on March 12. There was 
no aggregation of cases in the men of. any- one troop, 
such as would have indicated that an agent had been 
introduced from .one recipient and diluted out as the 
inoculations proceeded, It seemed likely- that the 
hepatotoxic agent was present in the A plasma. __ 

It has been suggested (Findlay et al. 1939, Cullinan 


-~ 


infective hepatitis monthly intervals are common in 
families, and McFarlan (1941) found ‘in’ a 


outbreak several. instances. of monthly . intervals. . 


between cases where contact had been close. 
3. Analysis of the dates of onset of the cases of hepatitis 


_in uninoculated men. and ‘their distribution in“ troops. 


‘and barrack huts showed that it was improbable 
that the inoculated men who developed pepetaee had 
been infected -by them. 


The infectivity of the cases of plasma hepatitis was 
undoubtedly low. Of the cases of hepatitis in uninoculated 


men 4 (nos. 2, 3, 4 and 5) might, so far as dates of onset 


were concerned, have been infected by inoculated men 
who developed ‘hepatitis a month previously, but none 
of them admitted close contact with a possible infecting 
case. It was impossible to exclude casual contact which 
may apparently suffice to transmit infective hepatitis 
(Newman 1942), but the most probable explanation 
of. the cases in uninoculated men seemed to be that 
they were sporadic cases of infective hepatitis. The two 
late cases in uninoculated men -(nos. 6 and 7) might 
possibly have been infected by inoculated men who 
had developed hepatitis at least 57 or 49 days previously. 
Proper (1938) reported 2 cases similar to these: 


7 children in a closed community developed jaundice | 


some 80 days after inoculations of measles convalescent 
serum, and about 60 days later jaundice developed in 
2 children who had been in contact with these = 
and had not received inoculations of serum. His 2 

cases and ours may have been the result of casual 


` contact with subclinical cases of hepatitis, but the 


1939) that the cause of hepatitis following inoculation . 


of serum is the hypothetical virus of infective hepatitis. 
We attempted to find a source from which that virus 
might have been derived. 

Alithe 11 donors of the A lot of plasma were questioned. 
None had ever had jaundice, nor between January and 
June, 1942, did any of them have symptoms suggestive 
of a subicteric attack of hepatitis. There was no reason 
to sappose that the agent was introduced during the 
procen ng of the plasma. Our inquiries therefore failed 

to-discover a source from which the virus of infective 
hepatitis might have reached the A lot of plasma. 

Two observations indicated that the hepatotoxic agent 
was probably not the virus of infective hepatitis. Firstly, 
the interval between the inoculation and the development 
of symptoms was 59-94 days in the vast majority of 
cases, whereas the incubation period of infective hepatitis 
is about 21-35 days. It is unlikely that the intravenous 
inoculation of a hepatotoxic agent would result in a 
longer ‘incubation period” than infection by the 
respiratory tract. Secondly, an attack of infective 
hepatitis usually confers immunity, but of 11 inoculated 
men who had had jaundice in childhood, 8 developed 
hepatitis in this outbreak. The incidence in them was 


higher than, but not significantly different from, the > 


incidence in inoculated men who had not previously 
had jaundice (77 of 160 such men were affected). It 
Seems that previous jaundice did not protect against 
the hepatitis of this outbreak. 

It seemed improbable, for three reasons, that the 
outbreak was due to the spread of the virus of infective 
hepatitis among the inoculated men :— 

1. The epidemic curve (table m1) was unlike the straggling 
incidence of cases usually found in outbreaks of 
_infective hepatitis. 

2. Monthly intervals between the onset of cases in 
inoculated men in ‘the same troop or barrack hut 

- were rare, whereas Pickles (1939) has shown that in 


“Findlay, a M. MacCallum, F. 


possibility that they were infected by cases of serum: or. 
plasma hepatitis cannot be excluded. 
- SUMMARY 


Hepatitis developed in at least 101 of 266 men 
inoculated with mumps convalescent plasma. In the 


great majority the onset: was ‘between 0 and 94 days a 


after inoculation. 
The epidemiological ‘evidence suggests that the. 
hepatitis. was due to a hepatotoxic agent present in 


> 


one of the two lots of plasma used, and that the agent . 


was probably not the virus of. infective hepatitis. 
This study was made possible by the unique facilities for: 

combined field work and clinical and laboratory studies. 

afforded by the American. Red Cross-Harvard Field Unit.: 


We wish to acknowledge the aid of many members of the ) 
-unit and to thank Colonel J. E. Gordon; the director, Captain. 


A. J. Stei and Lieutenant W. L. Hawley, all of the 


USAMC; and Lieutenant Katharine Colvin and Lieutenant: 
‘Margaret Malloy, both of the USANC, for. their help in the 


investigation, = 
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L & C Mepicat Prorecrion Socimty.—Mr. W. M. Menon, 
treasurer, who presided at the annual general meeti 
June 7, spoke of the loss sustained in the death ‘of Bir 
Cuthbert Wallace, president since 1935. Up.to the a 
ginning of the war he had attended every meeting of the 
council and of its committees: 
1943 Mr. Mollison remarked that while several important 


cases had been fought and won there had been less litigation 


over trivial matters. Membership continued to increase— 
over 1000 joined last year—and accumulated funds now 
exceeded £100,000. After approving report and accounts 
the meeting re-elected vice-presidents and- 4 members of the 
council retiring by rotation. , 
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m1.—CLINICAL AND LABORATORY STUDY 
W. L. HAWLEY, M D HARVARD 
, - IST LIEUTENANT UBAMO | 
. A.M, MoFARLAN, MB CAMB A, J. STEIGMAN, MD TEMPLE 
2 © OAPTAIN USAMO 
with Liver Biopey Studies by 


JoHN McMICHAEL . °- J.H. DIBLE 


.MD EDIN, F ROPE MB GLASG, FROP 
OF the 266 men who received mumps convalescent. 
plasma intravenously at least 101 (38%) developed 
epatitis. Clinical and laboratory observations were 
limited largely to 47 of these cases studied at the 
American Red Cross Harvard Hospital (ARC-HH) and 
to 23 cases never requiring medical attention discovered 
by us during a survey of the camp; however, seme 
data were obtained on 16-other patients who had 
been admitted to other hospitals. before a study was 
contemplated. Pai 
zs Sa CLINICAL FINDINGS | 
The hepatitis was mild and, except for the common 
skin manifestations and arthralgias, resembled epidemic 
infective hepatitis as seen among children and young 
adults in Britain. Symptoms were not severe and 
disappeared shortly after admission to hospital. Of 
the 47 men seen at ARC-HH 24 remained 8 days or less 
before release to convalescent homes, ambuiatory and 
nearly. symptom-free; the median number of hospital 
days was 10. On the basis of nausea, lassitude, fever, 
and depth of coloration, 40 cases were classed as mild, 
6 as moderately severe, and 1 as severe. The last remained 
in hospital 45 days. No cases are known to have become 
chronic. ` The following case-history is characteristic 
of those termed mild. | ? . 


Cast 1.—This 19-year-old soldier ‘was given mumps con- 
_ valescent plasma intravenously on March 12, 1942. Qn 
June 5, 85 days later, he noticed anorexia, dark urine, and 
giddiness after exercise, and these symptoms continued 
through the week. He reported sick on June 15 when his: 
yellow scleræ were noticed. On admission he was moderately 
icteric, with slight enlargement of epitrochlear and inguinal 
_ nodes... The liver edge was felt 3 cm. below the rib i 

_ On inspiration and was tender, sharp, and soft. The spleen 
waa not felt. He had biliuria and a blood bilirubin of 


5-1 mg. per 100 c.cm. The white cell count was 6000 per ¢.mm.,; - 


polymorphs 62%, lymphocytes 30%, monocytes 6%, eosino- 
phils and basophils each 1%. 


...He was allowed out of bed on the 8th hospital day and . 


discharged to convalescent home on the 13th. Throughout 


he was afebrile and uncomplaining, taking well a low-fat 


diet with only slight and intermittent nausea. 


Table Ix gives the incidence of the main symptoms 
and signs in 47 hospital cases of plasma hepatitis. 
The symptoms fall into three categories: (1) the 
generalised reactions seen in infectious disease; (2) 
e symptoms; and (3) arthralgias and 
rashes. . 

Systemic effects of the disease were not severe. In 
68% of the cases the temperature never rose above 
99° F. The 15% of cases in whom a temperature above 
100° F. was recorded at least once composed the group 
of moderately and severeły ill patients. Headache, of 
no specific type, was mentioned by 25%; fatigue was 
complained of by 68% but these continued with classes 
and exercises. None was prostrated; drowsiness in 
lectures and sound sleepmg from immediately after 
supper to reveillé, at a time when no sensation of fever 
was present, were commonplace ; these patients usually 
mapped several days after admission though they were 
afebrile. 

Loss of appetite was almost universal, and accom- 
panied by a distaste for smoking such as we had not 
previously observed in moderately ill young people. 
‘Although half the patients complained of indigestion 
and heartburn, persistent nausea was reported only 
once. Vomiting was uncommon, occurring once with 
8 patients and twice with one, 19% of the group. A 
quarter of the patients had epigastric discomfort, 
manifest usually as a deepseated ache, heaviness, or 
fullness occasionally exaggerated by walking. Some 
had epigastric “ jabbing ” sensations, 


- 


Arthralgias were recorded in 12 cases (25%). Phey 
seemed to bear no relation to the severity of illness, 
for they developed în only 2 of 7 hospital cases classed 
as moderately or severely ill, and in 3 of 23 ambulant 
cases found on survey. Skin rash was associated with 
arthralgia im 5 of the 12 hospital cases. The joint 
were uni bilateral and were never associated 
with joint swelling, tenderness, or redness. Chiefly 
affected were wrists, elbows, knees, and ankles. “The 
sensation described was a stiffness after disuse per- 
sisting for 2~7 days and most often noticed on rising m 
the morning. = 

Urticarial or skin lesions were present in 
35 (40-7%) of 86 cases in which information was sought. 

urticarial legions varied in character from transient 
0-5 cm. weals, sparsely scattered over the body ‘and 
extremities to large, densely distributed, itching “ heat 
spots,” 3-5 cm. in diameter; 2 cases admitted to hospital 
before the ance of jaundice were diagnosed as 
giant urticaria and a third as angioneurotic cedema 
of lips and eyelids. 

Miliary papules were the lesions most often recorded 
among the ARC-HH patients (14 of the 20 with rash). 
They seemed to have a set course of evolution. Densely 
paeked, pink, pinhead papules appeared within a few 
hours, grouped symmetrically about ankles and lower 
legs, wrists, and backs of the hands, and these areas 
usually irritated for 1-2 days. In fading, some areas 
became confluent leaving ‘a light brown pigmentation 


TABLE IX—-SYMPTOMS AND SIGNS IN HEPATITIS FOLLOWING 
PLASMA INOCULATIONS (47 CASES) AND IN INFECTIVE 
HEPATITIS (39 CASES) 


Plaama hepatitis | Infective hepatitis 
SES Times {Incidence Times | Imokgence 
mentioned % | mentioned | % 
Anorexia .. 40 85-3 ; ‘ 
Abdominal pain 11 23-2 a 
Indigestion .. - 30 6319 oe Pps 
Vomiting .. |- 9 19-1 24 61-5 
"Change in bowel habit 15 31-9 ; zi 
Fatigue or sleepiness 32 68-0 : 
Headache 12 25-5 oi 
Dark urine 46 97°8 or 
Arthraigia .. ee 12 25:3 -8-0 
Skin rash . 20 42-5 13-0 
| Plasma . Infective 
hepatitis hepatitis : 
Signs = | 
ve ane +ve ae 
i | % oo % 
Rash .. si 9 19-5 4 10-0 
Conjunctival suffusion 65-0 | .. : 
Petechial hemorrhage 6 12-7 we . 
Liver enlarged... 37 78-7 | 16 41-0 
. Liver tender .. _ 21 44-6 11 | - 28-2. 
Spleen palpable sa 18 36-3 10 25:5 
Spleen tender 9 19:5 eo 
Lymphadenopathy .. 8 17-4 is oe 
Biliuria : 44 100 “ae 
Highest temperature : = ie oe p? 
Normal .. ie 18 88-3 13- | 338 
99° F. 14 | 297 | 7°] 180 
99°-100° F. 8 17-0 13 33:3 
Over 100° F. 7 14:9, 6 155 
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TABLR X—INTEBVAL BETWEEN APPEARANOE OF FIRST SYMPTOM 
AND ADMISSION TO HOSPITAL 
Infective hepatitis 


l ©. — (47 cases) | (39 ) 


oases 


Days 

In % | Cases % 
36 20 51 
21 15 39 
2 3 8 
4 0 
15 1 i 


tion; others disappeared rapidty leaving 
no traces. In 4 persons with a history of rash about the 
ankles the boot areas were found peppered with fine 
petechiee. 
- Less common types of lesions were : 
` (a) Petechiæ, 1-3 mm. in diameter, found about the shoulders 
and chest in 4 patients. 
(b) A non-itchy, macular bright pink, morbiliform rash 
'  OVer the dorsa of the hands, spreading to arms and 
is was at first mistaken for evidence of 
meningococcemia, but blood-cultures were sterile ; it 
lasted 11 days before the jaundice appeared. 


(c) A psoriatic rash over the limbs and trunk of another 


patient. 

The rashes in cases seen early in the outbreak were 
more severe than ‘in later cases. With one exception 
the rashes appearing after the 90th postinoculation day 
were of the transient small urticarial type. The incidence 
of rash was greater also in early cases, If 63 hospital 


eases for whom records of rash are available are divided 


into four groups (16, 16, 16, 15) by date of onset, the 
numbers of patients with rash in successive groups 
were 13, 9, 6, and 3. This decrease in the incidence of 
rash as +he outbreak progressed seems worthy. of record, 
though we offer no explanation for it. 

The initial symptom in 18 of the 47 hospital cases 
was rash, in 13 anorexia, in 9 dark urine, in 3 indigestion, 
in 3 fatigue, in I arthralgia, and in 1 headache. In 
many cases (table x) there was a considerable lag 
between the appearance of the first symptom and 
- admission to hospital. 

The signs presented by 47 patients on admission were, 
in order of frequency : biliuria 100%, hepatic enlarge- 


ment 79%; conjunctival suffusion 65%; right upper . 


quadrant tenderness 45%; palpable spleen 38% ; 


splenic tenderness 19 %; : TA 17%; and 


petechial hæmorrhage 1 
Liver enlargement was never great, the tender soft 
sharp edge being felt 1-3 cm. below the: costal margin 
at inspiration. The spleen, when palpable, seemed 
large, dropping 1-4 cm. below the left costal margin 
on inspiration with the patient in the right lateral 
position. Lymphadenopathy was of the degree we 
have found among Service patients who are 
subject. to repeated inoculations and small abrasions. 


COMPARISON WITH FINDINGS IN INFECTIVE HEPATITIS 


For comparison with the plasma-inoculation hepatitis 
table 1x gives the findings in 39 patients with infective 
hepatitis admitted to the ARC-HH in 1941-42. The 
two groups were fairly similar. The average age of the 
plasma cases was 19, of the infective hepatitis 23-6 
years. AN the plasma hepatitis cases were male, 8 of the 
infective hepatitis cases were female. The plasma cases 
were all military, the infective hepatitis ones largely so. 
_ Several differences are apparent however in the two 

u 
ay vt omiting, sometimes for several days, Secured in 
24V (64%) of the infective hepatitis cases ; the percentage 
of each sex affected was the same. Arthralgias were 
less than a third as common as in the plasma cases. 
Hepatomegaly was considerably less common, and 
splenomegaly, though found: as often, was never as 
as it was in the plasma cases, 

Rashes devdioped. in 42% of the plasma cases; they 
were recorded im 5 (13 o% ) of the infective hepatitis 
eases, 4 of them being present when the Peer was 


G 


o 


47, 


admitted. Of these, 2 consisted of a few, small, fleeting ` ` 
macules 0:5-1 cm. in diameter; a third was of. silvery 
desquamating 1 cm. lesions over the extensor surfaces 
of the limbs, psoriatic in character; the fourth was 
actually scabies, small excoriated papules; the fifth 
case’gave a history of fine vesicles over the backs of ‘ 
hands and forearms before jaundice appeared. Others 
have described somewhat similar lesions in infective 
hepatitis. Dunlop (1935) noted urticarial rashes in 
115% of 216 caseg mainly in children; Pickles (1939) 
mentioned rubella-like lesions, “It seems likely, there-. 
fore, that the skin lesions in plasma hepatitis differed 
from, those in infective hepatitis chiefly in -their 
frequency, severity, and distribution. | 

Table x shows the lag in reporting sick. Only 60 9%, 
of the plasma hepatitis cases were seen during the first 
fortnight of symptoms as compared with 90% of. 
infective hepatitis cases; 7 (15%) of the plasma cases 
waited. longer than a month before reporting. Im 2 
of these cases symptoms disappeared after about 10 Tey 
only to recur more noticeably after ‘a free period. " 


| PLASMA HEPATITIS OUTOS HOSPITAL ` 


The field survey brought to t 23 cases of Piina 
hepatitis which never came under medieal care. Of 
these, 6 had had varied symptoms of moderate severity 


but had not reported sick; all had dark urine; 65 


had anorexia and indigestion, 4. fatigue or sleepiness, 


3 a change in bowel habit, 2 a “‘ nettle-rash,” and 2 
arthralgias. The other 17 cases (17% of the 101 total} 
may be termed truly minimal ease; criteria for. 
diagnosis are listed in table x1. This table shows that 
7 cases had symptoms too slight to cause suspicion of 
illness and that 10 cases were asymptomatic. . 

It will be noted that, although the accepted. blood 
level of bilirubin at which bile appears in the urine 
is 2mg. per 100 c.cm., there were 2 cases with blood 
bilirubin .of 1-2 mg. and less than 0-2 mg. in which 
the urine foam was yellow and 4 cases with 3-2, 3-6, 
and 53mg. bilirubin in which the urine foam 
was thought to be white. 


LABORATORY FINDINGS IN PLASMA HEPATITIS - 
-Evidence of a known etiological agent was not 
found: Routine cultures of feces, blood, and throat 
TABLE: XI—FINDINGS EN 17. CASES NOT ADMITTED FO. HOSPITAL. 
adel symptoms. 


7 


mare = 
3 ie Bili- bilirubin Liver a Other 

A | Scleræ | Skin 100. c.om,| ment ment findings 

= + + | 22 jt t+ Constipn, 

l l ; anore 
BA - +++ + Arthralgta, 
4 Anorexia 

= |. Urticaria — 
Constipn, 
` anorexia 
— | Anorexia 
— | Anorexia 
I = =l laad e | T° 
os F - | +) 20 + — | Dark urine 
K + , =~ {| = | 36 i 
L $ - = 4°7 
Mi + + | + . + + | Dark urine 
N +, - = 3-2 ~ i ; 
o + == - 1-4 . : ` 
P +t | = = 1:9 ; i : 
Q + = = 1-0 : 
Ri + = - 1:9 : i : 
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TABLE XII— LEUCOCYTE COUNTS 


‘Plasma hepatitis -  Infective hepatitis 
-. (47 cases) 3 Sei cases) 
merie : sa m l Sat IE 
B 
Type of | 
legate : 3 Range Range 
4 | 7 
Total white cells |6500 [6000 |3000-14,000 6000 6000 3000-9000 
- Polymorphs}% 58 58 58 | 58-5| 32-86 
Lymphocytes %| 31| 33 |. 32 31-1] 11-61. 
Monocytes % 6-6 8 0-26- 
Total monocytes| 545 | 360 | 0-2640 | 396 480 | 0-2054 


showed no pathogenic bacteria. Serum agemutinins for 
Leptospira icterohemorrhagia and ZL. ‘canicola were 
absent in 23 persons tested. Heterophile agglutinins 
(Paul-Bunnell test) were present in only 1 of 38 persons 
tested in titre above 1:14. This case was diagnosed 
infectious mononucleosis. and has not been included 
in the tables though clinically there were no distinguishing 
characteristics: : Heterophile antibody was present in 
dilution 1 : 160 after absorption with guineapig kidney 
but was absorbed completely by ox erythrocytes. 

Routine urine examination. showed biliuria in all 
hospital ‘cases. There was a slight increase in the 
albumin found in early specimens. of 3 cases; in the 
sediment of 2 of these and in 5 others were a few coarse 
granular and hyaline casts, The albumin and casts 
disappeared before these people were discharged. ‘One 
of the 7 was’ considered as moderately severe; the 
others were mild. Blood-bilirubin levels at the time of 
urine abnormality in these 7 were 4'8, 7:3, 11:0, 13°5, 
26-2, and 28-5 mg. per 100 c.cm. 

Erythrocyte sedimentation-rate.—The ESR . (Wintrobe’ S 
method) was raised in 23 of 39 cases, ranging from 10 
to 35 mm. per- hour with a mean rate of 19:5 mm. per hr, 
There seemed to be no relation between these increased 
rates.and the level of blood bilirubin, the total poly- 
morphonuclear count, or the total monocyte count. | 

Leucocyte counts. —Table XII summarises the’ total 
and differential leucocyte counts in plasma hepatitis 


TABLE XIII—TOTAL WHITE CELL (WBO) AND DIFFERENTIAL 
COUNTS, ACCORDING TO DAY OF DISEASE IN 27 OASES 
OF PLASMA HEPATITIS 


ae WBO | Poly% | Lymph% |Mono %| Eosin % 
2 | 3 62 26 4 6 2 
8000T 67 30 3 0 -0 
8000 | -72 20 4 3 4 
3 j} 4000 53. 26 20 1 0 
5000 50 34 12 4 0 
a 7000 58 24 .16 0 . 0 
{| 8000 | 62 29 7 1 0 
| Of | 72 24 4 0 “0 
9000°* 71 16 10 0 0 
5 §000 52 22 29 4 0: 
| . 9000 63 93. Ol’ 3 0 
5000 45 39 12 3 1 
: 5000 70 24 4 0 o’ 
6 5000. 48 27 21 0 J 
4000 46 32 21 1. 0 
7 | 5000 49 38 9 1 1 
5000 59 27 14 0 0 
8 8000 40 25 33 1 1 
9 | 3000 50 38 9 0 3 
| 7000 52 44 2 0 0 
12 0 55 38 6 0 1 
6000° | 53 30 6 1 0 
18 5000 68 28 2 0 0 
7000 GG 18 14 6 0 
7000 68 18 8 2 0 
14 5000 58 38 2 0 0 
6000 67 26 3 2 2 
* Case 1 °° Case 2 t Case 3 ~ Case 4 


Baso % 


.day of disease. 
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and the previously discussed infective hepatitis cases. 
There are no appreciable differences in the two groups. 
Leucopenia was found in some cases of both groups: 
12 of the 24 white-cell counts on plasma hepatitis 
cases taken.'in -the first 2 weeks of illness were 5600 
or less, There was no lymphocytosis, and there was 
only a small average increase in total monocytes, but 
in both groups there were a few cases with monocyte 
counts above the upper limit of normal. Table xm 

demonstrates that in the first fortnight of illness ‘the 


plasma. hepatitis cases showed a normal distr ibution ° 


of the types of leucocytes. 
Serum phosphatase.—In 26 patients the range of serum 


- phosphatase was 4-19 Bodansky units during the first 


TABLE XIV—BLOOD-BILIRUBIN : HIGHEST READINGS IN ` 
45 CASES OF PLASMA HEPATITIS 


Blood-bilirubin 


mg./100 c.cm. Cases % 
0-9-10 34 15 5S - 
10-20 8 18 l 
20-30 2 4 


32 1 2 


4 weeks of illness: The weekly averages were 9-10 
units, There was no relation shown between the phos- 


phatase level, the blood bilirubin level, or the severity. 


of illness. 

Blood-bilirubin.—Table xiv shows-the highest levels 
of blood-bilirubin in 45 cases; 34 measured between 
0-9 and 10mg. per 100 c.cm. Highest levels were 
generally found in the second week of illness (table xv). 

Liver biopsy.—Material was obtained from 5 cases 
on June 30, 1942, the technique of Roholm and Iversen 
(1939) being used. 

Biopsy was successful in all cases except one in which the 
tissue removed was extremely small. In this case some 
free bile-stained fluid seemed to be present in the peritoneal 


TABLE XV—RLOOD-BILIRUBIN : TREND OF LEVEL IN FIRST 
` 3 WEEKS OF PLASMA HEPATITIS 


i Percentage of x 
Week of Median levels 
No. of tests |. levels above ; 
_ disease test | 10 mg./100 c.em. mg./100 ccm. 
i. a, 1 21 5 
M4 | 2 29 f 15 
11 18 } 4 
cavity. Material was fixed in alcohol and sections stained 


with hematoxylin and eosin, with Best’s carmine stain for 
glycogen, and with Foot’s reticulum stain. 


The histological sections in all cases showed varying 
degrees of hepatitis. 


CasE 2.—A moderately severe case biopsied on the 26th 
Blood-bilirubin 14 6 mg. per 100 c.cm. ; 
cholesterol 202 mg. per 100 c.cm.; phosphatase 14 units 
per 100-c.om. The section’ (Dible, McMichael ‘and Sherlock, 
1943 : fig. 5) showed á combined zonal and diffuse lesion. 
There was considerable disintegration of the liver cell columns 
with loss of liver cells in the peripheral parts of the lobule 
and severe fragmentation of the columns with degenerative 
changes in the centre of the lobules. The sinusoids between 
the surviving liver cells showed . considerable. proliferation 
of the Kupffer cells and infiltration with histiocytes. The 
cellular connective tissue round the portal tracts showed 
here and there isolated liver cells caught in the meshes and 


some new bile-duct formation. There was also considerable ' 


new cellular connective tissue formation in the pericentral 
zones, which here and there was linked with the periportal 
infiltrations. ‘The lesions varied slightly in intensity from 
lobule to lobule and the area shown in the photograph is 
taken from a zone of rather milder inflammation than was 
seen elsewhere in the section. 

CasE 3.—Moderately severe case, bidpsied on the 26th 
day of disease. Blood-bilirubin 15:2 mg. per 100 c.cm 
cholesterol] 250 mg. per 100 c.cm. hosphatase 18 ante 
per 100c.cm. The material obtained in this case was very 

‘ 
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Fig. 1—Case 3, 26th day of moderately severe disease. Diffuse inflammatory 
changes with disintegration of liver-cell columns and cellular infiltration. 


Many liver cells have lost their glycogen sre) and are in various stages 


of disintegration. (Best’s carmine stain : X 270 


small, but the section (fig. 1) is enough to show that there 
is a diffuse hepatitis With a good deal of cellular autolysis 


and disorganisation of the liver-cells. columns and general. 


histiocytic - infiltration of the sinusoids. A small area of 
the portal tract is identifiable, and shows. considerable 
histiocytic infiltration. 


Case 4—Mild case, biopsied on the 28th day of disease. - 


Blood-bilirubin 1-2 mg. per 100 c.cm.; cholesterol 180 mg. 
per 100 c.cm.; phosphatase 21 units per 100 c.cm. In 
this case there is a severe degenerative lesion of the central 
part of the lobule with autolysis of the cells and loss of 
glycogen-staining. The histiocytic reaction appears to be 
subsiding and the portal tracts show infiltration with young 
connective tissue which is more restricted in extent than is 
seen in the severer lesions. There is little reaction in the 


sinusoids and the liver lobular pattern is well preserved. - 


One would expect complete restitution. 


Case 5.—Mild case, biopsied on the 24th day of disease. 
Blood-bilirubin 1-1 mg. per 100 c.cm.; cholesterol 214 mg. 
per 100 c.cm.; phosphatase 14 units.per 100 c.cm. The 
lesion in this case also seems to be subsiding. There is still 
recognisable fragmentation of the liver-cell trabecule and 


slight cellular tissue increase around the portal tract, which 


extends in’ small isolated bands for some distance into the 
lobule. There are many proliferated sinusoidal cells still in 


evidence. Cytological changes in the liver cells are not severe. - 


There is no bile-duct proliferation. 

` Case- 6.—Moderately severe case, biopsied on the 26th 
day of disease. Blood-bilirubin 2-6 mg. per 100 c.cm.; 
cholesterol 202' mg. per ‘100 c.cm.; phosphatase 24 units 
per 100 c.cm. The most pronounced change (fig. 2) is a 


zonal infiltration of the portal tracts, which has the appearance 


of developing into a fine fibrosis, though at this stage it is 
possible that ultimate resolution may take place. Some 


apparent bile-duct proliferation is seen. The Kupffer cells. 


show an increase. The changes in the liver parenchymatous 
cells are definite and moderately severe, there being some 
disorganisation of the liver-cell columns and the appearance 
of many swollen cells with abnormal nuclei as well as a 
number of cells in various stages of necrosis and autolysis. 
This activity agrees with the inflammation evidenced clinically 
by a rising serum bilirubin between the 26th and 36th day 
of illness. 

Dible, McMichael and Sherlock (1943) have shown 
by liver biopsy studies of cases of. epidemic, arseno- 
therapy and serum jaundice that the histological picture 
in all three types:of case may show a “ diffuse,” “ zonal ”’ 
or “ mixed ” type of lesion. — . 


| SUMMARY 
The clinical and 
suffering from hepatitis following the inoculation of 


laboratory findings in patients. 


Fig. 2—Case 6, 26th day of moderately severe disease. Lesion predominantly 
zonal with periportal cellular infiltration and new bile-duct formation. The 
central zone of the lobule shows Intense degenerative changes with loss of 
liver cells and inflammatory cell Infileration. (Hamatoxylin and eosin: X 90). 


convalescent mumps plasma have been described and 
compared with the findings in infective hepatitis. l 

They showed a greater lag in reporting ill, a lower 
incidence of vomiting, and a higher incidence of severe 
arthralgias and rashes. _, 

. Laboratory studies included white-cell counts, blood- 
bilirubin determinations, and examinations to exclude | 
bacterial infections, Weil’s disease, and infectious 
mononucleosis. | ; 

Liver biopsy was performed in 5 cases and the sections 
are described. ` 

We aro indebted to Mr. E. J. King, PH D, of the British 
Postgraduate Medical School, Hammersmith, for some of 
the chemical analyses. | 
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IMPACTION OF A PROSTATIC STONE IN A 
' URETHRAL STRICTURE. | 


J. B. KINMONTH J. L. PINNIGER 
MS LOND, FROS BMOXFD, MROP 
RESIDENT ASSISTANT SURGEON, DEMONSTRATOR OF PATHOLOGY 
ST. THOMAS’S HOSPITAL AT THE MEDICAL SCHOOL 


A MAN of .62 was admitted to, hospital in November, | 
1943, complaining of 15 hours’ retention of urine. He 
gave a history of winter cough for 7 years, and an attack 
of gonorrhea at the age of 18. For 3 months before 
admission he had had difficulty and frequency in passing 
water, and dribbling incontinence. 

The bladder was palpable in the hypogastrium but 
no stricture could be felt in the urethra. Rectally, the 
prostate was found to be very hard with some irregulari- 
ties in the right lobe. It was not enlarged. Catheters 
would not pass beyond the bulbous urethra. Examina- 
tion of the respiratory system revealed poor chest 
movement, resonant percussion note, and crepitations 


at both bases. He was considered to have an impassable 


stricture in the membranous urethra and a fibrous 
calculous prostatitis. X rays confirmed the presence 
of stones. | T 
_ Suprapubic cystotomy was done, with local anæsthesia. 
The internal urinary meatus felt narrow and the pros- 
tate small-and ‘fibrous. A catheter ‘was inserted with 
minimalescape of urine and slow decompression allowed. 
On the day after operation’ the hlood-urea was 30 mg. 
per 100 c.cm. He was allowed up in a chair soon after 
operation but in spite of this his chest condition deterio- 
rated and he died on the 17th day after operation. 
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Autopsy revealed gross emphysema and broncho- 
pneumonia, with abscess formation, in both lungs. He 
had patchy ischemic atrophy of the kidneys which 
otherwise appeared normal. There was slight inflamma- 
tion of the vesical mucous membrane. The prostate was 
small and very hard; on section it showed excess of 
fibrous tissue, with dilated spaces containing chalky 
stones the size of millet seeds. From the prostate 
down to the bulbous urethra a stricture was present, 
the mucous membrane being leucoplakic and pitted 
with shallow diverticula. The distal end of the stricture 
consisted of a fibrous bar with very smal] lumen. In this 
lumen was found impacted a 
those described above. 


We are indebted to Mr. W. H. C. Romanis for permission 
to publish this note. _ ‘ 


PENTOTHAL SODIUM IN NORTH AFRICA 


; \ 
ə 2500 ADMINISTRATIONS AT A BASE HOSPITAL 


E. S. CURTISS, MB LOND ie 
MAJOR RAMO; SPECIALISP IN AN2STHETICS 


THE origin of this series is, in a way, an accident of 
war. Soon after the arrival of our base‘hospital in North 
Africa, supplies of nitrous oxide became very short, and 
a little later ether too was restricted and stovaine was 
the only easily obtainable anzesthetic for spinal block. 
Supplies of ‘ Pentothal Sodium ’ on the other hand were 
excellent, and we therefore began to use it for longer 
and more extensive operations than previously. Soon 
we embarked on a policy of using it as a routine in the 
absence of established contra-indications such as jaundice, 
asthma, and possible obstruction of the airway by 
trauma or secretions. ! : 

Between January and December, 1943, 2500 cases 
were, anesthetised using pentothal sodium as the, sole 
anesthetic, with ‘ Alopon °’ and scopolamine premedica- 
tion. There were no deaths. ee 


oye 


METHODS 


' Premedication.—Helpful intheshorter cases, premedica- 
tion is essential for the longer ones, and we found some 
combination of morphine and scopolamine the most 
effective. Alopon gr. 4 with scopolamine gr. 1/150, 
or one of the equivalent preparations, gave the best 
results. The best time for giving it was 1} hours before 
operation: a quarter of an hour either side of this 
time (I~1} hours) was satisfactory, but greater variations 
upset the smoothness of anesthesia, sometimes quite 
considerably. With proper premedication and timing 
we found that anesthesia was much smoother, and much 
less pentotHal sodium was needed. Parasympathetico- 
mimetic symptoms were also less evident, and the 
patient was fully prepared for any supplementary 
inhalational anesthesia that became necessary. 
- venous injection of alopon and scopolamine a few minutes. 
before operation was a satisfactory alternative in emer- 
gency cases. The doses may have to be modified if the 
patient is known to have had morphine recently. 

Dosage of pentothal.—We have used several methods 
of administering pentothal, but eventually decided upon 
two :— | | 

Single-dose method, where the calculated dose up to a 

maximum of 0-6 gramme is given in one injection. 

Repeated-dose method, in which, after anssthesia is estab- 

lished, it is maintained by small repeated doses from a 
syringe either directly into the vein or into the rubber 
tubing of an infusion apparátus delivering saline, 

_ plasma or blood. ay 


Repeated doses, it was felt, give more direct contro 
than is obtainable when the drug is dissolved in saline 
and runs continuously into the vein. : 
For purposes of anesthesia, patients may be usefully 
divided into two groups: | ; l 
(A) The fit, or comparatively, fit. 
(B) The unfit—from hæmorrhage, shock or sepsis. 


Group A includes most of the emergency and “ cold ” 
surgery and a good proportion of battle casualties. 
Group B includes many battle casualties, especially 
those with compound fractures of the leg or established 


prostatic stone similar to | 


Intra- ` h 


sepsis, and some cases of recent injury with hæmorrhage, - 


and burns. Many of these ‘‘ unfit ’’ patients have needed 
anesthesia repeatedly during their stay in hospital, 
and we have found pentothal sodium very satisfactory, 
with one important proviso—namely, that normal dosage 
is overdosage for them and may quickly and easily produce 
respiratory failure and collapse. They seldom r 


more than half the amount of pentothal needed by | 


group A patients for the same operative procedure. 
Many of these patients were taking sulphonamides, 
and no untoward effects followed the administration 
of pentothal. l . 
Technique of induction.—For “ fit ” (group A) patients 
we proceeded as follows :— 


Well into the lumen of the selected vein 0-2 g. is injected 
from a 20 c.cm. syringe, through a 23 swe needle. It is 
injected as quickly as the bore of the needle allows (usually 
about 10 sec.). The onset of anesthesia is usually ‘very 
rapid ; eye movements are very constant, ending in central 
arrest, but the most prominent and easily appreciated sign 
is hyperpneea followed by a period of apnea which usually 
lasts about 15-30 seconds. 
mences, & further 0-2 g. is injected in the same manner. 
This is followed within 10 sec. by another bout of hyperpnea 
and apnoea, of a shorter duration. A further 0-1 g. ( i 
a total of 0:5 g.) is then injected. Usually this does not 
cause apnœa, and with regular respirations established, a 
further 0-2-0-3 g. (0.g., up to 0°8 g. in all), can be given alittle 
more slowly. e ; 

The operation area can be exposed, cleansed and towelled 
after the second 0-2 g., and if there is no reflex response to 
the towel clip the operation can start. ‘Chis usually coincides 
with a dose of about 0-7 or 0-8 g. Any reflex response is 
combated by a further addition of 0-1 g. with short peuses 
(15 sec.) until such response ceases. Adequate saturation 


As soon as respiration recom. 


has now been reached and it is only necessary to add smali ' 


quantities of pentothal from time to time to maintain a 
steady level of anesthesia. 


Every patient assessed as ‘‘ unfit’? (group B} was | 


given an initial dose of 0-1 g. instead of 0-2 g. and all 

subsequent doses were also halved. | 
Management of anesthesia.—It is essential to wa 

the respiratory movement of chest or abdomen, which 


gives the key to the patient’s condition, the depth of 


anesthesia and state of the airway. Increase in rate or 
depth of respiration calls for addition of pentothal, 
and so, of course, does any slight reflex movement. 
Colour changes can be watched inthe wound. As a rule 


the airway can be kept clear by turning the head to one | 


side with the neck extended, but occasionally the lower 
jaw needs supporting forwards by an assistant, or a 
pharyngeal airway can be inserted. In head cases, and 
others where access to the head is difficult or impossible 
after the operation has commenced, a rubber naso- 
pharyngeal airway (size 7-8 Magill) about 7 in. Jong 
as been used and found entirely satisfactory ; it is 
long enough to clear the base of the tongue but does 
not reach the epiglottis. (The original used wag the 
airway supplied with the Oxford vaporiser.) The airway 
should never be inserted until anesthesia is deep, for 


in light anzsthesia a spasm of coughing and breath- 


holding may be provoked. Any tendency to cyanosis 
should be countered by administration of oxygen, and 
artificial respiration should be started immediately if 
apnoea and cyanosis are present together, or if apnea 
exceeds 30 seconds ;_but in our series this only happened 
once, and additional oxygen has been needed for only 
a few very ill patients. 


A nursing sister received a single dose of 0-4 g. pentothal 
for manipulation of spine and sacro-iliac joints. She was 
then seen to be apneic and cyanosed, and though her airway 
was clear she made no attempt to breathe. Artificial respira- 
tion, with oxygen and a trickle of carbon dioxide from a 
Boyle’s machine, was immediately applied. Colour improved, 
natural respiration started again almost immediately, and 
2 c.cm. nikethamide intravenously allowed her to be gent 
back to the ward, with consciousness returning, in @ few 
minutes. of 

We have found it of immense value to have an orderly 
trained in anesthetic duties who can refill syringes, 
support the jaw when necessary, and generally keep us 
supplied. 
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RESULTS 


The table is an analysis of our series. The total 
dosage varies considerably in different individuals ; but, 
as a rough guide, average times and doses for group A 
patients have been appended. dn 771 cases pentothal 
sedium was given by the single-dose technique (short 
operations requiring anesthesia for 4-15 minutes). 


In the other 1729 cases the ae arte -dose technique 


was used. The maximum time was 4} hours (head case) 


requiring 2:25 g. and the maximum dose given was 


3:5 g. in 120 minutes for suture and transposition of 
the ulnar nerve. 

Pentothal has fulfilled aH requirements for many 
varied operations usually performed in lst and 2nd 
planes of stage III anzsthesia. In some half-dozen 
cases where difficulty arose on the operating-table 
the trouble was always due to the unsuspected appear- 
ance of secretions in the upper air-passages. 


`~ 


ANALYSIS OF OASES 


Average 
| Tota} |Average | dose 
| 
Operation ' no. ain ) | pentothal 
| (grammes) 
` l 
Sa poendi ioniy RA 32 35 1:7 
Herniotomy | 53 835 1°5 
flydrocele— radical. | 6 30 1-5 
LoD ote i 
bohranio< abscess | 30 1°3 
Appendicectomy aoe: 35 1-6 
‘Colostomy and RRE | 55 1-0° 
Orchidecto a 3 30 1-4 
‘Operation ( ndelenburg’ °g) n- | 
- cluding bilateral cases) i 24 20—40 1-0-1-4 
‘ractures—Kirschner wire exten» ' 
sions, Tobruk plaster, hip spita, ; 461 ~ 25 1-0 
Arthrotomy of knee with meniscec- | 
es te 152 25-30 1-2-1-4 
Other a rthepedic: operations 103 30 1:2 
Explorations for Pda bodies | 94 20-40 | 1:0-1:5 
Amputati ns act ee ee 4 45 0 -6* 
Ons } digits os on 39 20 1-2 
Circumcisio 14 15 1°3 
Dressings, including plaster-of -paris 301 25-50 0-5-0°9 
Burns—dressings 3 45 1:0 
Incision and drainage gross sepsis 120 20 - 0-6 
Secon sutur 68 30 1-2 
Skin aid] pinch (Thiersch) 40 40 1:5 
Piimaiy excision of wounds „t 34 30 1-0 
ests— 
Aspiration ear an 4 =- 15 -0-5 
Rib-resection and drainage 9 20 0-4* 
SECORAAIY, stage drainage—lung i ag 
La Peir a E A 
menoon ligation for secondary 
orrhage ei 40. 06 
p Aou 8sm lactone PE T ae 3 60 1:3 
efly excisions 20 22 1-0 
E Arat- oxplorationmaestoid wounds, 
removal polypi, &c | 10 15 0-6 
Dental—extraction. . 6 410 0:6 
asal—manipulation nasal nonce. i ' 
&e.; inf. turbinectomy : 6 | 25 -0-8 
Rectal—stretching area al : re- 
otra a | 8 | B | 8 
ys pacoPy an oystoe my “0: 
Cere 35 120 2.0 
Biopey a 10 10 . 0-6 
Neurosurgical — — 
Miscellaneous ` a 14 — — 
we Gs) a o 
Total Pl 1729 


Short single-dose technique tor 3 lomi * Extremely il] and 


manipulation, opening sm ab- toxic patients. 
scesses and minor surgery generally 7711 
Grand total .. .. 2500 ' 


Oge man had a parotid abscess and some œdema of the 
nëck—his airway was difficult to keep clear even for the 


short period of anæsthesia required. 


Another stated he had been a difficult subject for anesthesia 
in his youth. During induction with pentothal for: removal 
of, plaster-of-paris and skeletal extension for his fractured 
femur, he coughed up some pus and immediately developed 
an acute laryngeal spasm which recurred several times during 
the operation. He was afterwards operated on successfully 


for drainage of a coincident lung abscess. 


A third man had had 0:9 g. of pentothal on the previous 
night for excision and suture/of a scalp wound. He was 
operated on in the morning for wiring a fractured olecranon 
and received 1-6 g. of pentothal. After 35 min. he coughed 
and developed a troublesome laryngeal spasm. Mucus was 


|) 


‘without fear of anæsthesia. 


“removed from the glottic entrance by swabbing under direct 


vision, and the operation was completed without farther 
incident. : 

The series includes no upper-abdominal surgery, but 
our experience in several difficult and long appendix 
operations requiring 3nd-plane anesthesia for part of 
the time makes us think that more prolonged anzsthesia 
in that plane would need a dosage involving danger of . 
respiratory failure. For the ordinary appendicectomy, 
herniotomy and similar operations pentothal has been 
very satisfactory, and it is certainly the anesthetic of 
choice for most orthopedic operations—especially 
manipulations, skeletal traction, and the drainage and 
dressings and plaster work associated with open fractures. 
For cranial surgery and neurosurgery also; I have found 
it preferable: to inhalation anesthesia, although some 
cranial surgeons think otherwise. 

Besides bemg the least unpleasant means of ‘induction, 
pentothal has other advantages. The favourable reports 
of others in the ward bring. the patient to the. theatre | 
Unpleasant postoperative 
symptoms are rare and although postoperative chest 
complications have occurred in a few cases, their incidence 
has certainly not been higher than after inhalation or 
spinal anesthesia. The rapidity of induction has been ` 
of immense value by saving time between cases in a 
long list. Except for the. abdominal musculature, - 
relaxation is excellent: complete and Jong-continued l 
relaxation of abdominal ‘muscle requires too close an 
approach to the danger mark, although sufficient . 


‘relaxation for lower abdominal surgery does not. 


Respiation is quiet. Owing to the vasodilator effect 
of pentothal, bleeding is more than with chloroform or 
‘'Frilene,’ but less than with éther. Induction is easy 
and rapid even in the toughest patient, and the apparatus 
is very simple and easily portable. 

Contrary to former opinion, postoperative restless- 
ness has been very uncommon in this series, and has 
‘been easily subdued with a further dose of alopon and 
scopolamine. On returning to the ward the patients 
sleep peacefully for a variable time, and many wake up 
asking for a meal. 

It has been my practice to send the patient back to 
the ward with an oral or nasopharyngeal airway (or 
both when necessary) to be removed when no longer 
tolerated. But with many of the short operations this 
was unnecessary, for the swallowing reflex had returned 
before the patients left the theatre and they would 
not tolerate an airway. 

No individual watching by nursing staff has been 


i needed unless difficulties. have arisen in the theatre ; 


but general supervision is of course desirable, for no 
unconscious patient can be left wholly unattended with- 
out some risk. 

The swallowing reflex usually returns in 20-50 
minutes, unless large doses of pentothal have been given, 
when it may not come back for several hours. Once 
this reflex is present, the patient is able to keep his own | 
airway clear, although he ‘may sleep as long as’ 6-8 
hours, with amnesia of even longer duration after large 
doses. The sleeping patient has a clear airway, and 
when work is heavy or the nursing staff is depleted we 
have found this postoperative sleep.an advantage rather 
than otherwise. 

SUMMARY 


Of 2500 administrations of ‘ Pentothal Sodium ’ at a 


-base hospital 771 were given by a single-dose technique | 


(for operations lasting 14-15 minutes) and 1729 by a 
repeated-dose technique (for operations lasting from 
20-240 minutes). There were no deaths. 

Pentothal sodium was employed as the sole aamatnatic. 
but adequate Promo iaon was found to be essential, 
and the timing pf its administration is important. . 

Many patients suffering from hemorrhage, shock or 
toxsemia are included in the series. These seldom required 
more than half the dose of pentothal needed for “ fit ” 
patients undergoing similar operations. 

Pentothal sodium may be more useful in general 
surgical work than has been supposed. | 

I should like to thank Lieut.-Colonel J. C. Nicholson, RAMO, » 


whose encouragement was greatly appreciated, and also my 


colleagues Major A. Donaghy, usa, Mc, and Captain Cross, 
`- Continued at foot of next page 
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GUNSHOT WOUND OF THE COLON 
RECOVERY WITHOUT IMMEDIATE OPERATION 


W. W. WILSON, MB MANO 
. CAPTAIN RAMO 


‘THE mortality of gunshot wounds of the colon is 
notoriously high, either from hemorrhage and shock 
or from infection which follows soiling of the peritoneum 
or the retroperitoneal tissues by the highly infective 
fecal contents. In general], the possibility of recovery 
depends on early and adequate surgical treatment ; 
recovery without operation must be.extremely rare, and 
in the Bulletin of War Medicine 1941-43 I cannot find 
a single case. The following is therefore something of a 
clinical curiosity. : : 

An Arab girl of 17 was wounded in the abdomen by a 
rifle bullet on Jan. 13, 1943. At her village the wound was 
packed with tow, a dressing of wet mud and strips of clothing 
being applied. Eight days later she was admitted to hospital. 

The entry wound was in the left mid-axillary line, about 
2 in. above the level of the umbilicus ;. the exit wound was 
1 in. lateral to and above the umbilicus on the left side. 
' Semi-sdlid fæces were trickling from both wounds, especially 
from the lateral, which in the recumbent position was the 
‘more dependent. It readily admitted the little finger, but 
the fistulous opening within could not be located. , Except 
for the area round the wound, the abdomen was soft; tem- 
perature and pulse were normal, and the general condition 
good. ! 


By radioscopy, a barium enema was demonstrated to pass 


by the splenic flexure and into the transverse colon before 
the opaque medium appeared in the wound track. The 
fistula, then, was in the transverse colon. 

Operation was performed on the 14th day after wounding, 
12 c.cm. of light ‘ Nupercaine’ giving adequate anesthesia. 
A single enema had been given the previous evening, also 
tinct. opii minims 30 by mouth, and an‘hour before operation 
another enema was administered. Í 

A director was passed from the lateral to the medial 
wound and the whole was opened up, showing a granular 
track from wound of entry to wound of exit with an opening 
into the bowel, about a shilling in diameter, in the centre of 
the track. This wound was then packed with hot saline 
swabs and the whole area shut off by towels. Next the 
abdomen was opened through a left paramedian incision. The 
transverse colon with surrounding omentum was seen to be 
adherent to the parietal peritoneum in the neighbourhood of 
the fistulous opening in the left flank. This area having 


been packed off with gauze, the colon and omentum were 


= dissected free. The edges of an opening in the transverse 
colon the size of a shilling were then defined by dissecting 
off the omentum and a loop of the jejunum adherent to the 
lower margin. The colonic wound was closed in an axis 
transverse to that of the gut by continuous catgut suture 
through all layers, overlaid with a second layer of Lembert 
suture. The suture line was further strengthened by omental 
grafts. The paramedian incision was closed, and a tube 
drain was inserted into the peritoneal cavity through the 
old fistulous opening in the flank. The opened track of the 
bullet was curetted of granulations and the edges lightly 
apposed by interrupted. through-and-through sutures em- 
bracing skin and muscle layers. At the posterior angle 
another small drain was left, 

The day after operation the bowels were.opened with a 
small olive-oil enema, and thereafter they were kept open 


daily. The patient was discharged on the 20th day after - 


operation, the lateral wound being almost dry. Six months 
later, when she was seen again, both wounds were soundly 
healed and the bowels were being moved daily. 

-. It is clear that the wounded colon quickly became 
adherent to the abdominal wall and that the risk of 
peritoneal soiling was circumvented by this protective 
reaction and by the rapid development of faecal drainage 
into the track of the bullet. In her successful manage- 


Continued from previous page : | 
RAMC, for their assistance in adopting the technique an 
` recording data. My thanks are also due to Lieut.-Colonel 
Ascroft, MBE, RaMC, and Major F. E. Wheeler, Ramo, for 
much help in preparing this paper, and to Colonel R. A. 
Stark, mc, for permission to publish the figures. 
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ment of this case, Nature endorses the principles at 
present advocated for the immediate surgical treatment 


of such an injury. | 


_ I should like to thank Lt.-Col. W. A. Mackey, RAMO, for 
his‘help in writing this report. : 
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. Synopsis of Clinical Syphilis 


- 


- 9% by suprapubic enucleation. 


. before attempting to work independently. 


JAMES KIRBY HOWLES, BS, MD, MMS, professor of derma- 
tology and syphilology, Louisiana State University. 
(Kimpton. Pp. 671. 30s.) . 


_ Professor Howles admits in the preface that it is not 
easy to produce a synopsis of syphilis and this attempt 
_has its shortcomings. 


Few will agree with the treat- 
ment schedule outlined for early syphilis and for the 
syphilitic woman during pregnancy. . The space devoted 
to therapy is meagre and too much of it relates to mer- 
cury, which seldom finds a place in modern treatment. 
The daily dose (0-01 g.) of mercury oxycyanide recom- 
mended for intravenous injection is very high. The 
author is probably clear himself that spirocheetes 
circulate in the blood-stream before the appearance of 
the chancre but it is confusing to read that ‘‘ the second 
barrier [to the entrance of the spirochte] is the local 
sore or chancre.” The clinical manifestations are, in 
general, well presented but are coloured by Professor 
Howles’s experience among the negro population of the 
Southern States where vitamin deficiency is prevalent. 
In this country at least, spoon nails are neither ‘‘ very 
unusual ” nor ‘‘ pathognomonic of syphilis.” The book 
is well produced and has interest for experienced practi- | 
tioners and specialists. | l 


Endoscopic Prostatic Surgery 


R. W. BARNES, Ms, Facs, professor of clinical urology, 
College of Medical Evangelists, Los Angeles. . (Kimpton. 
Pp. 224. 30s.) 

THE operation of transurethral prostatectomy has now 
been on trial for more than 12 years, and has become 
firmly established in leading urological clinics. This 
book is the most comprehensive study of the subject yet 
published. As Professor Barnes remarks, successful 
endoscopic prostatic resection demands considerably 
more preparation and practical application from the 
surgeon than do other forms of genito-urinary surgery ; 
and it is essential that he should submit to an intensive 
term of study, observation, and supervised practice 
No written 
instructions can take the place of clinical practice, but 
Barnes has set forth the technique so carefully, and with: 
such good illustrations, that the book must be servicepblJe 
to all urological surgeons who essay proficiency in this | 
field. - He prefers the endothermy loop type of instru- 
ment, and the greater part of the work is devoted to 
the use of this resectoscope. Dr. Bumpus contributes 
a chapter on the use of the cold punch for the benefit 
of those who prefer it. Postoperative care is, described 
in detail; every assistant, nurse, and orderly concerned 
with the management of such cases should be convergant 


with the principles set forth here. | 


Transurethral Prostatectomy 


R. M. NEsBIT, MD, FACS, associate professor of surgery, 
University of Michigan. (Bailliére. Pp. 140. 41s.) 
THH scope of this book is similar to Prof. R. W. 

Barnes’s Endoscopic Prostatic Surgery. Details of the 
operation, and of Professor Nesbit’s own technique, are 
set out and well illustrated. The manceuvre of resec- 
tion through a perineal urethrostomy is described; at 
his clinic it is employed in 20% of cases. It allows the 
use of a larger instrument and rapid removal of a 
amount of tissue. The figures as reported from the 
service at Ann Arbor are noteworthy; the last 1000 
patients operated upon endoscopically show a mortality- 
rate of 2:1%, Dr. Nesbit’s personal series of 645 cases 
a mortality-rate of 1-2%. In the period 1938-41, 83% of 
cases of. benign prostaticy obstruction were dealt with 
transurethrally, 10% by perineal prostatectomy, and 
The book is a worthy 
companion volume to that of Professor Barnes. 
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CONTROL OF AIR-BORNE INFECTION 


EramTY years ago FLORENCE NIGHTINGALE con- 


demnied large‘ undivided wards and deficiencies of 
ventilation, of bed-space and of light as the root 
causes of hospital infection. She was an advocate of 
damp dusting and sweeping. The other day in 
opening a discussion before the epidemiological section 
of the Royal Society of Medicine, held at the National 
Institute for Medical Research, Dr. R. B. BouRDILLON 
recommended good ventilation and avoidance of 


overcrowding, adequate daylight, control of dust, and | 


aerial disinfectants, in that order of importance, as 
preventives of infection through the air. Good 
ventilation could be preached and practised much 
more than is done in many hospitals, for in the pung- 
ent Nightingale language ‘f windows were made to be 


opened and doors to be shut ” and patients in bed are 


little affected by cold. Admittedly protective war- 
time measures, in the shape of bricked-up windows, 
blackout and the like, interfere with proper ventila- 
tion, and hospital authorities should be encouraged 


to dispense with them as soon as it is safe to do so. 
_ The bactericidal action of daylight through ordmary 


glass has lately been demonstrated anew by GaRRop. 
The part that infected dust plays in air-borne 


infection is not easily determined, because of lack of - 


direct evidence. Despite ample information about the 
resistance of many respiratory pathogens, both bacteria 
and viruses, to natural drying, and the astronomical 
numbers of them that may be present in one gramme 
` of hospital dust, its practical importance has been hard 
to assess. Convicting circumstantial evidence however 
has lately been provided by WRIGHT, CRUICKSHANK 
and Gunn? in the control of- secondary strepto- 
coccal infection in a measles ward. “Having shown 
that 50-60% of all patients in two identical wards 
became carriers of a particular ee (type 6) 
after admission, and that 18% them develdped 
suppurative: otitis media due to the epidemic strain, 
. these workers proceeded to oil all garments, blankets, 
bed linen, and gowns in one of the wards, whose floor 
was already oiled. As a result the numbers of hæmo- 
lytic streptococci in the air during bedmaking . fell 
from counts of 100-150 per 50 cubic feet to nil in the 
oiled ward, but showed little change in the control 
‘ward ; the bacteriological cross-infection rate with the 
epidemic strain was 18-6°% compared with 73-3% in 
the control ward, and the incidence of otitis media 
was 2°8% in the oiled ward against 14-3% in the 
untreated ward. It is noteworthy that oiling of the 
floor alone during the preliminary period of the experi- 
ment did not affect the cross-infection rate, which was 
reduced only when the streptococci were pinned down 
to the bedclothes, their first reservoir after leaving 
the respiratory tract. In an accompanying paper 
Harwoop and his colleagues? of the British Laun- 
“derers’ Research Association laboratories describe 


: Ga mod, L. P. B i. med: J. Feb. „19, 1944, p. 245. 
" Wright, J., Foickshenic, R. and Gunn, . Ibid, May 6, 
A Harwood, C., Powney, J. and Edwards, ©. W. Ibid, May 


. 611. 
‚D. 615. 


how oiling of bed linen is now a practicable procedure 


in any hospital laundry that observesa correct washing 
technique. However, these resulta must not be — 
interpreted as an indication for generalised oiling of 
hospital bedclothes. Dust- borne infection is a parti- 
cular hazard in wards where many cases of a “ res- 
piratory ” infection are congregated—e.g., in gcarlet 
fever, diphtheria and. tuberculosis wards—or where 
tissues are especially liable to secondary infection, 
as after measles and influenza, or in ear, nose and 
throat or burns units. The risk of dust-borne infec- 
tion of wounds will vary (as Professor MILES points 
out in his timely lecture in this week’s issue) according 
to the size of the wound, the duration of exposure 
during dressings, and the precautions taken to 
minimise the risks at the time of dressing. 

If the clinician has been doubtful about dust-borne 
infection, he has more readily admitted the possibility | _ 
of an aerial spread of certain virus diseases such as. 
smallpox, chickenpox and measles. The high incid- 
ence of secondary infection among susceptible children 
after a primary ease of chickenpox or measles sug- 
gests not only an air-borne infection by moist droplet- 
nuclei, but also an extremely small infecting dose of 
the virus-carrying particles ; conditions, in fact, that 


would make control by aerial disinfectants particularly 


suitable: Direct disinfection of the air may be 
attempted by one of two methods—the use of ultra- 


violet light or chemical antiseptics atomised or. 


volatilised into the air. Sterilisation of air by UV. 
has been made more practicable by the introduction 
of low-pressure mercury-vapour lamps. They have 
been used.to produce an irradiated “ceiling” with 
lamps whose rays are directed upwards and which 
depend on natural air currents for effective sterilisa- 
tion ; “ curtains ” of UV light around beds, replacing 
solid partitions; and ducts containing the lamps with 
fans to draw the air over the light. The irradiated 
ceiling has been used in schools with apparent success 
in controlling epidemic spread of measles, mumps and 
chickenpox. UV screens, obviously not without 
danger or defect, have been used in pediatric hospitals — 
both in the United States > and Canada * and seemed 
to be as effective as “cell ” isolation for the control 
of respiratory infections. Thus UV light—clean, 
unobtrusive, relatively cheap after initial installation, 
and most effective in atmospheres of fairly low | 
humidity—has spand favour as an aerial disinfectant 
in America. 

Antiseptic mists of finely Sprayed or vaporised | 
disinfectants have been studied principally by workers 
in this country; notably by MASTERMAN, PULVER- 
TAFT, Twort and his colleagues, and the scientific 


staff of the National Institute for Medical Research. 


The conception of TRILLAT that certain atomised 
antiseptics act as “ aerosols,” destroying bacteria in 


the air by collision and adsorption, has given place 


to the view, originally sponsored by MASTERMAN’ for 
sodium hypochlorite and developed by ROBERTSON 
and his colleagues* with the glycols, that the 
antiseptic acts by condensation of its vapour on the 
bacteria-carrying particles and quickly: destroys their 


. Wells, W. F., Wells, M. W. Pd ay T: S. Amer. J. Hyg. 1942,35,97. ` 
' Del Mundo £., McKhann, C. F. Amer.J. Dis. Chi 75941, 61, 213. 
. Robertson, E; C., Doyle, M. E., Tisdali, F. F. J. Amer. med. Ags. 


1943, 121, $08; 
Mast erman,. T.J. H Camb. 1941, 41, 44. 
Puck, 1 T, ste EAA Oe H., Lemon, H. M. J. exp. Med. 1943, 
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contents. ..With this new concept, LovELooK and 
his co-workers ° argued * that condensation of the 


atomised or volatilised antiseptic on the bacteria- . 


carrying particles would ‘be favoured by its having 


a low vapour pressure so that saturation of the - 


atmospheré could be readily achieved; water- 
solubility so that the antiseptic would dissolve in 
the moisture of which the particle is mostly composed ; 
and stability in the air for continuity of action. 
On this basis, they have tested a number of hydroxy 


acids, among them lactic acid which in a concentration ` 


of 0-1 mg. per cubic foot proved to be a remarkably 


effective aerial antiseptic over a wide range of relative 


humidities (30-80%). Humidity is an important 
factor in the efficiency of different aerial disinfectants : 


thus propylene glycol is most rapidly lethal at a. 


relative humidity of 60%; triethylene glycol at 
. 35-45%; and resorcinol at 75%. The resistance of 
dried saprophytic bacteria to disinfectant mists must 
not be regarded too seriously, for. hypochlorite, the 
glycols and lactic acid are all quickly lethal to 
-bacteria-carrying droplets freshly sprayed from the 
respiratory tract, as well as to finely atomised bacteria 
and viruses sprayed into an experimental chamber. 
As regards field trials, Harris‘ and STOKES ™ in a 
well-controlled experiment found a remarkable reduc- 
tion of colds in a children’s convalescent home from 
the use of propylene and triethylene glycol.. But, as 


BoOURDILLON commented at the RSM discussion, there. 


are still many obstacles to practical trials of aerial 
disirifectants on a large scale in this country, includ- 
ing the lack of sustained interest, the trouble and 
_ expense involved, the elusiveness of viruses, the diffi- 
culties in the way of properly controlled tests. Yet 
opportunities there are in plenty ; in hospitals, schools, 
cinemas and barracks. For sudden large-scale epide- 
mics such as an outbreak of influenza, BouRDILLON 
recommends the use of hypochlorite ; ‘for continuous 
use on a smaller scale—e.g., in hospitals or cinemas— 
UV light, the glycols (difficult to obtain at present), 
or lactic acid would be more suitable. .These new 
concepts and methods encourage the hope that we 
may be on the threshold of an attack upon the 
respiratory diseases similar in its consequences to 
those that the water-carriage system of sewage disposal 
had upon the intestinal infections. 


BIOTIN E 


THE existence of vitamin H or biotin. has been 
recognised for some forty years, but it is only com- 
paratively lately that its properties have become 
known in any detail. The story of this newly charac- 
terised substance is a striking example of the way in 
which seemingly unrelated researches may supple- 
' merit one another. 

In 1901 WILDIERs observed that for satisfactory 
growth many yeasts and other micro-organisms re- 
quire a factor, ‘‘ bios,” absent from ordinary synthetic 
media but present in extracts of most plant and animal 
tissues. In 1923 this bios was shown to be a complex 
growth factor, and in the next year Lucas } separated 
it into bios rand bios 1m. In 1928 Eastcort” isolated 
bios 1 in the pure crystalline state and identified it as 
the long-known ?-inositol. Later bios m itself was 


9. Lovelock, J. E., Lidwell, O. M. and Raymond, W. F. Nature, 
Lond. Jan 1, 1944, p. 90. 

10. Harris, T. N. 'and Stokes, J. Amer. J. med. Sci. 1943, 206, 631. 

1. Lucas, G. H. W. J. Phys. Chem. 1924, 28, 1180. 

2. Eastcott, E. V. Ibid, 1928, 32, 1094. 
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shown to be a complex, of which one component, 


biotin, was first isolated by Kéan and Tönxıs #,in | 


1936; their raw material was dried yolk of ducks’ 
eggs, from 250 kg. of which they obtained only 1-1 mg. 


of crystalline biotin. For twenty years previously ` 


other workers had been engaged in what was appar- 
ently quite another field. BATEMAN in 1916 noted 
that egg-white has a definite toxicity if included in 
large amounts in the diet of animals, and in 1927 
Boas™ described the so-called egg-white injury. In 
1931 GyOrey recognised the necessity of an anti-egg- 
white-injury factor for man, proposing the name 
vitamin H, and in 1940 pu VieNEAUD and his colla- 
borators demonstrated the identity of vitamin H and 
biotin. Since then rapid progress has been made in 

the chemical : investigations. -In 1942 convincing 
evidence for the structure of biotin was put forward,” 
and within the past year this has been confirmed by 


_ synthesis of biotin in the laboratories of Merck and Co. 


Inc. in America. It consists essentially of a reduced 
thiophene ring bearing a valeric acid side-chain and 
fused with a molecule of urea to form a second 
heterocyclic ring. 

Although the chemical study of biotin is now very 
complete, its physiological properties are still not 
fully understood. It is essential to the growth of a 
wide range of micro-organisms and can act in very high 
dilutions ; thus by using suitable test organisms, 
such as Saccharomyces cerevisie, dilutions as great as 
one part in 400,000,000 can be both detected and- 
measured. Many bacterial species and several moulds 
possess, or can acquire,-the power of synthesising 
these include ` strains of M ycobacterium 
tuberculosis, Bacillus anthracis and Staphylococcus 
aureus. — For. many micro-organisms biotin from 
which the sulphur has been removed (desthiobiotin) 
appears to be as effective as biotin itself, probably 
because they can change it back to biotin. 
isms in the rumen of cattle have been shown to be 
capable of synthesising biotin and the intestinal flora of 
other animals may also possess this power. The egg- 
white injury demonstrated in rats is not a direct toxic 
effect but the result of biotin deficiency, for egg-white 
contains a protein constituent, avidin, which readily 
combines with biotin and renders it unavailable to the 
body. The consequences are typically a dermatitis of 
seborrheic desquamative type, accompanied by de- 
nudation of the hair around the eyes—the “ spectacle. 
eye.” - Unless the condition is of long standing the 
symptoms can be quiekly-cured by administra tion of 
biotin, but continuing deficiency leads to great emacia- 
tion and death. In chicks analogous signs are seen. 

While biotin is undoubtedly essential for ma n as, 
well. as for animals, information on human require- 
ments and the effects of deficiency is still scanty. 
The reason no doubt is that this vitamin is widely 
distributed in food and resists most cooking proc esses, 
while tiny quantities suffice to maintain health. It is 
found, in very small amounts, in the tissues of all 
higher animals, and especially in liver, kidney, eggs and 
milk. “Trypsinised liver contains of the order of 1800 
millimicrogrammes per gramme dry weight, and milk 
roughly 10 millimicrogrammes per millilitre. It has 


been reported that the biotin content of tumour tissue . 


is generally higher than that of normal tissue of the 


13. Kögl, F. and Tönnis, B. Hoppe-Seyl. Z. 1936, 242, 43. 
14. Boas, M. A. Biochem. J. 1927, 21, 712. 
.15. du Vigneaud, V. Science, 1942, 96, 454. 
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same type, but the significance of this is uncertain. 
_ Since the vitamin is also widely distributed in the 
plant kingdom, all ordinary diets contain adequate 
amounts. No clear-cut. cases-of: acute spontaneous 
deficiency seem to have been described, and it is 


probable that the condition will develop only in- 


- association with other vitamin deficiencies—e.g., 
chronic alcoholics and others living on unnatural ious: 
SYDENSTRICKER, however, is able to report some 
interesting observations on four human volunteers in 
whom: biotin deficiency was induced by a diet in 
which 30% of the calories were supplied by egg-white. 
All other known vitamins were supplied in adequate 
amounts. After 3-4 weeks the subjects developed 
a striking ashy pallor of the skin and mucous mem- 
branes, followed by a branny desquamation. Ex- 


treme lassitude, muscular pains and anorexia were 


also noted. Blood ` changes recorded included ‘a 


reduction in red cells, a slight rise in bile pigments and- 


a considerable rise in serum cholesterol. Parenteral 
administration: of biotin removed the symptoms 
speedily. It appeared that the minimum quantity 
necessary to maintain relief was 150 pg daily, and at 
present this appears to be the only available estimate 
of human requirements. 
‘Vitamin H therapy is said to have been successful 
in a few cases of acne vulgaris?” and of furunculosis. 
Recent accounts in the popular press have attributed 
to biotin remarkable powers of restoring lost hair, but 


the facts indicate only that certain cases of baldness in 


men, arising from seborrhea, have benefited from its 
administration. The vitamin has also been used, 
though with doubtful advantage, in the treatment of 
other skin diseases. As supplies increase, further 
therapeutic uses may be. found for this remarkable 
substance. . 


‘MITE versus MAN 


ScasBies is still widespread. In a few districts 
where its high incidence in 1942 provoked strenuous 
action the epidemic peak may have been reached, 
but most clinics treated more cases during 1943 than 
ever’ before. 

- Diagnosis seems to present difficulties. Treatment 
centres find that at least a quarter of the cases‘ sent 


in (apart from contacts referred as a precautionary 


measure). are not infested with the mite at all. 
In the past many genuine cases were first diagnosed 
as something else, but the present tendency, Bacon * 
thinks, is to diagnose it too readily, and the confusion 
S unfortunate because the more serious complaint 
vhich is present will probably be aggravated by 
‘reatment for scabies. Moreover it is not nice, 
vithout due cause, to become “ a potential candidate 
or action under the Scabies Order (1941).” The 
mly way of making quite sure is to find the acarus. 
The dermatologist with an initial flair and many 


rears of. experience may be entitled to diagnose. 


cabies from the clinical picture. Finding the acarus 
3 a trick which can be learned by almost anyone in 
| few hours. The first essential is a good light ; 
ew even of the special clinics are so equipped. 
Ytherwise only a lens and a needle are required, 
hough some sort of microscope is useful (as in the 
finistry of Health’s film Scabies) to impress the 
$. Sydenstricker, V. P., Singal, S. A., Briggs, A: P., De 

N. M. a nd Isbell, H. J. Amer. med. Ass. 1942, 118, 1199. 
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one or two on-the-hands and wrists. 


toms from scabies as it was seen before the war. 


Vaughn, — 
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pou with the “ ferocity of the beast that is biting 
him.” -` The technique for finding the acarus ‘has been 


well described 1” and the whole process is manifest in 


the film mentioned. Blind digging is seldom successful. 
The number of occupied burrows, even in a serious 
case, is likely to be small, perhaps. only a dozen in all, 
but in the large majority of cases there are at least 
Areas with 
sepsis and impetigo should be avoided ; the mite only 
lives in normal skin. Experience in Birmingham 
clinics has satisfied Bacon that identification of 
the acarus is not only practicable but essential for — 
efficiency, particularly in the recognition of relapses 
and exclusion of reinfections. The irritation which: 
persists for a time after successful treatment is made 
worse by the further application of sarcopticides. 
No-one should be misled by the fact that scabies as 
seen today may seem to differ in appearance and Symp” 
‘he 
interpretation of this observation is simple but import- 
ant. Before the war scabies was not very common and 
was more familiar to doctors in touch with the poorest 
section of the community. Most cases that came 
for treatment were of long standing, with extensive 
areas of secondary infection ; the number of parasites 
and of burrows was small. Nowadays, when scabies 
is common, it is often seep in the well-to-do and well- 
cared-for ; it may come under treatment, particularly 
in contacts, within a week or two of infection. In 
such patients secondary sepsis is rare, and not being 
sensitised they have little erythema and few obvious 
signs of the disease. But to the initiated these 
uncomplicated parasitic infections are not difficult to 
diagnose. Burrows .can always be found, more 
numerous indeed than in long-standing secondarily 
infected cases, though the absence of inflammation 
makes them less apparent. Every case that is 
treated at this stage, before any serious disablement, 
will not only save that. individual much discomfort 
but, as this is the type of scabies most likely to be 
transmitted, it will help to keep the epidemic in 
check. "Although it is desirable for those diagnosing 
scabies to be able to find and remove the acarus it is 
not necessary to do so in every case. The. more 
skilful one. is in finding the acarus the less often 
will it be necessary to perform the operation. The 
belief that scabies is a dirt disease still persists. Yet 
we now know that contact—especially intimate 
personal contact—between one cleanly person and — 
another suffering from scabies may result in. trans- 
ference, and once the female mite has burrowed into 
the skin (which she does within an hour) no amount 
of ordinary bathing or washing will dislodge her. 
The onset of clinical symptoms is then inevitable, 
though they may take a month to appear. Cleanli; 
ness is no protection against scabies. 
The best method of treatment is not yet agreed, but 
on a survey of the various methods used the lowest 
common dénominator—i.e., the simplest routine 
which produces satisfactory results—appears to be 
that adopted by GRAHAM ® who gives one painting only 


-~ with the benzyl-benzoate emulsion recommended in.the 


Ministry of Health circular .of April, 1942, and agrees 


with the circular of February, 1943, in not disinfesting | 


clothes or bedding as a routine. ‘His relapse rate is 


under 1%. At the Poolsbrook centre attention is 
19. eg. Mellanby, K. Scabies, Oxford War Manuals, 1943. 
20. Graham, J. R. Brit. med. J. 1944, i, 130. 
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concentrated .on- exact diagnosis and on treating the 


whole family, even if free from symptoms. Provided 
that the standard is mamtained and care taken that 


- the whole body surface is painted it looks as if this. 


simple system might be generally adopted with equal 
success. Failure in treatment is too often failure 
in diagnosis. Treatment centres are not available 
for everyone ; some practitioners still prefer to treat 


their own cases, and some patients are loath to visit 


a centre. Scabies. can be treated successfully in the 
home if the patient receives and follows precise and 
detailed instruction in the method successful in the 
clinic. Home treatment does not mean innumerable 
pots of sulphur omtment and boiling the bedding 
after every inunction. If simple ` cases do not clear 
up in a few days, then there is something wrong with 
the treatment. . Secondary epas of course may. take 
longer to recover. 

Granted that there need be little difficulty in curing 
cases of scabies as they arise, will this help materially 
to end the present epidemic ? The answer is probably 
Yes. It has long been held that scabies confers 
no immunity on its sufferers... Recent work by 
MELLANBY ™ suggests, however, that something in the 
nature of an immunity does arise. A person may 
have the disease for many years and may be rein- 
fected several times, but each succeeding reinfection 
is more difficult than the last, and since chronic cases. 
can support few parasites they are not so apt to spread 
the disease as are earlier infections. Thus Nature, 
by building up this relative immunity in the infected 
population, reinforces our efforts in eradicating the 
disease. If at the same time there is no slackening 
in these efforts, the end of the scabies epidemic may 
come sooner than many have dared to hope. 


Aaronon 


ANÆMTTA IN INFECTION 


It has been known for a long time that. in chronic 
infections anæmia is liable to develop and resist all 
treatment until the infection itself is checked. In burns 
- cases anemia is also common, even when: the lesion is 
clear of infection, and such an anemia is often equally 
stubborn and has to be met by blood-transfusions. 


Little is known about how these anemias are produced. 


Morphological studies have not given much help : sternal 
puncture usually shows a normoblastic marrow with either 
normal or increased activity, and no special changes are 
. seen in the erythroblasts themselves. Saifi and Vaughan*? 
have now published more data on the subject. In their 
cases the blood-picture was that of a normocytic or 
microcytic anemia and no evidence of increased hemo- 
tysis was found. Fifteen patients died and the oppor- 
tunity was taken to examine the bone-marrow of the long 
bones and of the sternum—taken as representative of 
the fiat bones since they all show similar changes. ‘The 
results confirm the deductions from. sternal puncture ; 
no aplasia of the erythropoietic tissue was found and in 
most cases there was increased activity of the marrow, 
mainly leucopoietic. They therefore fall back on their 
previous suggestion * that the anzmia in infection is due 
to interference with the synthesis of hemoglobin. But 
the evidence for this is still tenuous. Rimington esti- 
mated the coproporphyrin excretion in 3 of their previous 
series of cases, and found a moderately increased excre- 
tion, equally of coproporphyrins 1 and WI. The inter- 
pretation of changes in porphyrin metabolism is motor: 
a peers keg K K. ae rasitology, Jie ta 35, 197. 


it, M. F. and Vaughan, J J. Path. Bact. Apot, 1944, D. 189. 
23. Vaughan, F. M. and Saifi, M. F. Ibid, 1939, 49, 69. 
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ously difficult, but on the current theory that heme- 


globin is produced from series III porphyrin and the series 
I porphyrin is a parallel but unused side-product, this 


-could be taken to suggest that hemoglobin is not being 


synthesised in the usual amounts, the unused porphyrin 
ir bemg excreted. The experiments of Robscheit- 
Robbins and’ Whipple * showed that an animal made 
anæmic by bleeding would absorb iron, but the induced 
anemia would not be. relieved if local infection was 
present.; treatment of the local infection was followed 
by blood regeneration without farther iron being givem = 


this supports the idea of failure of hemoglobin synthesis. 


ere seems to be reasonable ground for the conclusion. 
that the anemia of infection is. essentially metabolic. in 
origin. If so, it is clear that before hemoglobin meta- 
bolism is established. as the weak point ‘Rimington’ S 
results need repetition on a much larger scale. There 
will unfortunately be plenty of materi al_—the chronicalky 


‘infeeted case is still with us. The bottle-neck is the 


technical difficulty of porphyrin estimations which are 
lengthy-and delicate undertakings, not too easy of inter- 
pretation. There are also other factors to be considered 
such as nutrition. Does the chronically infected patient 
get all the essential food materials provided steadily 
during bis illness ? The observations of Logie * suggest 
that he may not, so this factor will also have to be 
controlled. The opportunity for answering these ques- 
tions, is here; whether those who could provide the 
answers can give the time needed is another matter ; for 
the present it seems best to keep an open mind on the 
cause of anemia in infection, but to treat it by seeing 
that the patient is getting adequate protein, iron, and 
vitamins B and C, and. = giving blood-transfusions 


when necessary. 


THE NAUGHTY DEFECTIVE: 

Wuat is the right. environment for the mentally 
defective. child who becomes a chronie deBbnquent:? 
Some of the problems he presents are considered: by 
Dr. F. Douglas Turner, superintendent of the Royal 
Eastern Counties. Institution, in. his annual report for 
1943. 
authorities are apt to give precedence to defectives 
brought into court for delinquency; in preference to tirese 
who have never been in trouble—though these often need 
training just as much as the delinquents and respond to it 
better. It is, of course, more convenient for the com- 
munity to have its delinquent defectives under ‘care, but 
these more turbulent inmates can seriously disturb the 


_welfare of the whole institutional population. Time was 


when Dr. Turner believed that delinquent defectives 
would profit by assoeiation with the ordinary amiable 
type of defective, and that life in an institution under 
care of a specially trained staff might be expected to 
stabilise them and fit them to try life in the outside werla 
again. This has proved to be the truth for many eases ; 
but, as he points out, delinquents who fail to improve 
stay on and form a hard core, which naturally grows in 
size. With an increase in the admissions of patients. of 
this type the core must grow faster, and there'is even a 
chance that they may turn the tables by leading astray 
the well-behaved and pleasant defectives who form the 
bulk of the population. This danger is presumably not 
great, since striking differences between the two groups 
of patients operate against it. The delinquents, for 
example, are not accessible to the usual good influences ; 

they abuse privileges and resent control, though they 
are seldom violent or dangerous. 
unreliable, however, conditions for all must be made more 
stringent than would otherwise be necessary. Dr. 
Turner quotes the points of difference between the two 
groups as summarised by E. R. Johnstone, director of 
the training school (550 beds) at Vineland, NJ. The 


24. Po -Robbins, URS S.and Whipple, G. H. J. exp, Med. 1936, 


See Lancet, June 3,.1944, D. 727. 
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delinquents keep secrets among 
tale-bearers. They lay plans and set watchers, steal and 
hide loot, fight Monga nh bait new members of the 
staff. The ordinary defective, on the other hand, cannot 
keep a secret or make a plan. Anything he steals he uses 
openly. He quarrels, but if anyone gets hurt he begins 
to ory, and he easily forgives an offence. With new- 
comers he is friendly and affable. He is socially incom- 
petent, merely, where the delinquent is socially unfit. © 
These differences seem to turn to some extent on a 
capacity for affection: the ordinary defective is emo- 
tionally accessible, the delinquent is not. What the 
ætiology of this state may be, and whether it can be 
‘relieved, are still subjects for investigation. Bowlby’s ! 
suggestion that a defect or interruption in the mother- 
child relationship in early life may have some bearing on 
the development of the affectionless delinquent is perhaps 
worth keeping in mind. In some defectives the delin- 
quency is the chief problem, the mental defect only of 
minor degree. If they are charged and sentenced they 


can be put on probation, or sent to prison, or Borstal, or.. 


to a senior Home Office school, or a mental deficiency 
~- institution; and of these the institution for various 
reasons often seems the most suitable. Until we know 
‘more about the condition it might be wise, in the interests 


of ordinary defectives, to segregate defective delinquents. 


in separate institutions, as Dr. Turner partly hints: but 
what are their individual hopes of achieving stability in 
such a society ? - It is a parallel problem to that of the 
“ old lag,” and we must go on worrying at it until we find 
a method which answers. A better plan might be to 
increase the resident accommodation for defectives of all 
types—anyhow an urgent need—and distribute the 
‘delinquent defectives among them. Well diluted, they 


would have a better chance of taking colour from their 


surreundings. 
| A HEALTH “SURVEY 
A NEw and interesting approach to measuring the 
health of the population is reported by Dr. Percy 
Stocks:? Each month the field workers of the Wartime 
Social Survey are interviewing a carefully arranged 
random sample of the civilian population between the 
working ages of 16 and 65 in all parts of Great Britain, 
urban and rural. From each of these persons is obtained, 
so far as his memory will allow, a history of the illnesses, 
melnding injuries, which he has suffered in the previous 
3 months. Thus early in January 1944 ‘persons were 
cross-examined regarding their health from October to 
December 1943, and early in February another 2399 
in relation to the previous November to January. The 
aim is to obtam a monthly sample of 2600 and thus in 
time to build up a of the incidence of illness and 
injuries at different points of the year, the duration of 
incapacity .and resort to various forms of medical treat- 
' ment, and finally the association of these with such 
social factors as housing density and occupation. ° These 
preliminary notes deal only with the reported frequencies 
of illness and injury in genera] and in a few. important 
disease groups. Such illnesses were first placed in one 
of four defined categories, namely, serious (usually 


- producing total incapacity to work for 4 weeks or more 


or involving considerable risk of death); moderate or 
mild (usually producing.total incapacity to work for 3 
days or more); minor. (ailments of definite diagnosis 
which usually do not incapacitate from work for as 
long as 3 days); and symptomatic (symptoms without 
definite diagnosis). 

In each of the two samples about 30% of people of 
these working ages reported no attack at all of illness, 
minor ailment or symptom during the previous 3 months. 
About 2% in:each month had suffered a serious illness, 
while the incidence of moderate or mild illness was some 
1, Internat. J. Psycho-anal. April, 1940, p. 154; and see Lancet, 


1940, if 
B. Mon, Bull. 3 nist. Hlth, 1944, 46, 70. 
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themselves and punish 


-the service of medical education. 
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8% in October, 11-12% 3 im November, 15% in December, 
and 13% in January. Where they overlapped the two . 
samples gave very much the same answers. There is 
evidence Chak the recolloction of minor ailments tends, 
as one wonld expect, to bécome less exact the farther the 
interview is from the time of the ailment. Their incid- 
ence during the months of October to January was 
probably of the order of 13, 17, 27 and 21 per 100 persons 
~at risk. Ill-defined symptoms were recorded by about — 
34% in each month, and injuries by- about 1%... In 
terms of duration of incapacity it appears that in the. 8 
winter months November—January the population -was 
iaid up on the average for nearly 54 days per head. This 
period includes the influenza epidemic and the figures 
show that about 24% of those interviewed claimed to 
have had influenza (self-diagnosed in many instances). 
Rheumatism in its various forms was reported by 8-9% 
of both men and women. In the January sample 12% 
of women recorded gynecological, menstrual or meno- 
pausal disorders and 5% were incapacitated on this 
account for one or more days. Other commonly 
reported disorders were gastritis and .dyspepsia, eye 
conditions, dental troubles and skin diseases. 

A provisional analysis of the February sample gives 
figures of the number of visits made to or by doctors 
during November to J anuary. The average number 
made per person (ill or not ill) in the 3 months was 1-69, 
of which nearly a third were by the dector to the patient’s : 
home, nearly two-thirds by the patients to the doctor’s | 
house, and the remainder to hospitals, olinios and the 
like. . 

v ITAMIN C IN NASTURTIUM 

THE leaves of nasturtium, -Trepewolum majus, have 
been shown by Sutherland,’ of Auckland, NZ, to be a 
very rich source of vitamin C. The samples tested gave 
concentrations ranging from 200 to 465 mg. per 100 g. 
This can be compared with the 46 mg. of lettuce, 37 mg. 
of mustard and cress, and 154 mg. ‘of parsley; if the 


New Zealand figures are confirmed in this country,  . 
nasturtium will head the list of salad vegetables. Small . 


leaves usually gave the highest values. The stalks also 
proved a rich source, containing 100—160 mg. per 100 g. 
An extract containing about 150 mg. per 100 c.cm. can 
be made by boiling the leaves for 3 minutes in just 
enough water to cover them, and the pungent taste 
as said to disappear during boiling. It may be recalled 


_ that Herba nasturtii indici was long ago in the official | 


German Pharmacopoeia for its antiscorbutic properties. 


ANZESTHETICS ON THE SCREEN 
THERE is no doubt that the cinematograph might with 
advantage be much more widely employed than it is ‘in 
Perhaps it is held back 
chiefly by technical and financial difficulties which 


- obstruct the authorities of theanedical schools. If that is 


so, we must hope that they will be speedily overcome in the 
after-the-war years. In the meantime, it is good to see 
@ great commercial undertaking stepping in to help. 
With the collaboration of the department of anesthetics 
of Westminster Hospital the Imperial Chemical Industries 
have produced a. series of films illustrating the use of 
anesthetics. The first three, shown on June 12, took | 
about an hour and a half. The design of the exhibition 
was excellent’ and its production no less so. The film, 
on open drop ether, demonstrated the method in practical 
detail. All necessary apparatus was assembled and. 
explained, including airways, gags and masks, and drops 
for the patient’s eyes at the close of operation. The 
lecturer described clearly and simply everything that was 
done, his remarks synchronising well with the action. 

The two other films, showing endotracheal and intra- 
venous methods,. were just as good and comprehensive. 

The US Army Medical Corps in Britain has already | 


1, Sutherland, M., D. Nature, Lond. June 3, 1944, p.683. 
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adopted these films for instructional purposes. They 
may be obtained by hospitals, medical schools and medi- 
cal branches of HM Services, and it will be a pity if they 
are not widely seen by medical audiences. They can be 
had on loan from the Central Film Library, Imperial 
‘Institute, London, S.W.9. 


. IN- LINCOLN’S INN FIELDS 


It is now announced that the Royal College of Surgeons” 


have acquired the freehold of several houses adjoining 
their building in Liñcoln’s Inn Fields. To the east they 
own the vacant sites of nos. 35, 36 and 37, and also no. 38 
which is still standing. On the west they hold nos. 44 
and 45; the latter now accommodates the Association 
of Surgeons, the British Orthopexdic Association, the 
Association of Anesthetists, the British Association of 
Oto-Laryngologists and the Council of British Ophthal- 
. Mologists, with a joint secretariat. The site thus 
occupied by the college is large enough for interesting 
developments. i i 


VIRUSES AND DISEASE 


THE elusive nature of viruses extends, it seems, to 
their description. Bawden’s treatise on plant viruses 1 
was at first lost in the invasion of the Netherlands. A 
Teview of the important reprint? of the Messenger 
lectures on viruses, delivered in 1942 by six members 
of the Rockefeller Institute, has suffered delay. 
‘Dr. Rivers discusses viruses and virus diseases with 
particular reference to the work on vaccinia virus in 
which he has taken a leading part. His views on im- 
munity to virus infections are on accepted lines, but 
not everyone will share his opinion on the nature of 
viruses: he has long held that the virus group may 
‘contain agents of dissimilar nature. He gives a good 
account of the chemical nature and structure of vaccinia 
virus. The demonstration that it contains a flavine- 
adenine-dinucleotide. which may play a part in. its 
metabolism, and its structure as revealed by the electro- 
microscope, suggest that this virus at least may be a 
micro-organism. Dr. Stanley quotes the work on 
strains of tobacco mosaic to show that mutation is 
associated with change in chemical structure. He 
suggests that it should be possible to produce structural 
changes in the virus molecule in vitro which would 
result in variants breeding true in vivo; and that in 
the laboratory virus-like entities might in time be 
created which would have beneficial effects on higher 
organisms. Dr. Kunkel refers to the independent dis- 
covery by Bennet and Johnson that parasitic plants of 
the genus cuscuta can transmit several viruses. There 
are some 90 species of dodder and they attack a wide 
range of hosts: no plant has yet been found on which. 
C. campestris, the dodder used by Johnson, will not 


grow. The opportunity for extending the range. of- 


virus hosts by the use of dodders is therefore wide. In 
an account of influenza Dr. Shope has a remarkable 
story to tell; he summarises brilliantly his work on the 
lung worm as the intermediate host in swine influenza, 
and the bearing of this on the epidemiology of the disease. 


Dr. Horsfall surveys our knowledge a human influenza ` 


and immunity to it. Finally, Dr. Peyton Rous discusses. 
whether the relationship of viruses to tumours is signific- 
ant or causal—concluding that it is certainly significant, 
but hesitating to attribute a causal rôle to viruses in the 
case of all tumours. 


1. Lancet, April 29, p. 572. 

2. Virus Diseases, T. M. Rivers, mp, W. M. Stanley, PHD, L. O. 

Kunkel, PH D, R. E. Shope, mp, F. L. Horsfall, jun., MD, and 

poon Hous: MD, sOD. Oxford University Press, 1943. 
p. : 8. poaa y 


Prof. F. Woop. JONES, FRS, has been appointed the next 
Robert Jones lecturer of the Royal College of Surgeons of 
England. l 
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- INDUSTRIAL NEUROSES 
_ANALYSIS OF 100 CASES 


| T. M. LING, ‘pM OXID, MRCP 
MEDICAL DIRECTOR, ROFFEY PARK REHABILITATION CENTRE; 


- LATE PSYCHIATRIST TO OUTPATIENTS, MILL HILL HOSPTIAL 


.IN total war the efficient utilisation of civilians is as 
important as that of the fighting personnel; but, owing 
to the difference in social setting, the problem is more 
difficult. The Fighting Services are presented with their 
quota of the available population, assess the physical 
and mental attributes of the intake, have a complete 
control of placement, and possess a good job anadysis. 
As a general rule the Services have a higher level of 
physical health than the civilian ‘‘ army ° and can also 
discard the unsuitable minority who have then to be 
fitted into civilian employment. In addition they have 
complete control over the working environment which, 
within the limits demanded by war, they can modify. 
Central control may be slow, but it is often more efficient 
than the methods of persuasion frequently necessary 
in the relationship between the Ministry of Labour 
and individual employers. 

In the past, more lip service than action has been 
applied to industrial working conditions, and while some 
factories are excellent the majority are mediocre and 
the minority leave much to be desired. It is insuffici- 
ently realised that Factory Acts lay down minimum and 
not optimum standards, while employees working in 
permanent blackout conditions inevitably have their 
standard of health lowered. ` 

Another important factor is the introduction to 
essential work of a large number of people from a 
different social background with no previous experience’ 
of factory life. They are not hardened to the discom- 
forts of loud-voiced foremen or unsatisfactory sanitary 
arrangements, and will not infrequently escape from 


them into neurotic illness. 


A great deal of work has been done in the Services 
regarding suitable selection, placement, and adjustment 
to occupation, much :‘of-which at present remains un- 
published. Analogous problems arise in civilian life 
and-on this account an analysis has been made of 100 
consecutive psychiatric cases referred by the Ministry of 
Labour to the outpatient department of Mill Hill 
Hospital, at the request of their medical referees. 

It is perhaps insufficiently known that about 18 months 
ago, the Ministry appointed part-time referees to advise 
their local employment exchanges on medical problems 
as they arose. This work is of considerable importance, and 
predicates a good knowledge of local employment conditions, 
of organic medicine, and not least of social psychiatry. It 
is to be hoped that it will be extended: after the war and 


integrated more clesely with the placement and resettlement. 


policy of the Ministry. 

There is nothing notable about the ages of the cases, 
which correspond to the age-distribution of the London 
population. Women formed 84%, which reflects not 
only the contribution women are making to the war 
effort, but the increased difficulties that arise in their 
suitable placement. ~ 


CLINICAL 'DIAGNOSIS 
It is admittedly difficult to classify psychiatric cages 
with the clear-cut insularity existing in other special- 
ties ; for social, racial and occupational factors all play 
their part. For convenience, however, the 100 cages 
have been grouped as follows :— 


Anxiety states eis -. 36 Mental defect Aa vi 6 
Hysteria a 21 Predominant physical dis- 

Depressive states me. 5 ability .. np oe 7 
Obsessional states ra 1 Poor morale “a s>" 16 
Schizophrenia oe 7 Malingering 5 
Psychopathic personality : Normal .. 3 


Fatigue states 


.As in other reviews of neurosis cases, anxiety states 
form the biggest group. Many are of long standing 
and have been able to make a fairly satisfactory adjust- 
ment to more sheltered circumstances. This particu- 
larly applies to domestic service which probably attracts 


ab 
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“' -pensionable the treatment facilities are most i 


“and on Sundays. 


-_ usually an anxiety or hysterical state. 
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more than its fair share of dependent girls, many. of 


whom find it hard to adjust to the more exacting con- 
ditions of factory life. Many cases of anxiety are com- 
plicated by minor degrees of ill health, and few of the 
patients are in an optimal state of health. 

Fatigue states, which in some cases correspond to the 
*“ flying stress ” of the RAF, form an important group 
that was not seen under ‘Speace-time conditions. 


accentuation of minor difficulties into major wrongs, with 
some associated anxiety. Disturbance in gastro-intestinal 
functions and loss of appetite are common features. 
The psychiatric history reveals 4 well-balanced person 


who is carrying more than a fair share of work and re- 


sponsibility. Many women are working overtime in the 
factory, have substantial journeys to and from work, 
and then have to do domestic work in the evenings 
Shopping presents its special diffi- 
culties to those working in the daytime, while husbands 
still: expect. a cooked dinner and the family mending 
done. Many of these cases go on the panel for a short 
spell from time to time, but owing to lack of proper 
treatment facilities never attain full health. General 
practitioners are well aware of this large group and 
have drawn attention to its increasing size. 
Under mental defect are included the dull and backward 
group that in the Army would have been deflected into 
the Pioneer Corps. Before the war they swelled the 
unemployment figures, or in more prosperous areas 
drifted from job to job. When stable and given work 
within their capacities many of these individuals are 
satisfactorily adjusted, although the majority cannot 
work.under pressure. ike personnel selection officers 
in the Army, Ministry of Labour officials.have no training 
im’ the principles of psychiatry, so the placement of these: 
dull and backward individuals has often been ill advised. 
Admittedly the problem is easier in a completely authori- 
tarian society than in a political democracy, but despite 
these difficulties it will have to be faced after the war when 
planning for full employment is undertaken. Some form 


‘of sheltered work under enlightened supervision will be 


medically desirable even if politically difficult. 


Poor morale was the designation used in 16 cases, and | 


malingering in 5, although both. conditions were some- 
times associated with some psychopathic disorder, 
Poor morale 
is a social outlook rather than a clinical diagnosis, but 


. the cases are illuminating and the incidence disquiet- 


ingly high. It is inevitable that, as soon as the whole 
nation is called upon to make an effort, a proportion will 
prefer their own interests to. those of the community. 
Illness is, by general consent, an honourable ‘condition, 
and no longer a disgrace as in other epochs. It is 
Scarcely surprising that this is exploited by a minority, 
who are not infrequently encouraged by organically 
minded doctors. Clear-cut malingering was very un- 
common before the war, but is no rarity today and will 
continue in the future if obligations are spread through- 
out the nation from which indeterminate illness offers 
an uncontrolled. escape. . 


PRECIPITATING FACTORS 


Once patients are considered in relation to their 
total background, precipitating and occupational factors 
are of variable importance in each case. Of these, bad 
working conditions were considered to play an appreci- 
able part in 9. At present factory conditions still leave 
much to be desired. Excessive noise, continual blackout 
and badly organised canteens will produce chronic 
fatigue that will light up an underlying psychological 
disturbance or physical disability. | 

Of the 100 cases 8 were suffering from psychopathic 
conditions for which they had been discharged from the 
Forces. Some of these were due to severe war experi- 
ences, but most of the patients had been unable to adjust 

Service life and training. Here again there is a 
regrettable gap between the Government departments 
involved, and. unless the case is accepted as potentially 
equate. 
As soon as the war is over the problem will be intensified 
and may have important social consequences. 


, _ METHODS OF DISPOSAL- 
~The alternatives if disposal of cases are as follows. 


It is. 
characterised by irritability, loss of appetite, and the. 


. 1. They can be recommended for mobile war work, 
which usually results in their being sent to a strange 
industrial area which has a: labour shortage. This 
necessitates a fairly mature personality. and involves a 
more difficult adjustment than a similar posting in the 
ATS. Only 10 of the cases came into this category. 

` 2. They can be recommended for non-mobile war work, 
which is less exacting for emotionally dependent indi- 
viduals and for those. with home responsibilities. This 
work may be whole-time or part-time, depending on 
capacity. For these forms of placement: 22 and 11 
were considered suitable. | . 

3. They may be transferred to alternative work, of 
a type determined by the patient’s capacities, local 
circumstances, and war priorities at the time:- Of the 
100 cases 15 were so recommended, but there are many 
limitations to this form of disposal—not least the 
absence of a national job analysis. | | 
4. Cases can be declared unfit for any form of war 

service, and 20 were dealt with in this way. The causes 
of their disability were multiple, with physical and. 
psychological factors playing a variable part. Severe 
personality defects -were comparatively common, but 
about half this ‘group would have been treatable if 
hospital facilities had been available. HBxcellent arrange- 
ments have been made for the investigation and treat- 
ment of neurosis cases in all three.Services, and in total 
war it is indefensible that there should be no comparable 
arrangements for civilians prevented by the Essential 
Works Order from being called up. Under present 
conditions these people stay off work for weeks on the 
panel, suffering from ‘‘ fatigue ’’ or ‘‘ nervous debility ” 
or just drift. from job to job with their problems | 
unsolved. 

_ 5. It was decided that 18 were fit to continue their 


present occupation, this group containing those who were 


using a medical reportfor attempted transfer or discharge. 
Some women who have been transferred from non- 
essential occupations such as millinery do not adjust 
well to engineering and will go to great lengths to get 
back to their previous work. Here again the borderline 
between malingering and hysteria is a narrow one. 

6. Admission to hospital for psychiatric treatment 
was required for 3 patients, 2 of whom have settled well 
to their new work after discharge. 


SOCIAL FACTORS 

Perhaps the outstanding feature of the problem is 
the lack of psychiatric guidance at the employment 
exchanges of the Ministry of Labour. By general 


consent their difficult work has been well done, but 


there is little doubt that it could have been done much 
better if the officials had received even short training 
in the assessment and placement of human beings. 
From the medical side, skilled psychiatric advice 
should be available at the bigger exchanges, and this 
should be feasible after the war. The work should be 
part-time, for it is essentially diagnostic and therefore 
limiting to the doctor, who would provide a very neces- 
sary link between the health and employment services 
of the country. To be effective, psychiatrists must 
learn as much about the occupational background of 
their cases as they do in the Services, and be in a position 
to give analogous advice. This advice should be com- 
bined with routine assessment of intelligence and 
psychological capacities so that all facets of the case 
would be considered in advising placement. ; 
It may be contended that such an industrial psy- 
chiatric service would be the antithesis of the demo- 
cratic freedom for which the country is fighting; and 


, if imposed without vision or elasticity it might easily 


become so. At the same time it should be realised that 
before the war there was already widespread advice 
to people about available jobs, although often little 
discrimination was shown by employment officials. | 
Such a service should be complementary to a nation- . 


` wide vocational guidance service at school-leaving age. 


The existence of the two services would go far to prevent 
the majority of occupational misfits that contribute so 
much to ill health and national inefficiency today. 


SUMMARY P 
1. A consecutive series of 100 industrial psychiatric 


cases is analysed. | i 


- 


932 TuE LaNowr] 


2. Placement on unsuitable work, or work in unsuit- 
able surroundings is. of considerable importance in pre- 
cipitating breakdown, and is an indication for adequate. 
psychiatric advice at employment. exchanges. 

3. Attention is drawn to the problem of the neurotic: 
ex-Serviceman, and its postwar implications. > 

4. Lack of treatment facilities for civilian cases of 
neurosis is the cause of substantial wastage of man- 
power. 7 | 


NATIONAL MATERNITY 


_ “ The foundation of a national health policy must 
be a good maternity and infant health service.” 


PROPOSALS for such a service, drawn up for the Royal 
College of Obstetricians and Gynecologists by a com- 
mittee under the chairmanship of Dr. Eardley Holland, 
and signed by him as president, were issued last: week.* 
The practice of obstetrics (midwifery) must, it says, be 
-~ considered on a broad national basis, in the light of the 

“ideas and needs of today. 


PRESENT POSITION | 


. Maternal mortality has shown a downward trend since 
1937, but the writers are not. satisfied that the fall is com- 
mensurate with recent improvements in medical science. 
They believe that the reduction in maternal deaths is 
due chiefly to advances in general medicine—the applica- 
tion of new methods and drugs in the treatment of shock, 
hæmorrhage and sepsis, and to modern technique in 
investigation and prevention of bacterial infection—and 
only in a small measure to improved obstetric practice. 
The opinion is expressed that ‘‘ the incidence of maternal 
mortality and morbidity is primarily a matter of obstetric 
personnel—of the individual skill of midwives, general 
practitioners and consultants, with the proviso that all 
must be supported by first-rate maternity institutions 
and equipment.” . i 

Stillbirths have only begun to lessen since the war. 
Stillbirth is a population problem of great importance, 
and one intimately associated with adequacy of ante- 
natal careand care during childbirth and the puerperium. 

The recent substantial drop in the neonatal death-rate 
is due almost entirely to reduction of deaths in the last 
three weeks of the neonatal period. ' Causes of neonatal 
death are mainly obstetrical, premature birth being the 
commonest, followed closely by birth injury-and infec- 
tion. ‘Prevention of these deaths is a problem for 
obstetrician and pædiatrician in collaboration. 

The incidence of premature birth seems hardly to have 
improved in the last thirty years. Premature infants are 
exceptionally prone to intracranial injury during birth 
- and to infection after birth, and they have a high though 

variable mortality. The main predisposing cause of 
premature birth is the mother’s state of health. 

Maternity and infant health services in this country, 
the report says, have grown up in a haphazard way, and 
are not of the class deserved by a great nation. The 
improvements proposed depend firstly on the technical 
side of the service, which is largely a matter of trained 
personnel and of hospitals and equipment. Good 
services cannot, however, work well under poor social and 
economic conditions, and there is evidence that the mother 
of many children, whose Income does not keep pace with 
the growing family, is likely to suffer from malnutrition 

_and exhaustion. This is reflected in an increase in both 
neonatal mortality and stillbirth rates, and adds to the 
risk of prematurity and abortion. The great variation 
in maternal and infant death-rates in different geo- 
graphical regions, the depressed areas showing far the 
worst record, is further evidence of the adverse influence 
of poverty with its accompaniments of bad housing, 
overcrowding and malnutrition. `. . 

The importance of a high standard of family life is 
urged, with special emphasis on attention to welfare 
of the mother. In particular, she should be assured of 
protection from undue stress, physical and mental, 
during the last three months of pregnancy and the first 
six months after parturition. A large extension of the 
service of home helps would be of great benefit in this 


1. Report on a National Maternity Service. Royal College of 
Obstetricians and Gynecologists, 58, Queen Anne Strect, 
London, W.1. Pp. 43.° ls. 6d. 4 -i i e . 


connexion. Education in sex and parenthood should. be 
treated seriously, ‘started young, and given to both boys 
and girls. 
| TECHNICAL SERVICES | 

A substantial half of the report deals with the dominant 
importance of the technical services in establishing aad’. 
maintaining a workable scheme. Itis proposed to plan sush 
a service on areas with a population of about one million, 
yielding some 15,006 births a year, each area to provide 
for every sort. of service m personnel, hospital accom- 
modation, clinics and home care. e areas would. be 
constituent parts of large health regions based, wherever 
possible, on a university 
time obstetrician of professorial status at the head. 
This key or primary centre would consist of a maternity 
unit of at least 100: lying-in beds, with an appropriate 


number of antenatal and isolation beds, a department for ` 


infants-‘m charge of a pediatrician, ambulance and emerg~ 
ency services, antenatal and postnatal clinics, labora- 
tories, classrooms and library. The key centre would be 
the consultative, teaching and research centre of the 
area, and would set the standard for the whole region. 
There would be centres of two other grades—divisionat 
or secondary centres in towns and rural areas, and local 
or peripheral centres in country towns and villages. 
The whole service should act as a unit under a single 
administrative authority, with all parts fully integrated. 
In late years there has been an enormous increase in the 
number of births taking place in institutions. The 3000 
additional maternity beds established by the Ministry of 
Health during the war are still insufficient, and the beds 
are unevenly distributed. For a region with 15,000 
births a year 525 lying-in beds, with 175 antenatal beds, 
would be necessary. Institutional midwifery can be 
made remarkably safe when the highest standards are 


` observed.. 


Antenatal care, more and more available, has been 
somewhat disappointing in its results. The chief 
improvement in maternal mortality has been in deaths 
from septic infection, a fall which cannot be eredited: to 


. antenatal oare.. The report suggests as one cause of this 


partial failure the staffing of antenatal clinics by assistant 
medical officers, often imperfectly trained, who divide 
their time between antenatal and infant welfare clinics, 
and are not responsible for confinements. ‘The trath 
is that pregnancy, labour and the puerperium are all of a 


piece and should have continuity of supervision from the | 


same doctor or institution.” It is also pointed out that 
antenatal care, however good, is no substitute for goog 
eare during labour, which is the most important single 
factor in the prevention of maternal death. Great 
importance is placed on the value of sufficient antenatal 
beds, not only for complicated cases, but also for rest. and 
observation. fg 

Postnatal and infant health elinics are advocated: on 
condition that close coHaboration between obstetricians 
and peediatricians is achieved, and that. all medica} 
officers of infant welfare clinics receive special training im 
infant hygiene and management.. Postnatal hostels in: 
which women might spend a short period of rest and 
guidance, free from worry and household anxieties, 
would make a great difference to the health and happiness 
of many mothers and babies. 

The quality of this technical service depends more 
than anything else on the quality of the personne}. 
The head of a service would be the chief obstetrician 
of the key centre, and he would have the duty of 
selecting and training young obstetricians. A major 
difficulty at the beginning would be the shortage of 


. well-trained obstetricians and gynzcologists. One of 


the objects of the college is to encourage the training 
of. specialists and to set and maintain the requisite 
standard. They consider that the qualification. for 
general practitioners to work in a national maternity 
service should be special and approved post-graduate 
experience. Such practitioners would have charge of 
beds at local maternity centres, would do antenatal work 
at clinics and health centres, undertake: domiciliary 
midwifery and take medical aid calls from midwives. 
British midwives have risen steadily in status and in 
training. They aim at natural labour, and their results 
are very good, as are those of domiciliary midwifery in 


midwifery districts of big teaching hospitals. It is -_ 


medical centre with a whaele- ` 


suggested that midwives suffer from the disadvantage of 
being trained in a large number of small training schools 
and that their work would be even better if they were 
trained in large maternity centres with a first-class 
obstetric staff. 

In the opinion of the writers every midwife should be 
also a state-registered nurse. Increased knowledge in 
. the management of newborn babies is needed, and 
peediatricians should take a greater share in teaching in 
the wards, the labour room and the lecture room. i 

` The number of health visitors is quite inadequate, but 
neven mo important than increase of staffs is full 
coöperation between hospital or midwife and health 
visitor. Ideally the health visitor should call at the 
home the day after the mother and infant return from 
hospital, to help in tiding over a difficult period in which 
much unnecessary weaning and dietetic experiment 
; ADMINISTRATION 

It is assumed that the Minister of Health would control 
such a maternity and infant health service which would 
be a component part of the general health service of the 
country. The report also takes for granted that the 
proposed central council of niedical advisers to the 
Minister would include a maternity and infant health 


service committee to discuss problems propounded by the 
Minister, and to advise and report to him on the service. - 


In regional administration the report lays stress on the 
‘vital importance of complete codrdination of every part 
of the service of the region under one administrative 
authority. The writers are convinced that the dual 
system proposed in the white-paper would militate 
against efficiency. | | | 


He In England Now 


A Running Commentary by Peripatetic Correspondents 
- Wun I went into the hospital on D-Day minus One 


. there was hardly a face that I knew. A bus-load of 


welcome strangers—surgeons and their assistants, 
ansesthetists, house-surgeons and students—had arrived. 
Amongst them was a well-known neurosurgeon whose 
enormous assortment of special equipment filled another 
bus by itself. Sisters and nurses began to arrive and 
to find their way about the maze of corridors. Here in 
this south-coast port there was an air of tense excite- 
ment. Was The Day, so long expected and so eagerly 
awaited, coming at last ? That night there was no sleep 
for any. of us. The roar of the flying planes never 
ceased and we could see in the patches of moonlight a 
great fleet of gliders being towed southward. In the 
morning, as I went early to my work, I saw that the 
` famous green berets of the Commandos had gone from 
behind the barbed wire inside which they had been 
guarded for the last few days. At the hospital the 
evacuation of civilians was proceeding smoothly and 
I did not need the wireless to tell me that here at last 
was the dawn of the greatest of the great days in the 
history of our time. In September, 1939, we saw the 
Army set out, and in those early days :we thought it 
wonderfully mechanised. In June, 1940, we saw the 
broken remnant stagger back from Dunkirk to drop 
asleep on the dockside and in the fields. For four 
years we have endured the tedium of repeated bombing, 
but with what a surge of pride we watched the massing 
of this colossal host with their weird! and enormous 
. engines of war. Certainly no-one ever saw a fitter 
army in higher heart. Almost every one of them bore 
that unmistakable tan which made it unnecessary for 
one to look for the medal ribbon which would have 
proved that Montgomery’s men were on the move again. 

For the first 48 hours we waited anxiously. , Then 
cases began to trickle in and I saw for the first time those 
pathetic blood-smeared Field Medical Cards with which 
each man was labelled—so vivid a contrast from the 
neat impersonal notes at a civilian’s bedhead. Mostly 
these men came direct from the beaches and landing 
a raft, from that heroic spearhead of Commandos and 
Airbornes. They had been fighting too hard to eat or to 
sleep, and were unwilling to talk or even to feed. They 
asked only to be left alone, each secure in the world 
bounded by his bed. One before dropping asleep had 
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energy enough to scribble on a piece of paper, ‘' Not te 
be disturbed,” and to pin it to his sheet. He probably 
had been in hospital before ! We had been instructed to 
ask no questions, but gradually we dame to hear strange 
stories of adventure. One man told me how he was | 
entangled by his parachute in a tree 50 feet above the 
ground and saw a German shooting at him from below. 
He pulled out his knife, cut himself adrift and fell, knife 
in hand, on his enemy.. He remembered nothing till - 
he woke with a compound fracture of his femur and a 
dead German under him—‘‘ and the worst of it is that 
I’ve lost my perishin’ knife.” Now after ten days the 
cases are coming in excellently treated and in first-class 
condition. It is obvious that many lives that would 
otherwise certainly have been lost are being saved by 
the forward units. Look through the excellent notes 
{one FSU actually carries a type-writer) on an Army Field 
\Medical Card and watch the recorded improvement as a 
The first entry, prob- 


beginning to improve: “Nth FSU; 16 hrs; BP 
110/60. Very pale. Oontinue transfusion. Penicillin 
30,000 units. AGGS, 2 ampoules. 19 hrs. Fit for 
theatre. 0-75 g. Pentothal. Below knee ampn. L. leg. 
2 SWG sutures over vaseline pack. Wound toilet. 
Extensive comp. comm. fr.rt. femur. Sulph. powder, VP. 
Tobruk PPS. Continue transfusion.” There he will 
be nursed for the night till next morning a brief 
note, ‘‘ Much improved. Evac. lying,” sends him on 
his way to an LST, where the surgical team aboard 
gives him a last pint of plasma. So in 48 hours this 
man whose condition has been so grave, and who in | 
earlier wars would have died of shock within a few 
hours of wounding, arrives back in England in excellent 
shape. Pull up the blanket, and there on the plaster, for 
all the world to see, is an annotated diagram, for, as 
Ogilvie says, ‘‘ the snowy and virgin surface of a wet plaster 
is the ideal tablet for surgical intercommunication.”’ 
3k * * 


‘“ And another came down a mile ahead of the train,” 
I added casually. But my experiences never make any 
impression on my family. The children had been watch- 
ing one shot down, and the regular route was ‘‘ just over 
our house.” The latter delusion is of course shared by 
every resident in Southern England, and by midnight 
I shared it myself. I even blotted my copybook by 
thanking goodness when one scraped past the chimney 
without disruption by our local marksmen. The 
children don’t seem to hear explosions, but when I 
opened their window to let in the blast they complained 
of my walking about in the middle of the night. Of 
course they were right. The choice, as I said to Margaret 
later, was between definitely going to sleep or moving 
everyone to the rock shelter. When she recalled that 
T’d filled the entrance to the shelter with hen manure we 
decided on definite sleep. This was dispelled at day- 
light by Colin’s pleased exclami&tions at the smoke 
emitted by the one that happened to be passing, fol- 
lowed by his enthusiastic tour of the night’s dilapidations, 
including the nursery glass and more than the usual 
ceilings. After we’d once again picked up the spare- 
room plaster for victory, I issued strict orders that 
everyone should come indoors during anti-aircraft fire. | 
But when I left after tea morale was. normal again : 
up in the paddock the sound of gunfire and pilotless 
planes was barely audible through angry cries about, the 
escape of the Larks’s pig and four of Andrew’s hens. 

* * * a 

I know a garden in Hampshire which has always 
seemed to me the best. ' It clings to the side of a beech 
hanger like a garden of Babylon and you are never quite 
clear which is garden and which is farm, for the hens 
roam in enclosures each of which is as big as two ordinary 
London gardens, and scratch among thickets of daffodils, 
or pillows of oxeye. The vegetables company with roses 
and sweet william, odd clearings are white with fox- 
gloves, tulips are thick beneath a double row of cherries, 
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an orchard at the hill’s foot stands with its feet in the 
gold of dandelions ; bees drink and drown in unexpect- 
edly beautiful lily pools made from old zinc baths, 
and glow-worms puncture the dark like a tiger’s eye. 
Nightingales sing at Easter and Whitsun and on other 
recognised holidays, and the beech woods come down to 
lap the house in green. When I took up Dr. Harry 
Roberts’s book (English Gardens. Collins.. 4s. 6d.) I 
had this garden in mind and hoped to find in his pages 
something to explain its peculiarly English quality : and 
so I did. The book throws a new light on the restless 
and generous mind which could combine busy general 
practice in the east end of London with deep reading 
in gardening literature, old and new, and a practical 
ability to make things grow. His taste for gardening 
is lifelong ; and even as a child, he tells us, he saw plants, 
as he sees people, as individuals, and if he found one that 
preferred the middle of the path to the border, he changed ; 
the path to suit its convenience. He has written much 
on gardening, but surely nothing more timely or to the 
point than this book is just now.. With its many quota- 
tions displaying traditions and fashions, its feeling for 
old English flowers, its pictures, so skilfully chosen to 
bring earlier forms in gardening before the mind’s eye, 
and its sympathy for the small garden, it is as good a 
prelude to peace as anyone could ask. Before the war 
to drive through England was to see us as a nation of 
gardeners. War has given our pleasure a practical 
‘turn which has put flowers for the time in the shade. 
‘When that battle over the Channel is won the seedsmen 
will have to revise their lists, scattering flowers again 
with a more lavish hand. Dr. Roberts ends with a 
characteristic hint to our housing planners. Over 80% 
of working people, in a recent Mass Observation survey, 
saw the home of their fancy as a small but convenient 
house—‘‘ with a garden.” 
* x% x% 


Last night I got out of bed to watch some of Adolf’s 


-darts being potted at; a rapidly moving yellow light 
with a hose of red flame streaming up to it. A pretty 
sight, but what fun it will be if we can turn them back 
like chickens and curses. Reminded me of ants, and 
ant-lions throwing sand at them from below—or driven 
partridges. This morning I saw one ‘“‘ up among the 
clouds so high, like a tractor in the sky.” That’s what 
it sounds like, and to look at it is venomous but insig- 
nificant, as one would expect. 
* x * : 

All this talk about the white-paper shows, I think, that 
the profession is divided into two camps, with saints and 
sinners in both. . In the first camp are the good doctors 
to whom freedom means what it means to the creative 
artist ; these must do their work in their own way with- 
out outside interference of any sort. Also in this camp 
are the shopkeepers, who consciously or otherwise regard 
medicine as a business; you can always spot these at 
meetings because, despite protestations to the contrary, 
they view all proposed changes solely in the light of how 
their pockets will be affected. 
the good doctors who simply can’t be bothered about 
money at all, and who want to get on with the job 
because they think ita job worth doing ; these are better 
off working for a salary—they are apt to go hungry 
otherwise, because they constantly forget to collect their 
just dues. There are also bad doctors in this camp who 
want sinecures ; these are the safe-men whose sole idea is to 
get through life with a minimum of trouble and effort. It 
looks as though the two camps can never be reconciled ; but 
how nice it would be if we could purge the duds from both. 

a * 


sk 

It was a case of glandular fever all right, the blood- 
film was typical—and very nicely stained it was too, if 
I may say so. So I left it for the PMO to see on his 
rounds, carefully arranged with plenty of monocytes 
in the field. ‘“ Good morning,” he greeted me, dazzling 
me with gold braid, “anything particular this morn- 
ing ?’’ ‘ Oh, yes, Sir, a case I think might be glandular 
fever,” I modestly replied. ‘“‘ perhaps you’d care to see 
the blood-film.’’ Profoundly and with dignity he gazed 
into the microscope, while I confidently awaited. the 
encouraging and admiring comment on my clinical and 
hzematological acumen. He looked up: ‘I should get 
these lenses cleaned up a bit if I were you. . Now, I just 
want to look round and see...’ | vs mS 
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ON THE FLOOR OF THE HOUSE 
- MEDICUS MP 


SoME of the liveliness in the House of Commons this 


week was on the domestic front, and there were brisk dis- 
cussions when the Food and Drugs (Milk and Dairies) Bill 
was considered in committee on June 13. On the second 
reading of the bill (see Lancet, May 27, p. 707), a medical 


member had stigmatised an amendment opposing the bill 


as a ‘‘ dirty milk amendment.” But the defenders of the 
local interests of farmers, the attackers of the Minister 


of Agriculture’s proposals to ensure the cleanliness of 


milk by veterinary inspection, came up again in the 
committee stage and fought to the last can of mud 
sediment from the dirty churn. But the Minister was 
firm. It was vital to clean up the milk-supply of the 
country but, the Minister said, ‘‘ the methods adopted 
up to now have not achieved anything and ... it is the 
most important thing left for. the agricultural industry. 
Milk is priority No. 1, and I shall not be satisfied until 
we get clean milk as priority No. 1, and not merely safe 
milk.” The majority of medical members supported 


‘the Minister and only one voted against his proposals. 
-But no doubt there will be a few more breezy words 


before the bill finally passes out of the House. 
An attempt was made in the debate on the Finance 

Bill to get further relief for expenditure on scientific 

research. The Chancellor was not so unyielding as some 


-of his predecessors have been, and there are prospects of 


relief. But what is required is something more—the 


_ setting free of large sums of money for research, and pro- 


posals to this end may be brought forward so that at the 
end of the war planned scientific research will have 
adequate means at its disposal. 

In a recent food debate the Parliamentary Secretary 
of the Ministry of Food told of the Menu-French names 
of some of our commoner war dishes. Cold spam and hot 
spam can be dressed up to look quite different. 
metamorphosis of the dried egg is even more elaborate. 
-L’omelette ratatafouille cannoise aux pointes vertes, for 
instance, is all made out of what Mrs. Buggins on the 
Radio calls a reconstituated egg. 


. FROM THE PRESS GALLERY 


s Catering at Horton Hospital 
In the House of Lords on June 13 the Earl of CORK 


and ORRERY asked the Government if they would 
inquire into the conditions as regards their food under 
which the military patients lived in Horton Hospital, 
Epsom. It was not his intention, he. said. to make 


any direct attack upon the hospital, or upon the treat- 
ment given there, which he understood was first-class, 
but rather to stop the rumours about the administration 
and to draw attention to the difficulties of hospitals 


today. It seemed unfortunate that at this moment 
any doubt should exist as to the conditions under which 
wounded would be treated when they reached hospital. 
If the administration of this hospital was wrong. then 
either the system was bad, or it was a good system badly 
administered ; and four years and three quarters of 
war should have allowed ample time to ascertain which 
needed changing. The chief complaints had been in 
regard to the quantity, quality and service of the food. 
He.had also heard of overcrowding in some wards, 


inattention to the patients and a general want of system 
in the whole administration. As vice-chairman of the 
Seamen’s Hospital Society, he knew that hospitals had 
an up-hill task today and that the lack of domestic 
labour had put a great strain upon the nursing staff. 
But the Government had had the serious position repre- 
sented to them for months past, and the situation ought 
never to have been allowed to arise. He hoped that the 
Government would assure their Lordships that steps had 
been taken to set things right not only at Horton 
Hospital but at every hospital where wounded might be 
sent. In 1941 he had asked that the merchant seaman 
should get the same food as the Service rating when in 
hospital. The Minister of Food did make equality, but 
by reducing the Service man’s ration, and perhaps that 
was at the bottom of the trouble. A soldier, when he 
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began to get better, missed the ample rations he had 
with his unit. Yet even this did not explain the con- 
stant complaints about the quality of the food and the 
service. Even if the hospital was formerly a lunatic 
asylum Lord Cork did not see ‘why lunatics should not 
-have good food. 

Viscount DAwson of PENN said it was admitted that 
the feeding arrangements at Horton had not been 
satisfactory.- Considerable efforts had been made to 
put it right, but it was never meant for a hospital in 
the ordinary sense of the word; it was merely a place 
for mental patients in the old days. Under the stress 
` Of war a great many buildings had had to be brought 
into the hospital pool which would not have been accepted 
in peace-time. The only way in which hot food could 
.be provided in some of the more distant wards at 


- Horton would be by means of hot trolleys, and he under-- 


- stood that. the difficulty of getting trolleys had. been 
_.great. The hospital, was reckoned by those who knew 
as one of the best for good work for the sick and wounded. 
‘He thought that to a large extent the difficulties were 
being gradually overcome. 

. The Earl of MUNSTER, replying for the .Government, 
-Said that for some time everything possible had been 
done to ensure that the feeding arrangements ‘in emer- 
gency hospitals were satisfactory. The general adminis- 
tration in all hospitals was undoubtedly good, but in a 


few cases inquiry had shown the necessity for sonre 


improvement. Early this year the headquarters staff 
of the Ministry of Health was increased by the appoint- 
ment of two hospital dietitians to enable a more syste- 
‘matic inspection. of hospitals to be made. These in- 
-spectors reported that the feeding arrangements were 
good, but some hospitals had had difficulties in recruiting 
domestic and kitchen staff, and between Jan. 1 and 
April 14 this year the number of nurses in all hospitals 
and institutions had been increased by 3200 and the 
number of domestic staff by 2200. He had been advised 
that as many of the patients would be on a low diet, 
with management and avoidance of waste the present 
rations should be sufficient. Indeed, from the point of 
view of scientific dietetics, there. was no doubt that 
civilian rations should suffice. But it had been decided, 
after discussion with the Service departments and the 
Ministry of Food, that when the number of Service 
patients in a hospital was substantial, and there was 
difficulty in providing sufficient meat, the hospital might 
- apply for an increase, and extra meat would be made 
available on the basis of the full home Service ration 
for each Service patient undergoing treatment. When 
. inspection earlier this year had revealed that the cater- 
ing arrangements were unsatisfactory the Ministry of 
Health had had the fullest coöperation from the LCC 
in effecting improvements. A catering administrator 
was to be appointed at once ; the kitchen staff-was to be 
increased, electric elements , fitted to trofleys, and 
refrigerators, potato peeling and mashing machines 
installed.. He hoped the appointment of a committee 


of inquiry would not be pressed and the motion was 


withdrawn. 


Committee Stage of Milk Bill . 
When the Food and Drugs (Milk and Dairies) Bill was 


considered in Committee in the House of Commons on . 


June ‘13 a debate took place on a clause giving the Mini- 
ster of Agriculture power for reasons of public health to 
refuse or cancel registration of a dairy farm. Some mem- 
bers argued that the clause was too autocratic and 
involved a serious infringement of individual liberty. 
- Mr. A. G. ERSKINE-HILL moved an amendment to clause 
I ensuring that a dairy farmer would not: be struck off 
‘the register or refused: registration solely because in the 
opinion: ofthe Minister or his servant the regulations 
would not be complied with, but only on proof of some 
‘definite act of default on his part ; that the dairy farmer 
was entitled to be heard himself, and to produce wit- 
nesses ; and that there should be a right of appeal to an 
independent court whose decision would be final. He 
supported the object of the bill, namely, to secure a clean 
milk-supply, but he claimed that there ought to be a 
common rule for both the dairyman and the'dairy farmer, 
with the same rights of appeal for each. In the debate 
which followed it was urged that the livelihood of any 
citizen should not depend on the opinion of acivilservant, 


a 


PARLIAMENT. . = 


group. 
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and Sir EDWARD GRIGG suggested that too much could be 
paid for efficiency. 
Mr. R. S. Hupson, Minister of Agriculture, asserted 


‘that the existing system under the Ministry of Health 


had failed, and therefore a new system ought to be tried. 
‘He was as anxious as anyone to preserve the reasonable 
rights of the individual, but the proposition that clean 


-milk could be' bought too expensively at the cost of 


individual liberty went too far. (Cries of dissent and 
‘‘ Why ? ”) Unless he got the necessary powers the 
‘Minister of Agriculture could not fulfil the task placed 
upon him by Parliament, and he would be foolish to try. 
Mr. Hudson said that he was willing to meet his critics by 
agreeing that a person refused registration as a dairy 
farmer should be allowed to appeal to a tribunal composed 
of the regional veterinary inspector of the ministry and 
two other members, one selected from a panel nominated 
by the Milk Marketing Board, and the other from a panel 
chosen by the National Farmers Union. The final 
decision, however, must rest with the minister. This 
compromise still left some members unsatisfied, and Mr. 


-Erskine-Hill’s' amendment was pressed to a division in 


which it was defeated by 178 votes to 76. Later Mr. 
‘Hudson announced that he proposed to set up in every 
‘county an advisory committee consisting, broadly 
speaking, of his veterinary representative (probably with 


. some qualifications as a sanitary inspector), the medical 


officer of health of the county, some representatives of the 
local ‘authorities (probably chiefly the county councils, 
but also one or two members representing the smaller 


‘authorities), possibly a member of the Milk Marketing 


Board and of the NFU, and a member of the war agri- 
cultural committee or its successor. That would be the 
general supervisory committee for the whole of the milk 
production in the particular county. He also proposed 


‘to set up'a central advisory ‘cémmittee in ‘London 


containing representatives from the various county 
committees. ` ` | 


QUESTION TIME 


Tuberculosis Statistics l 


' In England and Wales comparison of the deaths from 
pulmonary tuberculosis by age-groups in 1943 with those 
in 1939 shows that increases occurred among children 
under 15.and among men at each age-group over 35, 
whereas decreases occurred amongst women of each age- 
In Scotland the age-groups specially affected 
by recent increases in pulmonary tuberculosis are: under 
5 (male and female), 10-15 (female), 15-25 (male and 
female), and 25-35 (male and female). There are no age- 
groups specially affected by increases in non-pulmonary 
tubérculosis. (Mr. H. WILLINK replying to Mr. H. 
MCNEIL.) E i 


‘Diphtheria and Immunisation 


Replying to a question, Mr. WILLINK said that the 
number of notified cases of diphtheria fell from about 
50,000 in 1941 to 34,000 in 1943, and the number of 
deaths from 2641 to 1370. The 1943 figures were the 
lowest ever recorded. By the end of last year about half 
of the child population was immunised. It is estimated 
that in the two years 1942-43 about 5 out of 6 of the 
children notified as suffering m diphtheria, and 
about 29 out of 30 of those who died from it, were not 
immunised. 


-Universiry or SHEFFIELD.—Mr. R. St. Leger Brockman 
has been elected to the chair of surgery in the university. 


Mr. Brockman, who is 55 years of age, was educated at- Liverpool 
College and Caius College, Cambridge. In 1912 he took his joint 
holomew’s Hospital, where he was house- 


surgeon, and during the last war served as a surgeon in the Royal 
ak He returned to take the natural sciences tripos and the 
Cambridge MB in 1919. During the next three years he secured 
the FRCS and the M Chir. He first went to Sheffield as resident 
surgical officer at the Royal I ary and, after a period as chief 
assistant in the gynecological department at Bart’s, returned to 
ractise his specialty there. His appointment as surgeon to the 
yal Infirmary, as consultant to the City General Hospital, and 
as lecturer in surgery at the univerity followed. His Hunterian 
lecture on drainage in acute appendicitis (1924) and his Arris and 
Gale lecture on the toxmmia of acute intestinal obstruction (1927) 
appeared in our columns, and from 1939 to 1944 he given a series 
of Erasmus Wilson demonstrations at the RCS. - Broc 
is a member of the ‘court of examiners of the College, and he also 
examines for the University of Cambridge. ae 
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Letters to the Editor 


_. FOOD AND THE HEALING OF WOUNDS 
SIR, —Your -leading article of June 3 was timely. 

It draws attention to a mode of treatment—intravenous 
imentation—which appears full of promise. As you 

point out, the patient suffering from toxemia, or other 


complaint generally accompanied by anorexia, may in - 


time have another complaint added on—viz., starvation. 
The food requirements of such a person may be increased 
rather than lessened by his complaint. Administration 
of protein hydrolysates by yein provides, as you say, a 
means of breaking the vicious circle. 

Another important application of this mode of treat- 
ment, not referred to in your article, is the use of protein 
hydrolysates for severe starvation. It is clear from the 
evidence, published and unpublished, which has come 
to me, that when diarrhoea and dehydration supervene 
present methods of treatment offer little hope of saving 
the life of the starving person. Indeed, the giving of 
any sort of food by mouth seems merely to hasten the 


end. The reason is that deprivation of food causes . 


progressive degeneration of the gastro-intestinal epithe- 
lium; the cells of the liver and perhaps of other im- 
portant metabolic organs may also degenerate. The 


first consideration is then to try and promote regenera- 


tion of the digesting and absorbing epithelium. The 
experience of Elman and of others in the USA and else- 
where suggests that this regeneration might be brought 
about by giving by vein suitable amounts of protein 
hydrolysates. 

‘The time is coming when the Perr and ourselves 
will be called upon to restore to health many thousands 
of sick and starving-people in Asia as well as in Europe. 
What proportion of these will be in the stage of diarrhoea 
and dehydration it is impossible to say. We can be 
certain that some of them will be in this condition ; 
protein hydrolysates would offer a hope of saving the 
lives of at least some of these. I gave some illustrations 
in a paper on this subject read before the Scottish group 
of the Nutrition Society on March 11 (reported in Lancet, 
April 1, p. 436). A comprehensive review by Gaunt- of 
intravenous alimentation by protein hydrolysates appears 
in the current number of Nutrition Abstracts and Reviews 
` (1944, 13, 501). 

London, S.W.1. H. E.' MAGEE. 


PATHOLOGY AND THE NATIONAL HEALTH 
SERVICE 
ma . MEDICOLEGAL WORK 

Sır, —Professor Bedson and his co-signatories include 
in their letter a seven-line scheme for a medicolegal 
service which contains the pith of a sound proposal. 
There are, it is true, two principal kinds ‘of coroner’s 
case: the majority which demand little more than a 
sound knowledge of morbid anatomy. and a technical 
skill, both of which might be assumed in the ‘“‘ senior 
hospital pathologists ”’ ; 
suspicion of foul play and the likelihood of criminal 
proceedings clearly demand the services of the expert 
at the outset. The law has the right to expect such 


talent both at autopsy and in court proceedings. But. 


it is essential that the expert shall not become narrow- 
minded by becoming too specialised. The experience 
of general coroners’ work, providing large numbers of 
intermediate cases where there are small medicolegal ques- 
tions to be answered, is essential to his value as an expert. 
In practice the selection of a “ senior hospital patho- 
logist ” for forensic training in England and abroad, and 
his subsequent appointment to his university school as 


forensic teacher with supervision of medicolegal. post- 


mortems in the hospital attached—together with. suffi- 
cient freedom to function as pathologist to the local 
coroners—provides the ideal expert. He becomes a 
teaching asset to the school, with t practical experience 
desirable as a result of regular experience in coroners’ 
and criminal cases. The statutory fees from his work 
for the coroners provide adequate financial return, 
leaving the emoluments due for his academic status 
proportionately small. The state and the university 
should clearly contribute vogether to the costs and 
upkeep of the forensic laboratory. : 


PATHOLOGY AND THÈ NATIONAL HEALTH SERVICE 


. on Diseases of the Nose (1906). 


the minority in which real . 
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The desired end could be reached without new legisla- 
tion if the university school .will recommend, at the 


_ ` request of the coroner, the services of a pathologist from 


their hospital staff whom they intend to develop as a 


forensic expert. The pdlice will have the usual right to 


ask the coroner for the services of the expert they desire. 
Guy’s Hospital. | KEITH SIMPSOX. 
\ 


MOUTH BREATHING 


_Smr,—There is one statement in Dr. J. Alison Glover’s 
article on tonsillectomy in the school medical service 
(Monthly Bulletin of Ministry of Health, April, 1944) 
which must not go unchallenged. Quoting Birdsall 
he states that “it is normal for children | up to the 
age of six- to sleep with the mouth open,” and [that 
“if parents could be made to understand that ‘ open- 
mouthedness ’ up to six years is normal and not ‘ mouth- 
breathing ’ many unnecessary tonsillectomies might be 
avoided.” Dr. Glover here confuses the effect of hyper- 
‘trophied tonsils with that of adenoids. The two, 
surely, are separate problems. 

It has long been recognised that among the effects 


‘of the open mouth in children is a narrowing of the hard 


palate, and some deformity of the alveolus with cramping 
and irregularity of the teeth. The condition is very 
fully described in Lambert Lack’s classical monograph 
Lack here showed 
irrefutably that the cause is the tension of the over- 
lying muscles of the cheeks when the child is lying with 
the mouth open, which results in lateral compression 
of the maxilla and to some extent of the mandible. 

That this is the explanation Lack was able to demon- 
strate in a boy aged 12 with nasal obstruction necessitating 
mouth-breathing ; the boy had also had unilateral facial 
paralysis since the age of 2. Qn the paralysed side the 
palatal arch was wide and the teeth regular. On the 
non-paralysed side the arch of the palate was high and 
narrow, and the teeth irregular and overlapping. 

Last autumn I saw a similar case in a young woman 
who had had unilateral facial paralysis since early 
infancy, clearly the result of middle-ecar suppuration 
as shown by a large chronic tympanic perforation on the 
affected side. I was able to.demonstrate to a number of 
my colleagues the difference in the arch of the hard 
palate on the two .sides—wide on the paralysed and 
narrow on the other side. 

It appears to me that these cases are proof of the 


Importance of the closed mouth in the growing child. | 


If this were more widely attained the necessity of dental 
“ regulation ” would not be nearly sọ frequent. 
Royal Devon and Exeter ROBERT WORTHINGTON. ' 
Hospital. 


FIRST AID FOR FRACTURED SPINE 


Sm,—Many who are interested in first-aid would like 
to know whether the Instructions to Ff irst-Aiders, 
enumerated by Dr. Moir in your issue of June 3, represent 
the opinion of recognised first-aid organisations and are 
intended to be adopted officially by them. 

The paragraph dealing with a patient ‘‘ found lying on 
his face ’’ is especially perturbing. This instructs first- 
aiders to turn the patient on his back in two movements. 
As to the possible dangers inherent in carrying out these 
movements, others are more qualified to spe ak than I; 
-but I may perhaps quote Mr. H. O. Clarke at the 1934 
meeting of the British Orthopedic Association, as reported 
at the time in the British Medical Journal. ** There could 
be no doubt that ordinary face-up lifting was capable of 
producing paraplegia which did not previously exist. 


' The speaker had personally witnessed a throw from a 


horse which caused fracture of the spine without para- 
piegia ; the patient was turned and eevee by ambulance 
men and was paraplegic by the ti hospits al was 
reached. Death resulted from bladder infe ction.” 
Again Prof. Harry Platt (Brit. med. J. 1938, ii, 1155) 
says: ‘‘In a fracture of the dorso-lumbar region the 
patient should be carefully rolled over on to his face and 
a pillow placed under the upper part of the chest. This 
manoeuvre alone may be sufficient to reduce a fracture- 
dislocation. In lifting him on to the stretcher the posi- 
tion of extension of the spine should. be maintained. If 
no stretcher is available at the site of the accident—as at 
the seam-face in a' coal mine—the victim ‘should be 


’ 


carried to the first-aid post in the prone position.’ 
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í é 
I would point out that in thin coal seams and similar 
restricted places below ground, the movements advised 
by Dr. Moir would be very difficult tq perform, and it is in 
these places that fractures of the type shown in eee 
sho 
_ Like to be assured that this, and other practical factors, 
have received the consideration they demand before the 
“ prone position ” is forbidden to first-aid men in mines 
and the “ plank-supine ” method made obligatory in all 


Council film Accident Service are likely to occur 


cases. 


Mines Medical Service, 
Ministry of Fuel and Power. | 


S. W. FIsHER. 


S1r,—It is high time that we came to some agreement 
on this vexed question, and I welcome Dr. Moir’s efforts 


to bring it about. 


In civilian practice fracture of the spine is most 
commonly encountered in the coal mines, where it -is 
produced by heavy falls of rock on the flexed back of the 
The first-aider has, therefore, to. carry 
out his treatment under difficult and dangerous condi- 
It is of paramount 
importance that he should receive clear, definite instruc- 
tions, since on him will depend whether or not the spinal 
cord is irretrievably damaged before the case reaches 


crouching miner. 


tions and with no hope of medical aid. 


hospital. 


As Dr. Moir points out, there has bsan nothing but 
confused and conflicting advice from the medical pro- 


fession during the last few years. At first the prone 
position was advocated by Watson-Jones. Then Osmond 
Clarke and Moir advocated the supine. position with the 
natural curves supported. Finally, the British Ortho- 
peedic Association exhibited a genius for compromise by 
suggesting, that the patient should be transported in the 

‘ position in which he lies.” Dr. Moir then proceeded to 
work out a new method of treatment based on this advice, 
but has now reverted to his original method, on being 
reminded that the ‘“‘ position in which he lies ”? is nearly 


always one of acute hyperflexion, in which the victim’s . 


head is somewhere in the region of his knees. 

The purpose of this letter is not to discuss the merits or 
demerits of the various suggestions put forward from 
time to time, but to urge upon the authorities—whoever 
they may be—that it is time we liquidated our diver- 
gencies and gave the poor bewildered first-aiders some 
clear and authoritative instructions which will assist 


them in discharging one of the most onerous and respon- 


sible tasks they are ever called on to undertake. 
. Mansfield, Notts. E. A. NICOLL. — 


MASS RADIOGRAPHY 


- Srm,—The investigation described by Dr. Kahan and 
Dr. Close on May 20 has been very thorough and their 
final classification of cases will be of considerable interest 
to those doing mass radiography. I would suggest, 
however, that more emphasis should be placed on exa- 
mination of the gastric contents. The more one comes 
in contact with tuberculous patients the more one is aware 
_ of the frequency with which, in early cases, sputum is 
swallowed and not expectorated. 
15,791 personnel by miniature radiography, 45 had 
active tuberculosis; the sputum was positive in 26, 
the gastric contents were positive in 5, and guineapig 
inoculation from gastric contents was positive in 8 
One-third therefore of positive cases were sputum- 
negative. 

It is a little surprising to find that in only 27 of the 138 
-cases in Kahan and Close’s series was the erythrocyte- 
sedimentation rate higher than 10 mm. in one hour. Of 
the 45 cases mentioned above, ESR was 10 or higher in 
35. I agree that no reliance can be placed on the ESR 
as a diagnostic. aid, but it is unusual to find active 
pulmonary tuberculosis with a normal ESR. 

The fact that abnormal physical signs can be absent 
in the presence even of considerable pulmonary disease, 
as revealed by radiography, cannot be too strongly 
emphasised. And it is surprising how many active and 
positive cases run an afebrile course. 

Unfortunately not a few patients are. diagnosed and 
notified tuberculous on inconclusive evidence. It would 
seem wiser and far kinder to label the uncertainties 
“ pulmonary fibrosis ” and keep them under supervision. 
The diagnosis of tuberculosis may cause social, domestic 
and emotional upheaval. Ft. J. ROBINSON. 


In a recent survey of 


_ pletely surrounded wit 


UNPADDED PLASTERS 


Sir,—We have always used padded plasters in the 
treatment of limb injuries for the following reasons in | 
addition: to the very important point raised by. Mr.’ 
McIndoe and Mr. Watson-Jones in their letter of June 3. 

First, we believe that rehabilitation is facilitated by the 
use of padded plasters. Muscle drill should begin at the 
earliest opportunity and should continue throughout 
plaster fixation. A padded plaster—e.g., in a fracture of 
the tibia and fibula—allows more freedom of action of 
the thigh and calf muscles. We have recently beén 
investigating measurements of the thigh and calf with the 
muscles relaxed and contracted. It was found in a large 
series of cases that there was an average increase of } in. 
in the circumference of the thigh 7 in. above the patella 
when the quadriceps was contracted. The change in the 
calf was less marked but was } in. measured 5 in. below 
the patella. There were also appreciable and constant 
changes in the contour of the limb in the two states of the 
muscles. These were traced by cross-sections of plaster 
casts applied directly to the skin. Secondly, skin lesions 
appear to be more common in cases treated in unpadded 
plasters than in padded ones. This applies to both 
simple and compound fractures. Thirdly, we have found 
that unpadded plasters, particularly spicas, more often 
require anesthesia for their removal. l 

We do not consider that there is more tendency for 
fractures to slip in padded plasters. Oblique fractures 
slip as readily in unpadded plasters as in padded plasters 
unless they have skeletal traction or internal fixation. 


Pinder Fields Emergency Hospital, 
| Walken EE GEOFFREY HYMAN. 


. “MODERN TREATMENT” AND SURGICAL’ 
PRINCIPLES 


Str,—In their letter of June 3 McIndoe and Watson- 
Jones drew attention to one serious defect in the appliea- 
tion of modern methods of surgical treatment—viz., 
the use of skin-tight plasters for the early treatment of 
injuries. Another ‘“‘ modern ° method that requires 
greater care is the utilisation of paraffined gauze pac 
for septic wounds.’ One rule should be that the total 
number of packs inserted into a wound should be 
recorded, and, if plaster is used, written on it. “ Packs” 
should always be reasonably large i in size and the end of 
each should project from the wound. If a pack is Iost 
in a septic cavity the . result will be long-continued 
institutional treatment, an economic loss in man-power 
and hospital accommodation, and probably & much 
graver disability. 

The following story illustrates this and also the additional 
point that penicillin and other chemotherapeutic wonders 
cannot absolve the surgeon from following first principles. 


Trooper L. was wounded in Italy on Oct. 25, 1943, 

by a piece of mortar-shell casing, which shattered the 
lower end of the left femur, with involvement of the knee- 
joint. As was natural, he has been treated in a large 

number of different centres both in the Mediterranean 
theatre and in this country, to which he returned at the 
beginning of January. In England the wound has been 
treated in a series of plaster spicas. Repeated dressings 
under anszsthetic have been carried out; small bits of 
dead bone have been removed, and this has always been 
followed by the insertion of paraffined gauze. Two sinuses 
have remained, one on each side of the lower end of the 
femur, and from these there has been profuse drainage of, 
foul-smelling pus of a .mixed proteus, EUreptcocers and 
staphylococcal infection. 


The other day I found that a house-surgeon, the recent. 
graduate from a centre where penicillin is freely used, 
had obtained some of this material and was irrigating 
the sinuses with it. The wounds continued to dis- 
charge foul-smelling pus, and it was obvious that there 
was something at the bottom of the sinuses which 
should be removed. The lower end of the femur was 
therefore widely explored. A cavity in the centre of 
the condylar region was exposed, and from it a black- 
ened mass of granulation tissue, soft dead bone, and a 
strip of ribbon gauze was extracted. This gauze, 
which had been there for some months, was com- 
bone. of the involucrum . 


type. Further exploration revealed a long charred 


cd 
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sequestrum about 3 in. long and 13 in. wide, comprising 
a large section of the femoral shaft. "This also was 
removed, and. a clean cavity was left after an adequate 
amount of surface bone had been excised. The cavity 
may now be fit for penicillin treatment, though I doubt 
whether it is really needed, or (in view of the proteus 
infection) likely to be of much use. ! 


Exeter. NORMAN CAPENER. 


EDUCATION FOR HEALTH á 

, “I do remember an apothecary...” (Romeo) 
Srr,—Professor Ryle is certainly right in emphasising 
the importance of widespread health education. To the 
question ‘‘ Whom should we educate ?’’ he answers, 
that in the first group worthy of particular mention are 
“the clinical teacher and his students, the practising 
doctor, the nurse, the midwife, the health visitor and the 
hospital or municipal social worker, for these will have 
an ever extending sphere of influence as our new services 
develop.” It is regrettable that he omits a most im- 
portant section of the community—viz., pharmacists— 
who are well placed to give sound advice to the public. 


The 15,000 chemists’ shops distributed throughout the 


length and breadth of the country can become the most 
useful centres for -health propaganda, provided the 


medieal profession and the health authorities approach 


the chemists with discretion and sympathy. 

All that the Ministry of Health has done so far in this 
direction has been to issue anemic 4-page Bulletins, 
published QUARTERLY in the Pharmaceutical Journal, in 
the hope ‘‘ thus to improve the pharmacist’s equipment 
for missionary work in the cause of better health.” 


_. Whilst in a. few provincial places doctors and. chemists 


mett occasionally to diseuss matters of mutual interest, 
a National Advisory Committee of the two sections of 
the profession has not been established to codrdinate 
their efforts. It is high time to recognise that pharma- 
cists are not ordinary shopkeepers, but men who have 
been trained and qualified for the purpose of providing 
safe service in medicine. If the gap between doctors 
and chemists could be bridged, more effective ways could 
be found of catching the ear and the eye of the public 
and thus educate them to a higher standard of health. 
_ Gerrards Cross. os ' S. BROOK. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
l _ WEEK ENDED JUNE 10 


Notifications.—The following cases of infectious disease . 


were notified during the week: smallpox, 0; scarlet 


fever, 1428 ; whooping-cough, 2473; diphtheria, 470 ; 


paratyphoid, 3 ; typhoid, 1 ; measles (excluding rubella), 
3078 ; pneumonia (primary or influenzal), 738; puer- 
peral pyrexia, 179; : cerebrospinal fever, 66; polio- 
myelitis, 4; polio-encephalitis, 1; encephalitis lethar- 
gica, 2; dysentery, 181; ophthalmia neonatorum, 60. 
No case of cholera, plague or typhus fever was notified 
during. the week. . 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on June.7 was 1561. 
previous week the following cases were admitted : scarlet fever, 66 ; 
diphtheria, 28 ; measles, 38 ; whooping-cough, 49 | 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 4 (0) from measles, 2 (0) from scarlet fever, 
11 (2) from whooping-cough, 3 (1) from diphtheria, 41 
(5) from diarrhcea and enteritis under two years, and 19 
(1) from influenza. The figures in parentheses are those 
for London itself. iy. 
The number of stillbirths*notified during the week was 
246 (corresponding to a rate of 32 pèr thousand total 
births), including 26 in London. 


Dr. OswaLtD T. AVERY, a research fellow of the 
Rockefeller Institute in New York, has been elected a 
foreign member of the Royal Society. Dr. Avery is a 
pioneer in the developments which are making it possible 
to interpret the immune reactions of bacteria in terms of 
exact, chemistry. .With Heidelberger he first showed 
that substances obtainable from pneumococci and react- 
ing with antisera specific for the different strains of those 
organisms are complex carbohydrates forming the cap- 
sule of the pneumococcus. This was the real starting- 


point of one of the most important chapters in modern. 


immunology. 


During the . 
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JOHN LAWSON DICK 
i MD EDIN, FRCS , 2 
Dr. Lawson Dick, who died at Dorking on June 13 in 


his 74th year, was,a great traveller and a_student of 
economic .conditions ‘wherever he went. After graduat- 


| ing in medicine at Edinburgh University in 1892, with 


special distinction in midwifery, he held house-appoint- 
ments there, also demonstrating in pathology, and went 
on to house-surgeoncies at Liverpool and Manchester, 


. taking his FRCS the while, with a turn at Rainhill. 


He was then surgeon-captain in the South African War, 
gaining the Queen’s medal and afterwards spending a 
year or two in practice at Cradock. During the last war 
he was surgeon (1914-18) to the City of London Military 
Hospital, and later was employed by the Ministry of 
Pensions, becoming president of medical boards for the 
county of London. It was then that he published a 
remarkable study of Rickets (1922), being “a study of 
economic conditions and their effects on the health of the 
nation.” The distribution of the disease and its occur- 
rence in the young of “ all animals kept in captivity ” 
led him to reject the theory of vitamin deficiency, and 
for many years he took part in a lively controversy 
about the ways and means of preventing rickets and 
dental caries. A doughty fighter, he was also a voracious 
reader and was disconcertitigly well-informed of the 
cracks in the armour of his opponents. In 1911 he 
married Norah Winifred Duke, who survives him witha ' 


son and two daughters. 


JUDSON SYKES BURY `` 
MD LOND, BSC VICT, FROP- 


Dr. Bury, doyen of Manchester physicians, died 
‘ion June 10 at his home at Chinley, where he had been 
enjoying his reading and his golf up to the onset of his 
illness ‘a week earlier. He was 92 years of age, yet 
his senior outlives him—Sir Thomas Barlow, who taught 
him much of his medicine and . ite = ot 
with whom he collaborated in 
work onrickets. BorninSalford, 
Judson Bury was educated for 
two years at Owens,College and 
later at University College Hos- 
pital, where he was house- 
physician to Sydney Ringer, and 
obstetric resident. He returned 
to Manchester in 1878 as RMO 
to the children’s hospital at 
Pendlebury, and was appointed 
medical registrar of the Royal 
Infirmary in 1885. From this 
time on he threw himself into 7 
neurological study,in which Manchester was becoming pre- 
eminent, together with James Ross and William Thorburn, 
collaborating with Ross in publishing Peripheral Neuritis 
(1893). His medical writings, which were numerous, 
included Clinical Medicine (1894) and Diseases of. the 
Nervous System (1912). He was appointed to the-honorary 
staff of the Royal Infirmary in 1889, and professor of 
clinical medicine at the University in 1911. Asa teacher 
his classes were always popular, for he dogmatised in 
nerve work and never troubled his students with uncer- | 
tain theories, while he had a wonderful’ clientele: of 
typical nerve cases to show them. Sir Alfred Webb- 
Johnson, one of his old students, has said that for Jucid 
exposition, clear demonstration and lasting instruction 
he had seen no class to equal Bury’s clinic. Like his 
surgical colleague, Joseph Collier, he held the position of 
students’ friend, ready to help whenever difficulties arose. 
Over a long stretch of years he attended regularly and 
often spoke at students’ and residents’ dinners. .He had 
in his time been a famous runner, and his .sprints and 
swerve on the football field for UCH were long remem- 
bered. In addition to his medical writings he had a 
singularly happy and smooth style in his literary articles; 
of which perhaps ‘the best remembered was on old age. 
A -few years ago some of his students, anxious to do 
honour to him in his advancing years, reprinted a selection 


` of these articles in a small book and presented a richly 
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bound copy which gave him great pleasure. Lately he 
had been living in Derbyshire close to his daughter Mrs. 
Osborne. . The picture of him with his great grand- 
daughter was taken i in 1940.. 


-GEORGE WAUGH - SCOTT 
OBE, M D GLASG, DTM&H)' 


Dr. G. W. Scott was taken ill at the cottage of one of 
his country patients on the afternoon of June 6. Hé 
died a few hours later at his home in Malvern Link 

and now lies buried at Queens- 
ferry. He was sixty-one years 
of age. 

After qualifying at Glasgow 

University and serving as senior 

- house-surgeon at Greenock In- 
he became medical 

‘officer to the Kamuning, Hea- 
wood, Changhat Salak and other 


spending his best years there in 
practice and in the study of 
tropical medicine and epide- 
miology. In 1937 he settled at 
Malvern and ‘at once acquired 


popularity with patients and 
colleagues alike. ‘‘ Under a 
- light cloak of native shyness,” 
- McM. writes: ‘‘ George 
Scott was disclosed as a modest and sincere man with 
a lively sense of humour and a perpetual desire to 
give of his best. He took an active part in local 
organisations. Under his genial leadership, the first- 
aid, post ran easily and’ efficiently, a reflection of 
his personality. At the time of his death he was chair- 
man-elect of the Worcester and. Bromsgrove division 
of the BMA, and in previous years had served on the 
council and as representative for Malaya. He was a 
fellow of the Royal Society of Tropical Medicine and the 
first president of the Vigornian Clinical Society. He 
showed that it was possible for one busy. in general 
| practice to keep abreast of the times, and to participate 
actively in hospital clinical meetings. .These he seldom 


- nor did he fail to promote in them a lively 


discussion and an atmosphere of friendliness. He carried 
his Scottish individuality with him and radiated charm. 
More than one person has been heard to say that his 


companionship would go far to mitigate the disadvantage | 


of life in the Far East.” 
Dr. Scott is survived by his wife.and his son Gavin 
Steuart, who continues in the practice at Malvern. 


Biris Marriages and. Deaths 


BIRTHS 


DE WYTT. —On June 10,in London, to Dr. Kathleen de Wytt (née 
r wife of Captain W. H. de Wolfe de Wytt, RaMc—a 


ugbter. 
alo te June 11, in London, the wife of Dr. A. P. R. Lewis— 


O'CONNEL LL.—On June 13, at‘Croydon, to Dr. Lilian O’Connell (née 
Chant), wife of Major Patrick O’Connell, RAMC—a son 

PICKERING.—On June 11, at Gerrards Cross, ‘to Dr. Carola Pickering 
(née Seward), wife of Prof. G. W. Pickering, FRcPp—a daughter. 

TUKE.—On June 14, at Bournemouth, the wife of Surgeon Lieuten- 
ant R. G. Tuke, RNVR—A s0n. ° 


‘MARRIAGES. 


NORMAN—EVANS.—On June 10, in London, Thomas Norman, MD, 
Merchant Navy, to Mary Milbrough Evans. 


' aa = DEATHS 


DIcK. —On June 13, at Dorking, John Lawson Dick, MD EDIN., FRCS, 
HayYvrs.—On June "12, at Cheltenham, George Constable Hayes, 
FRCS, consulting surgeon to the ear, nose and throat department 
of Leeds General Infirmary. 
HuUskKI£E.—On June 7, at Moffat, David Huskie, MB EDIN., FRCPE, 
age 
LAWRENCE. —On June 15, at Chepstow, Henry Gwynne Lawrence; 
MB LOND., aged 73. 
LESTER.—On June 2, at Christchurch, New Zealand, George Mac- 
keuzie Lester Lester, MA OXIFD, MRCS, aged 
May. a June 12, William Norman May, MD LOND., of Sonning, 
: aged 6 
Morton—On June 16, at Putney, John Morton, MB GLASG. 
NELson.—On June 18, William Bremner Nelson, MRCS, of West 
Byflect, Surrey, aged 78. 
Young.—On June 12, at Tunbridge Weils, Charles Wheeler Forrest 
Young, MD LOND., DPH, formerly MOH for Middlesex. 


On Active Service 
CASUALTIES ` 
The folowing casualties are announced : 
- KILLED E 
Lieutenant SAMUEL MORRIS GREEN, MB LPOOL, RAMO | 
. DIED OF WOUNDS 
ss a CIaRAN JOSEPH GANNON, MB NUI, RAMC 


AWARDS 
The following award was included in the Birthday B Honours 
lists : AFC 


estates hospitals in Malaya, | 


a reputation and .a deserved ` 


Wing-Commander C. C. BARKER MB EDIN, RAF 


The fol DE other awards have also been made : 


- DSO 
Fitght-Lioutenant G. D. GRAHAM, MBE, MB CAMB., RAP 
Lieut.-Colone! H. H. KENSHOLE, MRCS, LDS, RAMO | 
Lieut.-Colonel P. L. E. Woop, MBE, MRCS, RAMO 
MO- ' 

Captain D. H.R. Monccounee, MRCS, RAMO | 

z RNVR OFFICERS’ DECORATION 
Surgeon Commander G. M. TANNER, MB CAMB 
Surgeon Lieut. -Commander H. E. HOLLING, MB SHEFF 


MENTION IN DISPATCHES 


Surgeon Lieutenant I. H. 
, MB, RNVR. 

Surgeon . Lieutenant GEOFFREY 
H. MURRAY, MB, RNVR 

Air Vice-Marshal A. E. PANTER, 
BA, MRCS, KH8 

Air-Commodore 
Braas, MO, MRCS 

Group raptor V. S. Ewro; 

Group: Captain J. M. Ki. 
PATRICK, MB 

Group-Captain W. J. G. 
WALKER, MRCS 

Wing-Commander G. P. ARDEN, 
FROS, RAFVR 

Wing-CommenderJ. S. CARSLAW, 


Wing-Commasdar R. W. .B. 
. ELLIS, FRCP 
Wing-Commander C. R. E. 
FREEZER, MB, RAFVR 
Wing-Commander G. B, GRAY- 
LING, MRCS, RAFVR 
Wing-Commander C. W. Kipp, 
MD 
Wing-Commander G. B. Mac- 
GIBBON, MB 
Wing-Commander J. C. 
MaoGown, MD 
Wing-Commander J.. H. NEAL, 
MRCS 
Wing-Commander G. H. 
STUART, MB 
Wing-Commander V. H. 
TOMPKINS, MRCS 
Squadron-Leader ANNIE D. M. 
ADAMS, BM OXFD . 
Squadron-Leader J. E. M. 
BARNES, MRCS, RAFVR 
Squadron-Leader T.W. BRANCH, 


MRC 
Squadron -Leader’ M. R. 
CHASSELS, MB 
Squadron-Leader Jack, Coro- 
VER, MB 


KENNETH 


Squadron-Leader R. CUNNING- 


HAM-JONES, MRCS, RAFVR 
Squadron-Leader D. G. Evans 
Squadron-Leader D, C. Far- 

QUHARSON, MRCS . 


Squadron-Leader D. L. JOHN- 
SON, MROS, RAVER 
Squadron-Leader R. W. Lass, 
MRCS, RAFVR 
MoA. 


Squadron-Leader J. 
MCARTHUR, MRCS 
Paua dron- Leeder M. L. MALEY, 


Squadron Le -Leader RocER MoR- 


Squadron-Lesder J. B. MURPHY, 


Squadron Leader C. A. C 
O'CONNOR, MB, RAFVR 

Squadron-Leader J. A. 
TRIDGE, BM 

Pauadrog Loader E. E. PHILP, 


Squadron -Leader N. P. SHIELDS, 
MRCS, RAFVR 
Squadron-Leader J. M. SMILES, ` 


Squadron:-Leader D. Stevenson, 

Squadron-Lesder R. F. STUBBS, 

Sauadron Loader P. G. Topp, 
MEOP, RAFVR 


Squadron-Leader J. L. TRAINER, 
. LRCPE, LDS, RAFVR 


Par- 


‘Squadron-Leader J. WATSON, MB, 


RAFVE 

Flight-Lieutenant M. W. 
ARTHURTON, MB i l 

Flight-Lieutenant R. E. BRAN- 
DON, LECPE, RAFVR 

ee een [. DONALD; 
MB, R 

Flight-Lieutonant I. D. Cupar, 
MB, RAFVR _ 


Fli ht-Lieutenant A, G. 


ARDY, BM, RAFVR 
Flight-Lieutenant J. K. 
CABE, MB, RAFVR 
Flight-Lieutenant G. E. 
PHILLIPS, MRCS, RAFVR. 


Flight-Lieutenant R. K. 


PHILLIPS, MRCS, RAFVR 

Flight pea aia C. S. N. 
SWAN 

Flying-Officer R. G. MAGNER, MB 


MEMOIR 


Captain G. E. YARDLEY, who died of wounds in Italy during 
May. was born in Paris in 1909 and came to England when he 
was ten to go to Caldicott School at Hitchin. His education 
was continued at Leys School and St. John’s College, Cam- 
bridge, where he read for the law. But during a year spent 
at Harvard he was attracted to medicine and when he 
returned to this country in 1931 he began work at Guy’s. 
He took the conjoint qualification and his MB Camb. six 
years later and after holding house-appointments at Guy’s, 


é 
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he settled in practice at Windsor just after the outbreak of 
war. Having joined the RAMC at the beginning of 1941 he 
left for North Africa early in 1943. He represented his unit 
in the march of victory in Tunis, and 
later was posted to Italy. In the assault 
on Cassino he was working in an advanced 
dressing-station on the banks of the 
Rapido when he was wounded in the 
head from a mortar shell. He died 
without regaining consciousness and is 
buried outside Naples. C. B. V. T. 
writes: ‘“‘ Those of us who knew George 
Yardley well will like to remember 
him against the background of his home 
with his wife and two small sons. He 
loved children and was loved by them, for 
he gained their confidence by his unruffled 
tranquility. Quiet but not reserved, gay 
but not boisterous, he had great pér- 
sonal charm. Outside his work he found pleasure in music, 
reading and writing, and his study of philosophy enhanced 
his human approach to medicine.” i 


Polyfoto 


p EE N EE See: 


ADJUSTMENT TO A NEW WEAPON ' 


Tue stages by which the mind adapts itself to an unknown 
difficulty must be well stamped into human protoplasm by 
now: man has not proved the most adaptable animal 
without finding some short cuts. A pilotless plane, a week ago, 
had something eerie about it, and the damage it could do was 
seen out of perspective, not as mere damage but as something 
touched with mystery and horror. The Government was 
wise in quickly giving the country full information about the 
device. To prove that it was not guided by an unseen 
malevolent hand, but was merely a missile, like the other 
things flung about in war, was to rob it at once of much of its 


dignity. To show that it was of the same destructive order | 


as a block-buster—certainly no worse—was to bring it from 
the ranks of the unknown to the familiar ; and if familiarity 
can hardly be said to father contempt, at least it breeds 
fortitude. Within a few days, the final stage of psychological 
adjustment was accomplished: the thing has acquired pet 

, names—*‘ buzz 
its stature still further and to put it once and for all among the 
other tools of war. i 


PAID APPOINTMENTS AT A HOSPITAL 


Tuer Peterborough Memorial Hospital, a voluntary hospital 
with over 200 beds, has been rearranging and augmenting its 
medical staff during the past two years. The first step was 
the appointment of Dr. G. F. Walker as physician and medical 
superintendent. Next Mr. K. C. Jaidka, honorary surgeon 
since 1928, was appointed full-time salaried surgeon, and Dr. 
J. H. Gann, honorary ophthalmic surgeon, undertook to 
work on a sessional fee basis. Dr. D. H. Fulton’s appointment 
as pathologist was altered to a full-time salaried one; Mr. Noel 
J. Smith was appointed full-time orthopzdic surgeon, and 
Dr. A. H. Brockbank full-time radiologist. Several members 
of the original staff retained their honorary status; Dr. Joe 
Walker continues as honorary physician, Dr. E. A. Holmes as 
honorary surgeon, Dr. C. C. Forsyth as honorary dental 
surgeon, and Dr. W. Marshall, founder of the fracture clinic, 
as honorary surgeon and surgeon in charge of Service fractures. 
The ear, nose and throat department is now in the hands of 
Mr. J. P. Monkhouse (London) and Mr. A. S. H. Walford 
(Cambridge), and Dr. C. H. Whittle (Cambridge) holds a 
clinic in dermatology. Dr. R. J. B. Broad and Dr. Joan 
Cooper (London) have become visiting anssthetists. The 
following have been appointed visiting consultant specialists : 
Dr. Rowland Hill and Mr. W. T. Warwick (London), and Dr. 
Campbell Canney, Mr. O. Lloyd and Mr. S. Riddiough 
(Cambridge). Consulting . sessions are arranged by the 
medical superintendent as required by the medical staff. 
All the consultant specialists work on a sessional fee basis. 
Arrangements have been made with the local authorities 
for the revival of a clinic for psychiatry, and Dr. N. K. 
Henderson of Rauceby Mental Hospital has resumed bhis 
attendances. 

Members of the staff are free to undertake private consulta- 
tions and operations in their departments. 


NOTES AND NEWS | ‘ 
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Society of Apothecaries of London 


Sir Hugh Lett has been re-elected representative on th > 


British Postgraduate Medical School, Dr. J. P. Hedley on 
the Central Midwives Board, and Mr. L. Vernon Cargill on 
the Central Pharmaceutical War Committee. 

The following have been promoted to the livery of the 
society: J. P. Bentley, J. H. Gaddum, E. J. S. Barthorpe, 
G. F. Buchan and C. Jennings Marshall. 
elected to the freedom by redemption : 


The followimg were | 


Arthur Levin, William Marriott, J. P. M. Tizard, John | 


Middleton and A. St. G. McPhillips. 
was bound apprentice to Sir Stanley Woodwark. 

The diploma of master of midwifery has been granted to G. D.N. 
Milne, and the diploma of the society to the following : 

A. W. Banks, R. H. Boardman, A. E. Bernstein, P. L. Brangwin, 
J. L. Brennan, D. E. M. Brown, P. 
A. M. Earle, M. A. Hamdy, R. K. Haslam, R. J. H. Hodges, P. W.T. 
Hollis, F. R. S. Knight, W. H. Lillywhite, T. Y. Martin, P. KE. Mars, 
J. Middleton, J. C. Stephens, J. K. Sugden, D. A. Tait, K. Talboys, 
A. G. Wolstenholme and E. G. Wright. j 


University of Edinburgh . 
The honorary degree of doctor of laws is to be conferred 
on Sir John Fraser, FRCSE, the principal-elect. 


Paddington Medical Society 
The annual general meeting will be held at St. Mary’s 


W. H. D. Fairbank | 


D. Bryant, P. V. G. Dawson, 


Hospital, W.2, on Tuesday, June 27, at 9 pm, when Dr. Z. 


Green will give his presidential address on medicine in the 
postwar era. 


Polish. Medical Association 


On Tuesday, June 27, at 5 pm, at BMA House, Tavistock 
Square, London, W.C.1, Prof. F. A. E. Crew, rrs, will address 
the society on new problems of social medicine. 


Society of Chemical Industry 


At a meeting of the Nutrition Panel at 2.30 PMĮ in the rooms 
of the Chemical Society, Burlington House, London, W., on 
Tuesday, June 27, on the taste and quality of food in relation 
‘to nutrition, Prof. Hamilton Hartridge, rrs, will speak on 
the physiology of taste and smell and its nutritional signific- 
ance; Mr. G. W..Scott Blair, pH D, on the assessment of 
food quality by handling ; Dr. D. R. Davis on the subjective 
effect of food in relation to its nutritional value. 


Society of MOHs 

A meeting of the Fever Hospital Medical Service Group 
will be held at Tavistock. House, London, W.C.1, on Friday, 
June 30, at 3 pm, when there will be a discussion on penicillin. 
Sir Alexander Fleming, FRS, will speak on the penicillin- 
content of blood following administration by various routes 
and Dr. A. Dolphin 'on penicillin in the treatment of septic- 
zmias and meningitis. , 

The meeting of the School Medical Service Group on 
July 21, when the President of the Board of Education 
was to speak, has been postponed. ` 


The late Dr, A. D. Cowsurn, a former coroner for South 
London, has left the residue of his estate of £59,000 on trust 


‘for his wife for life and then to King’s College Hospital 


medical school ‘‘ on account of its excellent teaching and high 
ideals.” . - 


Major OSKAR TEICHMAN, DSO, MC, MRCS, local Army welfare 
officer for the Southern Command, was appointed MBE ‘in 
the Birthday Honours list. 


Appointments 


CRICHLOW, T. V., B SC LOND., MRCS, DMRE: radiologist to the British 
Legion Village, Preston Hall. 

Epps, PHYLLIS, MD LOND., MRCP : senior MO at Roffey Park Rehabi- 
litation Centre, Horsham. 

Evans, R. M., MB CAMB., MRCP: temp. physician to the Bootle 

General Hospital, Liverpool. 


ee a M M alimee 
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The fact that goods made of raw materials in short supply owing 
lo warconditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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© INDEX TO VOLUME I, 1944 


: ; REFERENCES AND ABBREVIATIONS | R 
Institutions and Corporations with the right to the prefix Royal will be found under that prefix, with the 


exception of Medical Societies, which are separately indexed under Societies. 
word Universities. 


are indexed under the 


(A) 


Avynotation, 


All Universities 
Correspondence, 


(C) 


(LA) = Leading Article, (ML) = Medicine and the Daw, (NI) = New Invention, (NP) = New 


_ Preparation, 


(O) = Obituary, 


(P) = Parliament 


and (R) = Review. k 


A Goncerdance of page numbers and datse of issue will be found on opposite page i 


A 


Abdominal surgery—anæsthesia and anal- 
gesia in, 537; rehabilitation after 
(Shorter) 243, (Large) (C) 517 

Abdominal wounds—(Blackburn) 361; 
(Harrison) 110-; (Law) 427; a 
555; SirC. Wallace and, (Gordon-Taylor 
(C) 806, (LA) 791 

Abrahams, Sir A., faith-healing (C) 136 

Abscess—of thyroid gland (Stock) 789; 
subphrenic (Raw) 13 nny: 

a etracte. scientific (LA) 89, (Sheppard) 


Acarus in scabies (LA) 827 

Accidents—eglycosuria and (A) 730; 
dustrial (Davies) 223 

a L., Health anå Hygiene (R) 


Acridines—adsorption of by gauze (Albert 
and Gledhill) 659; in disinfection of 
wounds (LA) 90; see also Proflavine 

_Actinomycosis, chemotherapy of (A) 764 

Adams, A. W., white-paper,.the (C) 551 

Addison’s disease, hormones and (A) 283 

Adolescent kyphosis (MacGowan) 211 | 

Adrenal insufliciency (A) 283 

Adrenal tumours, see Tumours : 

Adrenaline, intravenous, in spinal anes- 
thesia (Evans) 15 

Adrian, E. D., on sensory cortex (A) 94 

Adsorbers for removal of ether vapour in 

- aneesthesia (Epstein) 115 g 

A CES in' Pecdiatrics (de Sanctis) (R) 


in- 


Africa—Egypt, health programme for, 


481, plagues of, 481; French Africa, 


agriculture in (A) 441, maternity in (A) 
440, medical plans in (A) 440; Kala- 
azar in Anglo-Egyptian Sudan (Somers) 
531; malaria, in Northern Rhodesia 
(Rodger) 533, in Upper Egypt (P) 451, 
in: West Africa (P) 708, (Bomford) 750; 
MOH for South Africa (P) 741; medical 
services: in Southern Rhodesia, 266, in 
West Africa (P) 741; North African 
campaign, ophthalmology in (LA) 472, 
‘Pentothal sodium’ in (Curtiss) 822; 
recuperative power of Africans, 672; 
Royal African Society, 72; schisto- 
somiasis in East Africa, 137; Sleeping 

. Sickness Bureau, 97; Tanganyika, 
development of (P) 353, leprosy in (P) 
674; types of West Africans, 736 

Agar, control of, 105 

Agglutinins, anti-Rh.—in maternal blood 
(Langley and Stratton) 145; in breast- 
milk, 147 ; 

Aggression, disciplined (Wright) (C) 230 

Agranulocytosis — after arsphenamines 
(Ferguson) 334; sulphonamide, desen- 
sitisation and (Park) 401, (LA) 406 

Agriculture (T) 193, (P) 228; Agricul- 
tural Research Council, Topley’s secre- 
tariat, 233; food and, 258 

- Al raig injuries, arterial spasm in (Cohen) 


Aitchison, J., and Dick, J. S., Dental 
Histology (R) 694 i 
Aitken, J. K.—census of medical women 
`  (C)740:; nursery schools and nursery 
elasses (C) 325 
bert, A., adsorption of acridines by 
gauze, 759 
Albumin as blood substitute, 159, (A) 730 
aoe N.; portal pyæmia with recovery, 
Alkalis in sulphonamide therapy (A) 318 
Ave Bao” common sense in anesthetics 
Allen; I., gingival disease in Gibraltar 
evacuee children, 495 
Allergy—Principles of Allergy (Vaughan) 
(EL) 406 ; sulphonamide (Park) 401, 
Alloxan—diabetes (Hughes, Ware and 
Young) 148, (LA) 154; hypoglycemic 
action of, 149, (LA) 154 
Almoner in new health service, 191 


r 


Amblyopia due to vitamin deficiency 
(Wilkinson and Au King) 528 

America—.4merican Journal of Public 
Health, new editor, 648; American 
Medical Association (A) 253 ; American- 
Soviet Medical Society, 229 ; Cocoanut 
Grove disaster (A) 252; Cushing’s 
library at Yale (A) 605; ‘* Dispensatory 
of the United States of America” 
(Wood and Osol) (A) 669; earnings of 
doctors, 30; Federal Social Security 
Act, 131; health centres (Hoge) 131; 
health films, 265; House of Commons 
invitation to Congressmen (P) 413; im- 


munisation, 159; Kaiser health service. 


in shipyards (A) 253 ; Laymen’s League 
against Epilepsy (A) 23; lecture tour 
‘ by A. Massey, 440; malaria in Tennes- 
see Valley, 579; medical care, prepay- 
ment plans and, 461 ; medical research, 
159; ‘* Occupation Therapy” (LA) 
250; Passano Foundation for medital 
science, 584; production of penicillin, 
159, (P) 229; protozoan infection in 
Pennsylvania, 105; public health 
(Hoge) 131; right of privacy law (ML) 
480; survey on heart disease in recruits 
(A) 765; tabular statement of tuber- 
culosis in, 311;  Tennessce Valley 
scheme, 579; tuberculous patients, 
training for (A) 544 | 
Amino-acids—in infantile gastro-enteritis 
(Rinderknecht) (C) 67 : intravenous for 
protein deficiency (LA) 727 
Aminophylline (A) 93 
Amnesia, post-traumatic (McConnell) 273 
Ameebiasis, intestinal, 105, (LA) 793 i 
Amputation—(Nightingale) 526; child 
amputees (Craft) 639, (LA) 634; for 
knee wounds (Buxton) 683; in forward 
battle surgery (Blackburn) 365, (Harri- 
son) 109, (Law) 426; under refrigera- 
- tion (Cohen) 6 
Amylase, see Serum diastase l i 
Anæmia—anæmic limb, elevation of 
(Cohen) 5; aplastic, after arsphéna- 
mines (Ferguson) 384; Cooley’s (Faw- 
dry) 171, malaria and, 172; erythro- 
blastic ansemia of childhood Shh 
171; goitre and, 10%; in infection (A 
828: in pregnancy, 374; in women in 
war -industry (A) 636; megalocytic, 
‘Hepamino’ for, 328, malaria and 
(Seelig and Hemming) 498, (Peteh) (C) 
582, proteolysed liver available for, 586 ; 
pernicious, complicated by myelogenous 
leukæmia (Woolley) 85, (Varadi) (C) 


164; types of in Cyprus (Fawdry) 174 | 


Anaerobic infections—anaerobic strepto- 
. coccal myositis (MacLennan) 207; 
Bact. necrophorum (Forbes and Goligher 
399, (A) 409% in Tripolitania an 
Tunisia (MacLennan) 203; non-sporing 
(A) 409; seealso Gas gangrene 
Aneesthesia—analgesia, in abdominal oper- 
ations, 537, methods of (A) 542; anses- 
thetic deaths in Canada, 578; anrs- 
thetists, competent (Allen) (C) 196 
opportunity of (LA) 341; cholestero 
and (A) 125; common sense in anæs- 
thetics (Rowbotham) C) 65, (Holroyd 
(©) 65, (Coleridge) (C) 65, (Richards an 
adley Smith) (C) 65, (Elam) (C) 102, 
(Galley) (C) 134, (Sunderland) (C) 134, 
(Bannister) (C) 195, (Ashman) (C) 196, 
(Allen) (C) 196, (Mallinson) (C) 355; 
convulsions under (Smith) 52, (A) 58; 
deaths under (Elam) (C) 102; dosage 
and shock (A) 509; films on (A) 829; 
gas in anesthetic apparatus (Forbes) 
(C) 294; in field surgery (Law) 426; in 
fractures of jaw (Shackleton) 396, 
(Rushton) (C) 580; in perforated ulcer 
(Raw) 13; intravenous (A) 408 ; nitrous 
oxide economiser (Ives) 534; ‘ Pento- 
thal sodium,’ in bronchoscopy (Fatti and 
Morton) 597, in North Africa (Curtiss) 
822; premedication (Shackleton) 396, 
(Dale) 563, (Fatti and Morton) 597, 


ili 


(Curtiss) 822 ; pulmonary complications 
and (Morton) 368; regional in sinusitis 
(Patterson) 560, (Dale) 562 ; removal of 
ether vapour during anesthesia (Ep- 
stein) 114; spinal, intravenous adrena- 
line in (Evans) 15; trichlorethylene, 

` complications of (Hunter) 308, (C) 551, 
(Johnson) (C) 357, (Galley) (C) 389, 
(Durrans) (C) 421, danger with closed 
circuit, 187, (A) 379, liver necrosis after 
(A) 476 , 

Anaphylaxis from anti-tetanus serum 
(Teare) (C) 483 

Anatomy—anatomical cavities, small, 
pressure measurement in (Evans and 
Mendelssohn) 465 ; books on (LA) 569 ; | 
Illustrations of Regional Anatomy 
(Jamieson) (R) 726; subjects for dis- 
section (LA) 667, 671, (C) 710, (Lesch- 
nitzer) (C) 774 ie 

Anderson, G. C. (O) 70 co 

Anderson, T. E., hippuric acid test during: 
treatment with arsenicals, 275 . 

Andrewes, C. H., substances chemo- 
therapeutically active against typhus 
rickettsis, 777 

Andrews, A. H., Manual of Oxygen Ther- 
apy Techniques (R) 184 

Anopheles gambie in ‘Brazil, 1930-40 
(Soper and Wilson) (R) 129 

Anoxrmia in infancy (Parsons) 268 

Anson, C. E. H., mass radiography (C) 804 

Antenatal care, 832 

Antibacterials from plants (A) 605 

Antibiotics (LA) 375 


‘Antibody, ‘‘ Q ” and (Smith) (C) 710 


Antiseptics — detergent, ‘ Phemeride ’ 

. (Iland) 49, (A) 188; in air disinfection 
(LA) 825; in wounds (LA) 90, (Pannett) 
(C) 135; investigations on (A) 188; 
toxicity and bactericidal power com- 
pared (A) 188; see also Acridines A 

Antitoxin in gas gangrene (LA) 217 

Anuria, sulphapyridine (Lewis) 247 

Anxiety—anxiety neurosis in soldiers 
(Torric) 140 ; reactive (Garmany) 7 

Appendicitis since the war (Nisbet) (C) 773 

Arey, J. S., ‘“ There was no Yesterday,” 71 

Armstrong, T. G., stomatitis duc to 
riboflavin deficiency, 720 

Arsenicals—in eosinophilia (Parsons- 

» Smith) 483, (A) 606; in syphilis, hip- 
purie acid test (Riddell and Anderson) 

Arsphenamines — agranulocytosis and 
aplastic anæmia after (Ferguson) 334 

Arterial injuries (Cohen) 1 

Arthritis—acid potassium phosphate in 
(Crowe) 583; of knee (Buxton) 683; 
sodium bismuthyl-tartrate for (Hall) 
(C) 264, 807 

Arthur, H. R., shall Bassini die ? (G) 163 ; 
white-paper reviewed (C) 709 

Artificial limbs—(LA) 634; for children 
(Craft) 639; for ex-Service men, 803; 
manufacture of (P) 324; Roehampton, 
extension of, 37, (LA) 634; supply of, 
776; use of (P) 168 

Ascorbic acid test in hospital (Prunty and — 
Vass) 180 

sea P. B., control of sepsis in hospital, 


erry ai common sense in anesthetics 
Asphyxia in neonatal deaths—(Parsons) 
268, (Leak) (C) 484 . 
Aspiration for blood in pleura (Nicholson 
and Scadding) 300, (LA) 315 
Association for Scientific Photography, 


Association of Austrian Doctors in Great 
Britain, 395, 776 

Association of Scientific Workers—234 ; 
industrial medical service (A) 220; 
laboratory technicians, 575 

Astragalus, injuries of in airmen (A) 92 

Atelectasis after chest wounds (Nicholson 
and Scadding) 302 


“ Atlantic Torpedo ” (Hawkins) 265 


iv Supplement to TuE Lancet] 


Atlas, L. N., on varicose veins (LA) 342 

Atlas of Obstetric Technic (Titus) (R) 340 

Atropine, pulmonary. complications and 
(Morton) 369 

- Au a amblyopia, vitamin deficiency 


and, 528 
fibrillation, embolism with 


Auricular 
(Massey and Steiner) 246 

Australia, High Commissioner at Royal 
College of Surgeons (A) 378 

ATS, rens bi Ton for (Large) (C) 517 

AVe: 9 , Member of Royal Society, 


Aviation—aviator's astragalus coe 92 
toothache and aviation (A) 698 
Awards, see Honours 


a“ 


Bach, F. J., on rheumatism (LA) 407 
Bacteriology—bacteria, in wounds (Miles) 
809, antiseptics and (LA) 90, in hemo- 
thorax cases, 300, in hospital wards, 119, 
‘plants and (A j 606 ; bacteriemia, 
chronic meningococcal (Martin . and 
Dansie) 372; Bact. coli, from plants (A) 
605, in wounds (Miles 813 ; Bact. necro- 
phorum in man (Forbes and Golighor) 
399, (A) 409; cross-infection and (LA) 
437°; Methods for Diagnostic Bacterio- 
logy (Schaub and Foley) (R) 248;. of 
hand infections (Florey and Williams) 78 
Bar toriophage in bacillary dysentery (A) 


Bacteriostat and bactericide (LA) 792 

Bailey, H.—Emergency Surgery (R) 790 ; 
and Birch, C. A., Surgery of odern 
Warfare (R) 600 

peek, R., sulphathiazole in gonorrhea 

3 

Balfour M. I., supplementary feeding in 
pregnancy, 208 

_ Ballenger, . H. C.—Manual of Otology, 
Rhinology and Laryngology (R) 88; 
and Ballenger, W. L., Diseases of Nose, 
Throat and Ear (Ry 538 

Bananas for coeliac disease (P) 388 

Bannister, F. B., common sense in anws- 
thetics (C) 195 

Baterort, H., postheemorrhagic fainting, 


Barker, F., death of, 71 

Barling, B., three and a half years’ treat- 
ment with sulphapyridine, 503 

Barlow, Sir M., on housing policy (LA) 437 

Harlow, Sir T., bigger Christmas gift (C) 


Barnes, R. W., Endoscopic Prostatic Sur- 


gery (R) 825 
Barometric ae (Hitchcock and 
eens eC 76 | i 
Barton-Wrig . nicotinic acid in 


~ beef a ‘and ee beef, 565 


Bassini operation—shall Bassini die? 
(LA) 55, (Arthur) (C) 163, (Greenwood) 
(C) Mi (C) 324, Nuttall) (©) 163, (Hol- 
man) (0) 230, (Dodd) Ane 263, (Se ick) 
(C) 35 (Morley) (C) 3 

Bateman, D a O) 


Bates, J., mice D charge (C) 68 l 
Battle casualties analysed (Wiles) 523 
Bont, D. G., homologous serum jaundice, 


Bawden, F. C., “ Piang Viruses and Virus 
Diseases ” (A) 572 
Beattie, J and others, Textbook of 


Pathology (R) 374 
Bedford, T., on ventilation (A) 574 
Bedson, S.-P., and others, pot iology and 


national health service man 

Beef, oxtracts and corne icotitile acid 
and riboflavin in (Booth and Barton- 
Wright) 565 

Beer, vitamin value of (A) 220 

Beeson, P. B., hepatitis, mumps con- 
ier ae PE and, 814 

G. etter hæmoglobinometry (C) 


325 
Bell, H., delayed rupture of spleen, 598 
Bell "Smith, D., method of drawing blanket 
under injured person, 161 
Belladonna leaf, paula ee 297 
Belts, coupons for oO 
Be) are (vitamin B,) (Roche Products) 
Benesch, R., confusional psychoses fol- 
lowing sulphaguanidine therapy (C) 452 
Bennett, T. I., penicillin in sulphonamide- 
resistant pneumonias, 305 
PAU uests—charitable (ML) ao 
ological therapy (ML) 29 
Berkeley, Sir C., chairman Central Mid- 
wives. Beard, 636 
Berry, H. M. ( O) 806 
Best, W. H., ‘diagnosis of smallpox (C) 581 
Bettley, F. R. . Sulphathiazole in gonor- 
rhoea (C) 356 
Beveridge report—Assumption B, 443; 
family allowances (A) 4743 medical 
VeeS white-paper and (P) 166, (P) 


for psy- 
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Bicknell, F., preservative in insulin (C) 103 Prenat: E. V., a aisclatine? (C) 454 


Bicuspid aortic valves (A) 254 - 

Bile-ducts, injuries to (Turner) 621 

Biochemistry—hremoglobinometry (King, 
Gilchrist and Pery) gee (LA) 250; 
pharmacist a (A) 1 

Biotin oe) 826 

Birch, C. A., and Bailey, H., Surgery of 
Modern Warfare (R) 600 

Birching of juvenile offenders (LA) 21 


Birmingham—Accident Hospital, re- 
habilitation at (A) 4745; course on 
industrial medicine, 420; health of 
school-children, 742 

‘Birth certificates, form of (P) 193 

Birth injury (Parsons) 268 

Birth-rate—decline (A) 23; illegitimate 


(A) resolution by Malthusian 
League, 201 

Bishop, P. M. F., ea piantation of testo- 
sterone in cast pellets, 434 

Bismuth—for arthritis (Hall) (C) 264, 807; 
for sore throat (Lloyd) (C) 34, (Galew- 
ski) (C) 165; for syphilis (LA) 281 

Blackburn, G., surgery in the field, 361 

Bladder—contracted (Levy and Horn) 
501; wounds of (Sandrey and Mogg) 716 

Bland, J.O. W., on experimental trachoma 


wiht? method of drawing under injured 
person (Bell Smith) 161 

pape injury, Aeae soral signs in (Garai) 

Biang; F. A., mental health service (C) 


Blindness—from methyl alcohol (A) 380; 
‘* Learning to be Blind ”' (booklet) 200 


| Blood—Blood Cholesterol Content (Stokes) 


(R) 20B ee Blood Groups and Trans- 
fusion Wiener) (R) 726; changes in 
erythroblastic aneemia (Fawdry) 171; 
Clinical Significance of the Blood in 
Tuberculosis (Muller) (R) 152; distri- 
bution of sulphonamides in (A) 24; 
; dyscrasias after arsphenamines (Fergu- 
son) 334; fibrinogenopenia.(A) 125; 


E hæmoglobin methods (King, Gilchrist 


„and Delory) 239; red cells as wound 
dressings (A) 252 

Blood-culture in meningococcal bacteri- 
remia Ae al, ) 740 

Blood-films, making of, 463 

Blood-fiow, ‘forearm, in fainting (Barcroft, 
Pano m, McMichael and Sharpey-Scha- 
er 

Blood-level after sulphonamides in chil- 
dren (Stanier and Stapleton) 366 

Blood-picture in megalocytic ae with 
malaria (Seelig and Homming) 4 

Blood-pressure—dauring ane nies lisa 
adrenaline for vans) 15;:in hyper- 
tension, drugs and (A) 604; in shock 
(Cope) 703; in wounded men (Wilson) 


Blood-transfusion—as antidote to sul- 
phonamide depression of bone-marrow 
(Ellis) 468 ; autotransfusion (LA) 315; 
fainting in’ donors (Barcroft, E holm, 
McMichael and Sharpey- Schafer) 489; 


for anremic limb (Cohen) 5; for battle 
casualties ee 524, (LA 540; for 
hemorrhagic disease - in i ancy (LA) 


507; for shock (Cope) 704; in Cooley’s 
anwmia, 173; in fibrinogen deficiency 
(A) 126; in ‘wounded men (Harrison) 
109, (Blackburn) 361, (Law) 426, 
(Ogilvie) 555 ; sedimentation-rate in 
tuberculosis (Day) (C) 197 

Ponor H., on glycosuria in recruits (A) 


7 

Board of Education—MeNair report on 
service of youth Sal pay 

Body constituents—Dynamic State of 


Body Constituents (Schoenheimer) (R)18- 


Boiler-scalers, pneumokoniosis in (Todd 
and Rice) 309, (A) 317, (Dunner) (C) 


453 

Bomford, R. R., human factor in military 
malaria control, 750 

Bone, A. D. (O) 297 

Bone-grafting in comminuted fracture of 
mandible (Cuthbert) 748 

Bone-marrow—depressed, arsphenamines 
and (Ferguson) 334; effect of thiourea 
on (Newcomb and Deane) 179 

Bonhoeffer, K. D on psychiatry and neu- 
rology (A) 5 

Booth, R.C., “otini acid and riboflavin 
in beef ‘extracts and corned beef, 565 

Boots Ltd., on monopoly of manufacture 
(ML) 321 

Borderlands of Psychiatry fCobb) (R) 54 

Boric acid in burns (A) 25 

Bourne, G. H., effect of eae C defici- 
ency on experimental wounds, 688, (LA) 


727 a 

Bowel, large, wounds of (LA) 791 

Bowen, T., conservative treatment of 
septic hand (C) 295 
Boyle’s machine for aumsthesia, nitrous 
oxide economiser (Ives) 534 

Bradford, S. C., on abstracting scientific 
writings (LA) 89 


Bridge, J 
35 


Toor. 7, 1 944 


rain—brain-work, over-nutrition and 


(Parkes-Weber) (C) 101; cortex and 
sensation (A) 94 

Brazil—Anopheles Gambiæ in Brazil 
1930-40 (Soper and Wilson) (R) 120; 
Organisation of Permanent Nation-wide 
Anti-Aedes-4/gypti Measure in Brazil 
(Soper and others) (R) 664 

Bread—ingredients of national loaf (P) 420 

Breast-feeding—report by health cam- 
paignssubcommittee, Ministry of Health 
(A) 124 


Brews, R. A., on influence of industry on 
obstetrics and gynecology, 373; (cor- 
nena) 401 

, mass radiography in factories 


(C) 
Bristo.—medical films, 72, 138 


“ Britain Advances ” (booklets) 200 

British Association of Chemists, London 
Section, 765 

British Association of Otolary ngológisi s, 38 


BBC appeals, response to (A) 2 

British Council—appointinent, 222 : book- 
lets on national life, 200 

British Empire Cancer Campaign—(1A) 
21; investigations by, 190 l 

British Institute of P hilosophy, 138, 712 

British Institute of Publice Opinion— 

questionary on national health service 

(LA) 377, (A) 408, 454, (A) 510, (Green- 
wood) (C) 451, (C) 551 (Durant) (C) 486, 
(Leys and Joules) (C) 486; see à 
National Health Service 

British Institute of Radiology—234 ; 
pecological appointments (Davies) (C$ 


British Insulin Manufacturers, 
tive in insulin (C) 197 


preserva- 


British Medica Association—Annaual 
Meeting and Panel Conference post- 
poned, 697 ; election of secretary, 360 3 


questionary. on national health service, 
258, (LA) 377, (A) 408, (Greenwood) (C 
451, (C) 551, (Durant) (C) 486, (Leys an 
Joules) (C) 486, (A) 510, (Pyke) (C) 551, 
(P) 584,. (C) 615; Minister of Health’s 
repl to Council’s statement on National 
Health Service, 701 

British Medical Journal, on National 
Health Service (LA) 313 

British Medical Students Association, the 
questionary (C) 551 

British Pharmaceutical Codex—catgut 
-standards (4) 573; supplement, 448 

British Pharmacopoeia mmission, ap- 
proved names for drugs, 582; liquid 
extract of belladonna leaf, 297; patent 
rights and (A) 220 

British Social Hygiene Council, conference 
on family life (A) 604 

prone R. C., resection of ,esophagus (C) 


Brockbank, W., 
Middle E Kast, 150 
Brockman, R. St. L., appointment, 835 
Broman, A., “‘ Simple Health Hints,” 71 
Bronchiectasis in children, 599 
Bronchiolitis in childhood, 599 : 
Bronchopneumonia, staphylococcal, peni- 
cillin in (Bennett and Parkes) 305 
Bronchoscopy—‘ Pentothal.’ Oe thse 
in (Fatti and Morton) 597; uses of (A) 
222, (Macintosh and ushin) C) 325 
Brooks, W. D. W., minimal pulmonary 
Ages disclosed by fluorography, 


Brown, J. B., and McDowell, F., Skin 
orate of Burns (R) 504 
Bruce, S. M., at Royal 


typhus fever in the 


ollege of Surgeons 


(A) 378 

Bar Te the—(P) 612, research in (A) 603, 
( 

Buil ines: ventilation in (A) 574 

Bureau of Hygiene and Tropical Diseases 
(LA) 89, (Sheppard) 97 

Bu renu for indexing scientifio papers (LA) 


Burns, B. H., early movement in closed 
fractures, 723; sliding graft for un- 
united fracture of tibia, 337 

Burns—boric acid in (A) 252: chemo- 
therapy in (A) 252, (Rae and Wilkinson) 


332, (A) 345, (Law 428: crystalloids 
for (A) 670; first-aid treatment of 
(A) air 11, (LA) 24; hematuria after 
A) 441 hiomog obinurin after (A) 4413 
in chil idhood d, liver function after (Rae 
and Wilkinson) 332 ; in Cocoanut Grove 
night club disaster (A) 252 , infection in 
(LA) 633, (Miles) 812; leevulose test 
(Rac and Wilkinson) °332, (A) 344 ; 


liver and (A) 344; ‘Marfanil ’ in (Mit- 
chell, Rees and Robinson) 627; mus- 
culature and (Cohen) 3; edema 'forma- 
tion, effect of pressure Rossiter and 
Peters) 9, effect of co ating agents, 
10, (A) 24; ; of hand, 215; open irriga- 
tion chamber for (Goldberg 371; phos- 
phorus (Law) 427; rigid essings for 
(McIndoe and Watson-Jones (0) 738; 

silver nitrate in (Rao and Ikinson}) 
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332, (A) 344; Skin Grafting of Burns 
(Brown and McDowell) (R) 504 ;- tannic 
acid in, 332, (A) 344; temperature of 
(A) 700; treatment of (LA) 633, (Cole- 
anon and pipeon) (C) 770, vinegar for, 


Burrows, H., sensory effects of wounds, 


4 
Bury, J. S. (O) 838 
Buxton, St. D., gunshot wounds of 
knee-joint, 6ŝ1 : 


C 

Cairns, H., pucnmococces meningitis, 

penicillin in, 

lcium soaps ae Seitz-filtered serum 

Francis, Harrison and Picken) 51 
Callow, N. H., diagnosis of adrenal 

tumours, 464 : ; 
Calot, F., death of, 670 

ock, W. R. (0) 296 ' 

Campbell, D., pharmacology oft thiourea, 


Campbell, J. A. (0) 616 
Campbell, M., rehabilitation of cardiac 
patients (C) 484 
Canada—anesthetic deaths, 578; Ban- 
ting, Sir F., ship named after, 349; 
blood donations, 190 ; Canadian associa- 
tion of medical students and internes, 
190; Co-operative Commonwealth 
Federation, future of medicine and, 29; 
dental caries in Ontario, 579; diph- 
theria prevention, 190 ; Federal Health 
Bill, » 769; free hospital care for 
parturients, 769; McGill University, 
research institute, 30; medical man 
power: 579 ; medical’ research, 159; 
edical Service Board for Ontario, 1: 
New Year honours for medical men 
occupational therapy, 190; focal 
College of Physicians and Surgeons of 
Canada, annual convention, 29, hon. 
fellowships, 29; Toronto, Academy of 
Medicine, Library and Historical Night, 
349, hospitals in, 29, Medical Histor 
Club, 349; University of Montreal, 
medical department, 578; 
T campaign, 578; vital statistics, 
Cancer—British Empire Cancer Cam- 
. paign (LA) 21, investigation by, 190; 
Cancer Control Organisation for Edin- 
burgh and South-east Scotland, 692; 
chemotherapy in (LA) 569; claims for 
H 11 (P) 613; Imperial ‘Cancer Re- 
search Fund, 586, annual report, 569, 
elections, 776; mitosis and (A) 92 ; 
research (LA) 21 | 
Cancer of—jaw, mites- infesting (Hope 
_Simpson) (C) 740; lung (A) 670; 
` prostate (LA) 21, 435, castration in (A) 
57, 435, hormone therapy in, 435, 
radiotherapy in, 435, stilboestrol in 
(Fergusson) 595; uterus, 
smears jn (A) 346 
Canterbury, chbishop' of, on mal- 
nutrition in occupied countries (P) 420 
Cantor, A. J., pruritus uni, 692 
Capener, N .—*“ modern treatment, ” sur- 
gical principles and (C) 837 ; nail-plate 
for pertrochanteric fractures (C) 232; 
nail-plate for transtrochanteric frac- 
tures of femur (NT) 600 
-Carbon tetrachloride poisoning (LA) 570, 
(Whitwell) (C) 675 
Card, W. I., aorar ik for administering 
oxyeen, 17 
Cardiac—Cardiac Society of Great Britain 
and Ireland (C) 484; infarction, size of 
heart in (A) 158; output in post- 
heemorrhagic fainting (Barcroft, Ed- 
holm, McMichael and Sharpey-Schafer) 
489 ; patients, rehabilitation of (Cassidy 
and Campbell) (C) 484, (Lord Horder 
and Ling) (C) 552 
Care of aoa ee in the Home (Max- 


well) ( ae ' 
Carlson, H. E., and Ockerblad, N. F., 
: Urology in Geo Practice (R) 664 
Cassidy, Sir M., rehabilitation of cardiac 
patients (C) 484 
Casson, E., occupational therapy (C) 355 
Castratton for prostatic cancer (A) 157, 


Casualties—medical, 38, 72, 138, 202, 265, 
360, 424, 456, 488, 522, 554, 618, 680, 
743, 174, 807, 839; of open warfare 
(LA) 761; psychiatric (LA) 505, 616 

ee Ghee ‘sutures (A) 441; standard (A) 

Catterall, R.C. F., senile hand (C) 389 

Cattle, disease in (LA) 155 

Cellulitis, anaerobic ( acl Sune 203 

eorral Appeals Advisory Committee (A) 


Central Council for Health ‘Education— 
“ Right Dress for Health,” 71 ; summer 
school, 488 

Central Midwives Board, eon: 636 

Central Opium Board (A) 732 


‘ - 


vaginal 


“venereal - 


ieee Phermacentical War Committee 

Cephalhirematoma (A) 700 -> 

Cerebral fungi in fronto-orbital injury 
(Schorstein) 47 

marr Opna fever, chemoprophylaxis of 

Cerebrospinal fluid—distribution of sul- 
phonamides in (A) 24; effect of peni- 
cillin on (Cairns,: Duthie, Lewin and 
Smith) 655 

Certification of sickness (P) 708 

‘ Cetavlon ’ in surgery (Williams, Clayton- 
Cooper, Faulkner and Thomas) 787 

Ceylon, vitamin deficiency in (Nicholls) 630 

Chadwick, V., stomatitis due to riboflavin 
deficiency, 720 

Chadwick lectures, 189, 360, 456 

Chain, E., identity of patulin and clavi- 
formin, "112 

Sata P. D. H., education for health 

)8 
Charles, KA A., appointment, 636, 648 
Charnley, J. , fractures of femoral shaft, 235 


Chartered Society of Massage and Medical 


Gymnastics—37, (A) 379, change. of 

name, 200 

Chartered Society of Physiotherapy—200, 
(A) 379,“ folar and cuff” and (Girdle: 
stone) (C) 549 

Chemist in public health service, 765 

CnemopTo piyin of cerebrospinal fever 


Chemotherapy — chemotherapeutic re- 
search department, Liverpool (A) Fe 
in burns (A) 252; in cancer (LA) 56 
in chest wounds (Nicholson and oon: 
ding) 299; in eye infections (A) 222, 
(Philps) (C) 295; A labyrinthitis with 
meningitis ( Ellis) 468 ; in meningococcal 
epididymitis TAER 469; in sinus 
thrombosis (Le Marquand “and Recor- 
don) 247; in syphilis (LA) 281; in 
tumours (LA) 569; of actinomycosis 
(A) 764; of common cold (LA) 540; of 
sinusitis (LA) 540; standard tumours 
and (Kennaway) (C) 647 ; with vaccines 
in pneumococcal lobar pneumonia 
(Dick) 564; see also Sulphonamides 

Chesney, G.—hepatitis, epidemiology of, 
ae mumps convalescent plasma and, 


Chest—chest cases, rehabilitation of (Ed- 
yaran) 81; Chest Examination (Trail) 
S ) 340; Diseases of Chest described for 

tudents and Practitioners (R) 538 ; 
foreign bodies in, 302; penetrating 
wounds of (Nicholson: and Scadding) 
299, (LA) 315; ‘‘ postoperative chest,” 
prevention of ' (Shorter) 243; wounds 
(Blackburn) 363 

Child bearing, poverty and (LA) 249, 
(Oldfield) (C) 325 

Childbirth in Ethiopia (Young) 797 

Child guidance—in ondon, 9; or 
parent guidance ?, 291 

Child mortality, infectious diseases and 


(A) 317 

Ghilebood maa of Childhood, The (Ford- 
ham) (R) 790 

r = ah oepeion and excretion of 
sulphonamides in (Stanicr and Staple- 
ton) 366; coeliac disease in (LA) 602; 
delinquent A 20; employment of 
(P) 584; hand capped, education for 
D 166 ; health of in and out of school 
LA 153, (Senb w (C) 231; Hereford 
birching case (LA) 20-; liver function in 
after burns (Rae and Wilkinson) 332 ; 
mentally defective, delinquency in (A) 
828; prostheses for (Craft) 639, (LA 
634 ; sinusitis in, 339; vitamin 'defici- 
ency in (N icholls) 630 / 

China, medical supplies for (P) 741 

Chisholm, C. B., promotion, 

Chloride or chlorate (Winternitz) (C) 422 

Cholecystography, pheniodo! for (A) 316 

Cholesterol, action of in ansesthesia (A) 125 

Cholinesterase seilvity inhibition of 
(Wilson and Stoner) 429 

Chrenko, F. A., on ventilation (A) 574 

Christmas gift, bigger (Barlow) (C) 164 

Chronic sick, provision for (MacWilliam) 


26 
Churchill, J. and A., Medical Directory, 
100th issue (A) 284 
Cinemas, disinfection of, 168 
Circulation—changes during fainting, 120; 
circulation time, measurement with 


saccharin (Duras) 303; collateral 
(Cohen) 1; failure of in battle casualties 
(Ay G23 587; ; influence of gravity on 


Clark, F. Le Gros, 5 Hor Springs and 
Humanity as an 60 

Clarke, A. A. G. (O) 521 

Clavicin, patulin and (W alker and Wies- 
ner) (C) 294 

Claviformin—antibacterial oe 113; 
biological proporties: crystal- 
lography of (Crowfoot a Low) 113; 
identity’ of pore and (Chain, Florey 
and Jennings) 112 ~ 


Clayton-Cooper, B., * Cetavlon ’ in surgery, 
Clegg, H., “ Medicine in Britain ” (A) 


Clinical Laboratory, ge lagnosis (Levinson 
and McFate) (R) 1 

ei tier Parasitology (Craig and Faust) 

Clinical Pediatrics (Kugelmass) R) 216 

Clinical Significance of lood in 
Tuberculosis (Muller) (R) 152 

Close, ae re eas finding by mass radio- 

Cl. ape bel hy in gas gangrene (MacLen- 
nan) 204. 

Cl. welchii—in gas gangrene (MacLennan) 
205; ‘Marfanil’ and (LA) 636 ; see also 
Gas ‘gangrene 

Cobb, Bes oe enes of Psychiatry (R) 54 

Cob A. F., on streptococci in scarlet 
fe ae (LA) 696 

Cochrane, T. S., white- Pare Aue (C) 550 

Cod-liver oil, vitamin E an 

Marre disease—(LA) 602 ; 

Co on H., on mechanism of visceral pain 


oe for 


Cohen, S. M., traumatic arterial spasm, 1 >` 

Colds, ‘chemotherapy of (LA) 540 f 

Colebrook, L.—sulphonamide dermatitis 
P 195; treatment of burns (C) 770 
Coleridge, A., common sense in anæsthetics 


colftie ulcerative (Gill) 536 

“ Collar-and-cuff,’? Chartered Saty and 
(o irdiestone) (C) 549 

Colleges, young people’s (P) 166 

Collins, . H., hon. medallist, ' Royal 
College ‘of Surgeons, 266 

Collis, W. R. F., State of Medicine in Ire- 
land (R) 404 

Colon—gunshot wound of (Wilson) 824; 
wounds of (LA) 7 

Colonial Development and Welfare Act 
(P) 741, (P) 80] 

Colonial medical £ ce (P) 802 

Colorimeter, British, 5 

Colostomy—belt (Knight) (NI) 88; cou- 
pons for belts (C) 165; in war surgery 
(Ogilvie) 557, A A) 791 

Communicable diseases, glossary of, 168 

Commuters, pathological (LA) 341 

Concussion, prolonged amnesia and (Me- 
Connell) 2 

Congenital malformations, rubella and 
(A) 316, (Hope Simpson) (C) 483, (Swan 
and others) (C) 615, (Swan) (C) 710 

Conjunctivitis, angular, propamidine in 
(Valentine and Edwards) 753, (A) 796 

Consultants—Royal Colleges and (Lord 
Moran, Webb-Johnson and Holland) 
(C) 100, (P) 228; survey of (P) 228 

Convulsions u under anesthesia (Smith) 52, 


(A 
Cooke, W. E., intramuscular quinine in 
subtertian malaria (C) 804 . 
Cookery—Expectant and Nursing Mother’s 
Cookery Book (Hoogendoorn) (R) 216 
Coope, R., Diseases of the Chest described 


Cope, V. 
(LA) 69 
Corbett, R., illuminated Prostatic re-, 


tractor (NI) 248 

Corneal vascularisation, nutrition and . 
(Lyle, ce and Gardiner) 393, (Fer- 
guson) 43 

Corporal punishment, effect on ceun; 
quency (LA) 21 

Cortex, see Brain 

a co ro pain (A) 188, (Reiso) (C) 264 

Cotterell, A., RAMC (R) 5 

Cou ghing ie DeLLsaen tive 
(Shorter) 2 

Council of British Societies for Relief 
Abroad (P) 19 

Cowburn, A. D .—(O) 521; 
King’s College Hospital, 840 

Cowell, E. M., award, 254 

Cox, G. L., nurse *s pay (C) 34 


exercise 


legacy to 


a ees appointment, 473 

Craft, wee prostheses for children, 
639, ( tay 635 

Craig, C. F., and Faust, E. C., Clinical 


Parasitology (R) 374 
Craik, K. J. W., appointment, 670 
Cranleigh school, scholarships for doctors’ 
sons, 320 
Crawford, T., nce trial of penieillium 
preparation 73 
Crew, F. A. E., unat to chair of 
public health, EAinburgh. 409, (A) 510 
Crime, treatment of offenders, 549 
Crofton, W., confusional psychoses 
following sulphaguanidine, 307, (A) 378 


Crooke, A. C., diagnosis of adrenal — 
tumours, 464 
Crosse, V. M., prevention of neonatal 


disease and death (C) 676 

Crowe, H. W., acid potassium phosphate 
in arthritis, 563 

Crowfoot, D., Coyerel op mphy of patulin 
and claviformin, 113 


A 
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Cruickshank, D. .B., dried egg medium (C) 


Cruickshank, R., portaisa swab p diag- 
nosis of pertussis, 176, (LA) 1 

Crystalloids for burns (A) 670 

Cumberland, health of school-children, 741 

Cunningham, A. À., yo uny hospitals 
in a national service (C) 77 

Cunningham, J: a a 618 

Curran, D., ar “Gutemann. E., Psyeho- 
logical Medicine (R) 18 

Curtis, F. R., sulphonamides and gonor- 
rhæa (C) 232 

Curtis, H. J. (0O) 327 

Curtiss, E. S., ‘ Pentothal sodium ’ in 
North Africa, 822 

Cushing, H., library at Yale (A) 605 . 

Cuthbert, J. B., comminuted fractures of 
mandible, 748 

Cyclopropane anæsthesia in fractures of 
jaws (Shackleton) 396 | 

Cyprus, erythroblastic: anwmia of child- 
hood in (Fawdry) 171 

eve Picencoels: skin-test in (Hatangdi) (C) 


Cytologist—Sir J. Farmer (A) 188 


D 


Dale, Sir H.—chairman, Penicillin Com- 
mittee (P) 450; Hanbury medallist, 
137; on future of pharmacy, 137. (A) 
156, (A) 200 ; Order of Merit (A) 796 

Dale, H. W. E. .„ regional aniwsthesia for 
surgery of nose and sinuses, 562 

“ Damaged Goods,” reprint, 266 

Dampier, Sir W. C., Shorter History of 
Science, A, (R) 790 ù ) 

Dangerons trades (Davies) 223 

Dansie, B., chronic meningococcal bac- 
terimmia, 372 

DPM S. H., on new Wellcome museum 
(A) 

Davidson, D., charge of aid in evasion of 
national service, 382 - 

Davies, D., and others, 
women munition workers (A) 636 

Davies; H., radiological appointments (C) 


Davics, 
needs, 

Davis, E., vitamin-C nutrition (C) 295 

Davis, J. E., Principles and Practice of 
Rehabilitation (R) 726 

Beye R., cost of national health service 

)6 

Dawson, Lord, on national health service, 
419, (LA) 405 

Day, G., blood in tuberculosis ae 197 

Deafness, research unit (A) 574 

Deane, E , thiourea causing granulo- 
penia and thrombopenia, 179 

Death—in_ aijir-raids, simņpltaneous or 

` consecutive ? (ML) 129; International 
List of causes of (LA)‘*377 

Death-mask, making of, 447 

Death-rates, provisional, 586 

Decorations and medals (P) 448 

Dehydration in infants (Parsons) 271 

Dehydrotsvandrosterone in urine, adrenal 
tumours and (Callow and Crooke) 464 

Deitch, H. I., Royal College of Surgeons 
council election (C) 422 

Delinquency, juvenile, see Juvenile de- 
linquency _, 

Delory, G. E., accuracy of hemoglobin 
methods, 239, (LA) 250 

Dental—benefits, national health service 
‘and (P) 324; Dental Histology (Aitchi- 


T A., fitting industry to human 


j 


on health of 
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Dible, J. H., hepatitis, mumps convales- 
cent serum and, 818 

Dick, A., vaccines and chemotherapy in 
pneumococcal lobar pneumonia, 564 

Dick, G. F., 1943 Year Book of . General 
Medline (R) 726 

Dick, J. L. (O) 838 

Dick, J. S., and Aitchison, J., Dental 
Histology (R) 694 

Dickson, E. D. D., on otitic barotrauma, 53 

Dickson, W. E. G., and others, Textbook 
of Pathology (R) 374 

Dictionary of Science (Uvarov) (R) 152 

Diet—after chest-wounds (Nicholson and 
Scadding) 303 ; deficient, cceliac disease 
and (LA) 602, ‘in’ pregnancy, congenital 
defects and (A) 316, liver necrosis and 
(Himsworth and Glynn) 457, (LA) 471; 
hospital (A) 542; in gastric ulcer, 
scurvy and (Prunty and Vass) 180; in 
wounded (LA) 727; maternal, infant 
mort ety and, 255, (Parsons) 270 

Diggle, G., confusional pay Hocestolowne 
sulphaguanidine, 367, (A) 3 

Digitalis—embolism and A and 
Steiner) 245; in.false insurance claims 


(A) 282 
Dillon, T. W. T., terminology (C) 35 
Diphtheria—cutaneous (A) 669; im- 


munisation -(Nuttall) (S) 294, (P) 450, 
(P) 835, in fever hospitals (A) 60, in 
Scotland (P) 645, 

Di phyllobothriaam latum (A) 475 

Diploma in Psychological 
courses for, 38, 266 

Disabled men—facilities for treatment, 
799; workshop for (A) A 

Disabled Persons Act (P) 61 

Disabled Persons T Bill, (P) 
166, (P) 193 

Dise, prolapsed, in sciatica (Le Vay) 116 

Diseases and Injuries of the Larynx (Jack- 
son and Jackson) (R) 470 

Diseases of Nose, Throat. and Ear (Bal- 
lenger and Ballenger) (R) 538 

Diseases of the Chest described for 
cee and Practitioners (Coope) (R) 
5: 

Diseases of the ee Intestinal Tract 
(Winkelstein) (R) 40 

Dislocation—F A and ° Dislocations 
for Practitioners (Geckeler) (R) 54; of 
sesamoid of hallux (Miiller) 789 

Dissection, bodies for (LA) 667, 671, (C) 
710, (Lesehnitzer) (C) 774 

Divorce—divorce law versus mental treat- 
ment (ML) 480; for insanity (ML) 578 

Dixon, C. W., medical service in New 
Zcaland (C) 806 

Doctors—called to the bar, 226; de- 
mobilised, courses for, 2813; earnings 
of, oe glass shield against infection 
hardship appeals and (P) 168 ; 

SEN postwar opportunities 
for, a (C) 197, (LA) 217, 226 

Dodd, , Shall Bassini die ? 1C) 264 

Dodds. E . C., on cancer research (LA) 21 

Dodsworth, E., and Hill, H., Food In- 
spection Notes (R) 54 

are workers for hospitals (P) 167, 
( 

sae bas G. E., phono-electrocardioscopy, 
50 

Drennan, A. M., and others, Textbook of 
Pathology (R) 374, (corrigendum) 504 

Dress—renovation of old clothes, 71 

Dressings, rigid, gangrene and (McIndoe 
and Watson-Jones) (C) 738 

Drugs—approved names for, ‘582, 768; 
classification of, 99; dangerous, in 


Medicine, 


Duthie, J. J. R., 
182 ` 
Dynamic 


Dysentery 


(Maclean) (C) 452 


Eastes, 
Eczema ee eu Dhenemges (Tate and 


Edelston, H., 


Education—for health (Ryle) 714. 


Egerton, M. E., 


Egücs, Au 


Eliott, F., 
Elis, J. S., fractures of femoral and tibial 


Ellis, M. 
Ellis, V. 


Emergency Medical Se TV ice- 


meniscectomy in soldiers, 
State of Body Constituents 
(Schoenheimer) (R) 18 

amoebic. SFY Amu biasis ; 
bacillary in children, sulphonamides and 
(Stanier and Stapleton) 366, (A) 378; 
bacteriophage in (A) 731; 
psychoses following sulphaguanidine 
(Crofton and Diggle) 367, (A) 378, 
. (Benesh) (C) 453: 
Dysenteric Disorders (Manson-Rahr) (R) 


54; sulphonamides in (Scadding) 784 


E 


Ear—otitic barotrauma in aviators, 53, 


(A) 603 otitis media, chemotherapy in, 
119, with Jabyrinthitis and meningitis 
(Ellis) 4 468 

. L. (0O) 454 


Klorfajn) 39, (LA) 55 
‘psyche and soma (C) 485, 
(corrigendum) 552 


Eden, K. C. (O) 327 
Edholm, O. G.. 


Posthemorrhagic fainting, 
489 i 

(Chap- 
man) (C) 804, (Brook) (C) 838; in- 
dustry and (Davies) 224; ‘some 
thoughts concerning education ” (Locke) 


715 
Education Bill—(P) 166, (P) 448, (P) 519, 


(P) 644, (P) 674; amendments (P) 261, 


(P) 292. (A) 474; * equal pay for men and 
women teachers debate (A) 474, (P) 4873 
school medical service (LA) 153, (P) 450 
Edwards, A. M., angular conjunctivitis 
treated with propamidine, 753, (A) 796 
Edwards, F. R., rehabilitation of chest 
cases, 81 
Edwards, H. C., on inguinal hernia (LA) 55 


conservative t reatment of 
septic hand (C) 295, (C) 552 


Egg—dried egg medium (Bric dmann) (C) 


7383; ‘(Cruickshank) (C) S805: egg- 
white injury (LA) 826 

ae Las Mastopatias ‘Hormonalcs 
(R) 248 


Egypt, see Africa 
Eidinow, A. (QO) 454 
Elam, 


x as" common sense in anesthetics 
(C) 


Electoral reform (P) 228 
Bloc ecenticere DN = pneumonitis (A) 


189; mass (A 


Electromy pel ey ats in ‘sciatica (Elliott) 48 
Elementary Morrho Gey and Physiology 


(Woodger) (R) 436 


Elements of Medical Mycology (Swartz) 


(R) 340 
tender muscles in sciatica, 47 - 


shafts in same limb, 786 

,labyrinthitis with meningitis, 468 
H.—fractures of femoral and 

tibial shafts in same limb, ice ; sliding 

graft for tibial fracture (C) 42 


Elliston, Sir G., appointment, 73 
Embolism, peripheral arterial (Massey and 


Steiner) 245 

classification 
of patients, 481; `“ Organisation of a 
Hospital Rehabilitation Department,” 


260; training school for occupational 
therapists (Casson) (C) 355 

Emergency pathological laboratories (P) 
168 


confusiopal ` 


| 


Emergency Surgery (Bailey) (R) 790 
nmen hydrochloride in amæœbjiasis (LA) 


Emphysema—(Edwards) 82; penicillin 
in (Bennett and Parkes) 306; surgical 
(Blackburn) 363 


liberated countries (A) 732, pethidine 


son and Dick) (R) 694; Dental Treat- 
as (A) 346, world requirements of, 808 ; 


ment of Maxillo-Facial Injuries (Fry and 
others) (R) 664; education, 705; ispensatory of the United States of 
registration and discipline, 705 ; science, America’? (Wood and Osol) (A) 669 ; 
Colyer prize, 808 drug addiction in Straits Settlements 
Dentists Register, 456 (P) 802; drug manufacture and mono- 
De Peyer, H., sex ratio (C) 390 £ poly (ML) 321; drug women called up | Employment policy (P) 741 
Deposit in Seitz-filtered serum (Francis, (P) 674; economy in, 99; in essential | Endocrine Disorders in Childhood and 
Harrison and Picken) 51 hypertension (A) 604, (Evans) (C) 678; Adolescence (Le Marquand and Tozer) 
Dermatitis—herpetiformis, long treatment in seasickness (Holling, McArdle and (R) 216 


with sulphapyridine (Barling) 503, (LA) Trotter) 127, (Haslam) (C) 804; Na- | Endoscopic Prostatic Surgery (Barnes) (R) 

509 ; sulphonamides in (Kaznelson) (C) tional War Formulary (A) 58; restric- 824 . 

709; sulphonamide (Tate and Klorfajn) tion of by Germany (P) 583; - sub- | Enock, A. G., This Milk Business (R) 374, 

39, (LA) 55, (Hopkins) (C) 134, (Evans) lingual (A) 698, synthesising, 643 (C) 647 

(C) 165, (Colebrook) (C) 195, (Whittle) Dudley, Surgeon Vice-Admiral Sir S., | Entamæœæba histolytica in dyse ntery (LA) 793 

(C) 324, (Peterkin) (C) 146, allergy to appointment, 360 Eosinophilia—arsenicals in (A) 606; 

sunlight after (Tate and Klorfajn) 41 Dutt, D. G.—all-purpose stretcher, 798 ; tropical (Parsons-Smith) 433); Wein- 
de Sanctis, A. G., Advances in Prrdiatrics then and now (C) 615; under-carriage garten’s (A) 606 

(R) 312 for use with stretcher, 97 Ephedrine, prostigmin and, in myasthenia 
Devine, Sir H., hon. fellow Royal College | Dunn, C. W., zynwcomastia (C) 68 gravis (Wilson and Stoner) 429 

of Surgeons (A) 378, 382 ‘Dunn, J. S., see Shaw Dunn Epididymitis, meningococcal (Laird) 469 
Diabetes—-Diabetes (Ingram) (R) 470;] Dunner, I.., pneumoconiosis in boiler- | Epilepsy—attitudes to (A) 23; Laymen’s 

caused by alloxan (Hughes, Ware and scalers (C) 453 League against Epilepsy (A) 23 

Young) 148, (LA) 154 ; injury and (A) | Dupré, P., science and art of medicine (C) | Epithelium, sure ace, healing of (LA) 314 

0; in recruits (A) 794 773 Epsom College, 72, 554 
Durant, H., questiopary, the (C) 486 Epstein, H. G. ., removal of ether vapour 


Diagnosis—Clinical Laboratory Diagnosis 
(Levinson and MacFate) (R) 18 

4: 4’ Diamidinostilbene in 
(Somers) 531 

Diarrhcea—infantile, 567 ; vomiting and, 
infantile (Stallybrass) (C) 66, (Rin- 
derknech) (C) 67, PIO rg 67 

Diastase in mumps (A) 2 


during anesthesia, 114 
Epstein, J. A., sulphonamide- urea 
tures (C) 453 
Equal pay for equal work (A) 474, (P) 674 
Errington, R., (appointment) 744 
Essex Epidemiological Committee, 
on scarlet fever, (LA) 696, 711 


Duras, F. P., measurement of circulation 
time si saccharin, 303 

Durrans, S. F., trilene amesthesia (C) 421 

Dust—as source of infection (LA) 825; in 
foundries (A) 698 

Duthie, FE. S., pneumococcal meningitis, 
penicillin in, 655 


kala-azar mix- 


memo, 


- Evans, H. M., 
184 


Eyre, J. W. 
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(C) 356 ; removal of ether vapour during 

anæsthesia (Epstein) 114 

Ethiopia—childbirth in, (Young) 797; 
maternal and infant mortality, 797; 
medical needs in (A) 795 ; medicine and 
nursing in (young). 797 ; memorial 
hospital to Princess sahai’ (A) 795 

Eugenics Society—106, 522, 680; birth- 
rate (A) 23; involuntary sterility, 766 

* Euquinine ’ for malaria (A) 1 

Europe—endemic and ai A diseases, 
576 ; food supplies for liberated civilians 
(P) 801, (P) 802; malnutrition in oe 
420, 436; Occupied Europe (Roya 
Institute of International Affairs) (R) 
568 ; postwar relief in (P) 193; pro- 
blems of health in, 576 ; rations in (P) 
167 ; vitamin D for (P) 8 

European Association of Clinical Patho- 
logists (LA) 341, 736 

Evans, D. S., pressure measurement in 
small anatomical cavities, 465 

An, E. P. , sulphonamide dermatitis (C) 


Evans, F., intravenous adrenaline in 
Spinal anzsthesia, 15 

Evans, G.—drugs in essential hyperten- 
sion (C). 678; on peripheral vascular 


- disease, 662 
Sting-fish and Seafarer (R) 


Eve, F.C ew tite paper, the (C) oat 
Evnine, M, (0) 2 
Excipients, OE St on wound tissue (LA) 


at ee operation tener) 243, 
( 
Exeter Family Planning Association, 7 66 
Expectant mothers—advice for (P) 645; 
Expectaut and Nursing Mother’s 
Cookery Book (N ceenaoorn) (R) 216; 
in industry (P) 584 
Ex pornmen ation in medical education 
(Lewis) 686 
Ex-Services Welfare Society—106 ; annual 
‘meeting, 256; colony fér neurotic 
patients, 256 
xtra ‘Pharmacopeia—Extra ‘Pharma- 
copeeia, The (R) 152; Extra Pharma- 
copeeia, Supplement to Vol. I (R) 312 
Extremities, wounds of (Trueta) 651 
Eyes—amblyopia, vitamin deficiency and 
(Wilkinson and Au King) 528; chemo- 
therapy in eye infections (A) 222, 
(Philps) (C) 295 ; conjunctivitis, angu- 
lar, propamidine in (Valentine and 
Edwards) 753, (A) 796; corneal vas- 
cularisation ` in nutritional ‘deficiency 
(Lyle, Macrae and Gardiner) 393; 
exophthalmos in  Cooley’s anemia 
eter’ 174; experimental trachoma 
A) 794; healing of cornea by migration 
(LA) 314; keratitis with stomatitis, 
722 ; methyl alcohol blindness (A) 380 ; 
ocular signs of riboflavin deficiency (Fer- 
~ guson) 431; ophthalmological treat- 
ment for school-children (P) - 450; 
ophthalmology in the fleld (LA) 472; 
retrobulbar optic newid: V sy 715; 
Sjögren’s disease (A) 543; “spectacle 
eye,” biotin in TA) 896: : sympathetic 
i ophthalnia | ( a 
` death of, 281, (O) 326 


PO 


F 

Fabian conference on food and agricul- 
ture, 258 

 Factories—“ Absence from Work” (In- 
dustrial Health Research Board) 617; 
boredom and fatigue in, 617 ; canteens, 
575; carbon tetrachloride poisoning in 
(LA) 570; Chief Inspector, annual 
report, 412; comfort in (Davies) 224 ; 
doctors in, 183, (A) 220; Factory Acts, 
224 ; Factory. Department (A) 220; 
factory medical officers, course for, 374 ; 
health of women in (A) 636; juveniles 
in (Davies) 224 

Fainting—changes in circulation during, 
120; posthemorrhagic (Barcroft, Ed- 
holm, McMichael and Sharpey-Schafer) 


Fairbairn, J. S., death of, 158, (O) 198 
Faith- healing, 100, (Abrahams) (C) 136 


Family—allowances -(A) 474; family 
health centre, Peckham, 260°: Family 
Planning Association, 766 ; life, neu- 


rosis and, 327 
Farmer, Sir J., death of (A) 188 
Farming—dairy herds, disease and (LA) 


55 
Fat deficiency, scurfy skin and (Smedley- 
ae ean) (C) 102; (Lewkowitsch) (C) 


Fatigue in industrial workers (Ling) 831 


Fatti, L., ‘Pentothal’ anresthesia in 
bronchos opi, one 
tN DER C., ‘Cetavlon’ in surgery, 
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Faust, E. C., on intestinal amebiasis, 793 ; 
ORS. ee C. F., Clinical Parasitology 

Fawcett, J., death of, 281,. (0) 359, 455 

Fawdry, A. L. s erythroblastic anæmia of 
childhood in Cyprus, 171 

Feeding—‘‘ Feeding the Young Worker ” 
(Empire Tea Bureau) 575; supple- 
mentary in pregnancy (Balfour) 208 

Feggetter, G. Y. Spo neo -pro- 
flavine powder in war wounds, 

Femur—fracture of femoral Chat (Fisk) 
659, deformities in (Charnley) 236, 
mechanics and reduction of fixation 
(Charnley) 235; pertrochanteric frac- 
tures, trifin nail and plate for (McKee) 
143, nail-plate for (Capener) (C) 232; 
transtrochanteric fractures, 
for (Capener) (NI) 600 

Fenwick, E. H. (O) 678 

Ferguson, J. W., arrmnuloev tele: and 

: y anemia after arsphenamines, 

Ferguson, W. J. W., ocular signs of ribo- 
flavin deficiency, 431 

Fergusson, J. D., carcinoma of ‘prostate, 
stilboestrol in, 595 

Ferric chloride in burns (A) 344 

Fertility, infertility and (A) 604 

Meee tie deficiency, heemorrhage and 

Fife, J. G., infantile D and V (C) 67 

Films—‘* ‘Accident Service,” 617, 680, 743 ; 
anesthetics (A).829 ; blood transfusion, 
395; health films, "265; medical, 72, 
138, 395; Red Army medical Ser ite, 
395, 522 : rehabilitation (P) 
“ Scabies » (LA) 827 ; scientific, future 
of, 37; Scientific Films Association, 
808 ; ee Surgery in Chest Diseases,” 138 

Piror, W. B., Waters, C. A., and: Kaplan, 

À., Year Book of Radiology (R) 436 
First-afa for fractured spine (Moir) (C) 


354, a) 739, (Fisher) (C) 836, (Nicoll) 


(C) 8 
Fisher, 8. W., first-aid for fractured spine 
Fisk, G. R., fractured femoral shaft, 659 
Flatulence, ‘acid phosphate for (McDowall) 


Fleming, E. M., on hemoglobinuria after 
burns (A) 441 
Fletcher, E., ankylosing spondylitis, 754 


Florey, H. W . identity of patulin and 
claviformin, 112 
Florey M. E., penicillin in. hand infections, 


Fluorography in diagnosis of pulmonary 
beron losis (Brooks) 745 
Fluoroscopy in chest cases (Edwards) 82 
Fotal mortality (Parsons) 267 
Bes p J., sulphonamide-urea mixtures 
Foley, M. K., and Schaub, I. G., Methods 
for Diagnostic Bacteriology (R) 248 
Folley, S. J., implantation of testosterone 
in cast pellets, 434 
Food—agriculture and, 258; ‘caloric re- 
quirements, 310, caloric supply, 609; 
corneal vascularisation in nutritional 
deficiency (Lyle, Macrae and Gardiner) 
394; family income and, 311; Food 
(McCarrison and Moore) (È) 152; Food 
and Drugs (Milk and Dairies) Bill (P) 
707, (P) 834, (P) 835; ‘* Food Con- 
sumption Levels,” 609, (P) 612; food 
front (P) 802; Food Ins cuon "Notes 
(Hill and Dodsworth) { food- 
stuffs, storage of, 263; for ae Aisne in 
France (P) 801; for” young workers, 
575; French names for war dishes (P) 
834; healing of wounds and (LA) 727, 
(Magee) (C) 836; Hot Springs policy 
(P) 612; in Europe, | Aas (A) 604; in 
hospitals, 28, (A (P) 834; in- 
creased price of (P) Gis: international 
organisation of, 258; mites in flour, 
263; of women in industry (A) 636; 
policy (P) 387; postwar allocation of 
(P) 193; production in Britain, 258 ; 
ta ioning (P) 801 5 rations in occupied 
urope (P) 167 ; ‘‘ subsistence ” budget, 
311; supplies, in Britain and North 
America, 609, in various countries (A) 
603: vitality in (P) 228; sce also 
Nutrition 
Fool Education Society, 170, 518, 554, 


Foot—trench foot (A) 22; 
orders of, 662 

ET G. B., necrobacillosis in man, 399, 

Forbes, R., checking the gas (C) 294 

morg am, M. ı Life of Childhood, The (R) 


Foreign policy (P) 741 ; 
Formalin in plantar warts (A) 94 
Forrest, W. P., discussing the white-paper 


vascular dis- 


(C) 805 
ROTES Textbook of Gynwæcology (Peel) 


(R) 
Foundries, dust. in (A) 698 
Fowler, W. G., nurse in charge (C) 104 


nel -plate , 


.Galloway, 
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T anæsthesia—dangers of (Mallinson) i i 


‘Fractures—atterial spasm and (Cohen) 5; 
battle-casualty fractures (Law) 427; 
‘closed plaster for (Fruchaud) (C 203. 
early movement in (Burns and oung) 
723; fracture or disease? (ML) 30; 
Fractures. (Magnuson) (R) 18; Frac- 
tures and Dislocations for Practitioners 
(Geckeler) (R) 54; Fractures and Joint 
Injuries (Watson- ‘Jones. (R) 504; im- 
mobilisation of (Blackburn) 365: in- 
ternal fixation (Burns and Young) "904: 
march fractures, 725; rigid dressings 
for (McIndoe and Watson-J ones) (C) 738 

Fractures 6f—carpal scaphoid, 725: elbow, 
s collar- and-cuff ’* for (Girdlestone) (C) 
~ 549; external tibial condyle (Burns' 
and Youn 
ley) 235, (isk) 659, femoral] and tibial 
shafts in same limb (Ellis, Langston and 


Ellis) 786; femur ( cKee) 143, Ta 
ner) (C) 232, (NI) ‘600, (Trueta 652 
(Burns and’ Young) - 724 ; tanford) 


jaws (Cuthbert 
in (Shackleton) 396, sf 
joints (Burns and Young) 724; spine 
(Burns and Young) 724, first-aid for 
(Moir) (C) 354, (C) 739, (Fisher) (C) 836, 
(Nicoll) (C) 837; ibia (Burns and 
Young) 724, and fibula, ischæmia in 
(Stanford) 462 2; tibia, ununited, sliding 
graft for (Burns and Michaelis) 337, 
(Ellis) (C) 421 

France—deficient diet, effects of, 225; 
oe aan in, 225; health in, 225; malaria 

Francis, G. oD. C., deposit in Seitz- filtered 
serum, 51 

Francklyn, A. B., gingival disease in 
Gibraltar evacuee children, 495 

Franklin, . W., on bronchiectasis in 
children, 599 

Fraser, Sir J., principal, Edinburgh Uni- 
versity, 510° 

eae I., dried epg medium (C) 738 

Fruchaud, H , closed p ster, war fractures 
and (C y8 03 

mr C.: C., Mental Health in College (R) 


00 
Fry, M., “‘ Future Treatment of the Adult 
Offender,” 549 ~ 
Fry, W. K., and others, Dental Treatment 
"ot Maxillo-Facial Injuries (R) 664 
Fuster, J., pyreto-electric shock therapy 
in schizophr enia, 757 
“ Future a eenent of the Adult Offen- 
der ’’ (Fry) 549 


ushton) (C) E 


i sG 


Gabarro, P., on plastic surgery, 340 

be pia a W. F., Mantoux test (C) 646 

Gale, A. H., on infectious diseases ‘and’ 

child mortality (A) 317 

Galewski, S., bismuth preparation for sore 
throat (C) "165 

Gall-bladder—-surgery of (Turner) 621, 

C) 741, bridge A Ac (Holman) (C) 

78, (Keynes) (C )7 

Galley, A.H gel a sense in anresthe- 
tics (C) 134; compl Ga ions of trilene 
ansesthesia (Č) 389 

L. D., home-made penicillin (C) 
164, (C) 230 

Gangrene—after ligature of vessels (Cohen 
1; unpadded plaster, rigid oe aad 
(McIndoe and Watson- -Jones) (C) 7 
see also Gas gangrene 

sna a blast injury, neurological signs 
n 

Garbutt, P., on cooking vegetables (A) 283 

Gardiner: P. A., corneal vascularisation in . 
mene deficiency, 393 

Garfield, S. R., medical officer to’ Kaiser 
shipyards (A) 253 

sacha wae G.—reactive anxiety, 7, (LA) 
186; on morale, 662 

Gas—checking the gas (Forbes) (C) 294 

Gas aie LA) 217, (Nightingale) 
526, (LA) 539; bacteriology of (Mac- 
Lennan) 205, (LA) 217; features of in 
North African campaign (MacLennan) 
203, 217; in desert casualties (Wiles) 
524; in torward field unit (Harrison) 
110, (Blackburn) 365, (Law) 426 ; 
serotherapy in (MacLennan) 205, (LA) 
217; sulphonamides in (MacLennan) 
205, (LA) 217; transfusion in (Mac- 
Lennan) 206 ; see also Cl. welchii 

Gea To enteritis, infantile (Parsons) 271, 


Gastro- intestinal- D isensek of the Gastro- 
- Intestinal Tract (Winkelstein) (R) 404 
Geckeler, E. O., Fractures and Disloca- 
tions for Practitioners (R) 54 
General Medical Council—254, 606; ad- 
vertising charge, 768 ; aid in evasion of 
national service, 382 ; dental registra-. 
tion and discipline, 705; disciplinary 
cases, 382; inebriety ‘charge, 768 ; 


names crased from, Medical Register, 


768; Pharmacopæœæia committee, ap- 


g) 725; femoral shaft (Charn- | 
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proved names of new drugs, 768 ; presi-- 


dential address, 705; register of 
specialists, 705; revision of medical 
curriculum, 705; Spackman adultery 
“case, ‘f due inquiry ” and (A) 345, 383 
General practitioners—(Platt) oe ; in 
national health service (LA) 27 
Geriatrics, Nuffield survey, 322 
German measles, see Rubella 
Germany, chemical industry in (P) 583 
Giblin, T., on abdominal wounds (LA) 791 
Gibraltar, gingivitis in evacuee children 
from (King, Francklyn and Allen) 495 
Gibson, T., treatment of burns (C) 770 
_Gilchrist, M., accuracy of hemoglobin 
methods, 239, (LA) 250 
‘Giles, ot Ha“ Practice of Orthoptics,’’ 200 
Gill, A. M., ‘ulcerative colitis, 536 
Gillespie, R. D., Psychological Effects of 
~ War on Citizen and Solor (R) 694 
Gimblett, C. L., on squint, 2 
Gingival disease in cltraleas evacuee 
C aaa (King, Francklyn and Allen) 


Girdlestone, G. R.—“ collar- and-cuff, x 
Chartered Society and (C) ce night- 
splint for knock-knees (NI) 312 

Gledhill, W. S., adsorption of acridines by 
gauze, 759 

Glossop, study of infant growth in prewar 
and war years (A) 252 

Gloucester, Duke of, fellow of Royal 
College of Surgeons (A) 378 

Gloves, rubber—potassium bitartrate on 
(A) .475; ration for doctors, 298; 
sterilisation of (Wright) (C) 582; tale 
on (A) 4 

Gluconate fn kala-azar (Thompson) 18 

Glucose oxidases, tests as bactericides, 105 

Glycosuria—after accident (A) 730; in 
recruits (A) 794 

Glynn, L. E., toxipathic and trophopathic 
hepatitis, 457 

Goitre—endemic, 107; geographical dis- 
tribution, 108 ; iodine in, 107, (LA) 121; 
memo. of goitre subcommittee, MRC, 
107, (LA) 121; prevention of (LA) 121 ; 
sée also Thyrotoxicosis 

Goldberg, H. M., burns, open irrigation 
qaem oer for, 371 

Poea . C., necrobacillosie in man, 399, 


Gao beeen in (A) 3453; sul- 
phathiazole and (Bettley and Baker) 
(C) 356; sulphonamide-resistant (A) 
345; sulp honamides and (Harkness) 
(C) i94, (Curtis) Ae 232, ot bomson) (C) 
263, wkins) (C) 32 5; see also 
Venereal 1 Disease 

Goodall, F. G., future of nursing (C) 135 

Goodchild, W. (0) 616 

Goodman, N.—appointment, 473; 
bodies for dissection, 671; 
lems of health in Europe, 576 

Gorgon; M. H., diagnosis of smallpox.(C) 


Gordon-Taylor, G., Sir Cuthbert Wallace 
and abdominal injuries in the field (C) 


on 
on Prob- 


Govindaswamy, M. V., bilateral pre- 
rron ral leucotomy in Indian patients, 
Grace, E. M. (0) 679 


Grafting—in plastic surgery, 340; sliding 
graft for tibial fracture (Burns and 
Michaelis) s (Ellis) (C) 421 


R B00 E., 1 (3 Year Book of Surgery 
Graham, `i. A. J. (O) 645 


Graham- Bonnalig, F. E., sbelter legs (C) 
Graham-Little, Sir 


298; 

white-paper, the (C) 3 

Gramicidin, bacterian Toker and toxi- 
city of (A) 188 l 

Grant, W., appointment, 744 

Granulopenia caused by thiourea (New- 
comb and Deane) 179 

Green, H. F., stomatitis, riboflavin de- 
ficiency and, 720 

Greene, R.—function of sterols (C) 232; 
on peripheral vascular disease, 662 

BOE des M., questionary, the (C) 451, 

Greenwood, W. P., shall Bassini die ? (C) 
163, (C) 325 

Greeves, R. A., retrobulbar optic neuritis, 

Gregg, N. McA., on rubella and congenital 
defects “2 316 

Gregory, Nae K. (0) 104 

Grifħth, A. D. (0) 391 

Griffith, E., Modern Marriage (R) 790 

Griftiths, H. E., on rehabilitation, 521 

Griffiths, W. J., 
ing oxygen, 177 

Griswold, R. 'A., on autotransfusion (LA) 

ea medicine, private practice and (C) 


(Gar- 


R e oap 


Group- aene in reactive anxiety 
many 


Growth Ki Science (Rossiter) (R) 216 


apparatus for administer- 
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Gums, see Gingival disease 

Gurdjian, E. S., mechanics of head injuries 

Guthrie Smith, O. F., Rehabilitation, Re- 
concation and Remedial Exercises (R) 


Guttmann, E., and Curran, D., Psycho- 
logical Medicine (R) 18 

Gye, W. E., on standard tumours (LA) 569 

Gynecology: —  Fosdike’s Textbook of 
Gynecology (Peel) (R) 470 ; influence of 
industry on, 373 

Gynecomastia (Dunn) (C) 68 


H 


Haber, H., leprosy in London, 629 

Heematuria after burns (A) 441 -> 

Heemoglobin—methods (King, Gilchrist 
and Delory) 239, (LA) 250; of women 
in war industry (A) 636; heemoglo- 
binometry, better (LA) 250, (Bell) (C) 
325; nem oe obs. after burns (A) 
441, anemia and (A) 8 28 

Hemolytic disease in EA E itt factor 
(Langley and Stratton) 145, (Reid) (C) 
774; caused by Rh antibody in Rh- 
positive mother (McCall, Race and 
Taylor) 214 


Hemolytic streptococci, scenes fever aud 


(LA) 218, (LA) 695, 

Heemopoiesis—in ao ber infants with 
hemolytic disease (Langley and Strat- 
ton) .145; hemopoietic stimulators, 
leukemia and (LA) 343: hoemopoietic 
eye eans arsphenamines and (Ferguson) 


Heemorrhage—fibrinogen deficiency and 
(A) 125; in newborn (Parsons) 268, 
(LA) 506; vitamin K as prophylactic 
(Lehmann) 493; in wounded (Night- 
ingale) 527, (Wilson) 587 

Hemorrhoids, injection of (Hill) (C) 581, 
(Sandler) (C) 581, (Morley) (C) 677 

Heemothorax in chest wounds (Nicholson 
and Scadding) 300 

arch FA bismuth compound for arthritis 


Halliday, J. L., on rheumatoid arthritis. 


(LA) 407 ' l 
Hallux, dislocation of sesamoid (Müller) 789 
Ham, T. H., on hemoglobinuria after 

burns (A) 441 
Hand—bones and joints, 80; burns of, 

215, (LA) 634; infections of, 5, 

penicillin in (Florey and Williams) 73; 

injuries of, 2t5; numbness of, after 

wounds of forearm (Burrows) 85 ; ‘septic, 
conservative treatment (Egerton and 

Bowen) (C) 295, (C) 355, ( atterall) (C) 

9, (Egerton) (C) 552; vascular 
disease of, 662 : wounds of, ‘ Cetavlon ’ 

i Williams, Clayton-Cooper, Faulkner 

Thomas) 787 
Ene nere vOnes R. M., on hand injuries, 


Handley, R. S., clinical trial of penicillium 
preparation (C).738 

Handley, W. S.—hon. fellow Medical 
Society of London, 712; ventilation 
and tuberculosis (C) 195 

Hanschell, H. M., hazards in treatment of 
varicose veins (C) 421 

Hardship appeals, doctors and (P) 168 

Hargreaves, W. H., clinical oe of peni- 
cillium preparoii ion (C) 738 

AEON: S. W, G., sinusitis with polypi, 


Harkness, A. H.—on venereal diseases, 
‘Cy faa sulphonamides and gonorrhma 
( 

Harris, R. I., instrument for tightening 
knots in eheel wire (NI) 504 

Harris, R. S., and Apanan, K. V., Vita- 
mins a Hormones (R) d 


Harrison, A 265 
Harrison, G. eposit in Seitz-filtered 
serum, 51 


Harrison, G. K., forward surgery in battle 
period, 109 

Hartley, F., glossary of terms used in sex 
hormone therapy, 14 

Hartmann, F. W., on coagulants and the 
liver (A) 344 

Haslam, J. F. C., prevention of seasickness 
by drugs (C) &04 

Hasler, J. K., rubiales, the (C) 67 

Hastings, S., chairman LCC, 377 

sa? hie M., skin-test in cysticercosis (C) 

Hawking, F., tissue culture of malaria 
parasites, 693 

Hawkins, D. M., “ Atlantic Torpedo,” 265 

Hex ki E. S., sulphonamide resistance 
(C) 325 

Hawley, W. L. RA ncpatitis, 
valeseent plasma and, 81 

Head injuries—brain w made (LA) 540; 


mumps con- 


cerebral fungi (Schorstein) 47; facial 
palsy in (Turner) 756; followed by 
subdural effusion (McConnell) 273; 


gunshot wounds of fronto-orbital region 
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(Schorstein) 44; méec ania of (Gura- 
jian and Lissner) (C) 389, (Holbourn) 
(C) 483: penetrating wounds (Law) 
{2S : prolonged amnesia after (McCon- 
nell) 273; ‘wounds, technique in 
(Nightingale) 526 

Headache in anxiety neurosis and hysteria 
(Torrie) 140 

H ealth—education for (Ryle) 713, (Chap- 
man) (C) 804, (Brook) (C) 838 : Health 
and Hygiene (Ackerman) (R) 694; 
' Health and the Student,’’ 647 ; notes 
for young people, 71; schemes,- group 
(A) 253; soil and (P) 228; statistics 
(P) 167; survey (A) 829 

Health centres—in USA (Hoge) 131; 
Peckham family centre, 260 

Health services—conference on, 360; in 
the Colonies (P) 801: see also National 
Health Service 

Health workers—towels for, 654; work- 
men’s compensation for (P) 645 

Heart—bicuspid aortic valves (A) 254: 
cardiac surgery (LA) 376; coronary 
disease (LA) 376; coronary thrombosis, 
J. B. Herrick and (A) 637 ; electro- 
cardiography, mass (A) 6364 heart 
disease: incidence of (A) 675, ouabain 
and digitalis compared (A) 126, rehabili- 
tation and (Cassidy and Campbe 11) (C) 
184, (Lord Horder and Ling) (C) 552, 
strophanthins in (A) 126 ; heart failure : 
cardiac disturbance under trilene anws- 
thesia (Hunter) 308, venous pressure in 


(LA) 123; measure of circulation time 
with saccharin (Duras) 303; phono- 
electrocardioscopy (Donovan) 50035 re- 


yascularisation of (LA) 376: size of in 
cardiac infarction (A) 158; . triple 
rhythm (LA) 729 

Heat-hyperpyrexia (A) 409 

Hemming, J. R., megalocytic 
malaria ‘and, 498 

Henderson, J. 'C., appointment, 488 

Henderson, N. P., mass radiography in 
factories (C) 102 

Henderson, R. G., rehabilitation at EMS 
hospital, 733 

Henderson, T. L. C., 
pellagra, 17 

Henderson, Y.—‘‘ Adventures i Sepira: 
tion ”? (A) 378; death of (A): 

‘ Hepamino ’ for meg ralocytic hota, 328 


anremia, 


unusual case of 


He patitis—clinical and laboratory study 
(Hawley and others) 818; dirt and 
(L.A) 471; epidemiology of (McFarlan 


and Chesney) 816; following yellow- 


fever vaccine (Van Langenberg) 244; 
human serum and (LA) 471: infective, 
103, (Himsworth and Glynn) 458, 
171, milk injections for, 579 : mumps 
convalescent plasma and (Beeson, Ches- 
ney and McFarlan) 816; plasma inocu- 
lation in, 403; pregnancy and (HBims~ 
worth and Glynn) 460; toxipathie and 
trophopathie (Himsworth and Glynn) 
157 

Hernia—-exercise after operation (Shorter) 
243; inguinal, Bassini operation for 
(LA) 55, (Arthur) (C) 163, (Greenwood) 
(C) 163, (C) 325, (Nuttall) (C) 163, 
(Holman) (C) 230. (Dodd) (C) 263, 
(Schick) (C) 354, (Morley) (C) 390; 
rehabilitation after (Large) 517 

Herrick, J. B., on coronary thrombosis 
i? 637 

Hill, A. B., women suicides (R) 197 

are "ia R., injection of hemorrhoids (C) 

Hill, oe national health service, 351; 
secretary British Medical Association, 
oD 

Hill, H., diagnosis of smallpox (C) 451 

Hill, H.—Pasteurisation (R) 152; ‘and 
Dodsworth, E., Food Inspection Notes 
(R) 54 

Himsworth, H. P., toxipathic and .tro- 
phopathic hepatitis, 457 

Hinman, F., Lowsley, O. S., Smith, D. R., 


and Gutierrez, R., Sexu: il Glands of the 
Male (R) 120 

Hippocratic Oath (A) 794 

Hippuric acid liver-function test during 
treatment with arsenicals (Riddell and 
Anderson) 275 

Histamine test—in homologous serum 
jaundice (MacCallum and Bauer) 626; 
in leprosy diagnosis (Haber) 629 

Historical Background to Modern Medicine 
(lectures) 586, 680 

Hitchcock, M. A., and Hitchcock, F. ‘A. 
Barometric Pressure (R) 760 

Hobson, J.—crude penicillin (C) 614; 
home ade penicillin (C) 164, (C) 230 

Hodkinson, S., nurses’ pay (C) 104 (A) 12 

Hoge, V. M., health centres in US A, 131 

Holbourn, A. H. S. . Mechanics of head 
injuries (C) 483 

Holland, E.—on midwives in a national 
service (A) 699; Royal Colleges and 
consultants (C) 100 

Holling, H. E., prevention of Beasickness 
by drugs, 127 


\ 
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Holloway Prison, young prisoners in (P) 262 

Holman, C. C., shall Bassini die ? (C) 230 

Holroyd, J. B. H., common sense, in 
anresthetics (C) 65 ` 

‘Home Guard appeals (P) 194 

Home Secretary on young offenders, 594 

Hong-Kong, amblyopia in (Wilkinson and 
Au King) ass l , 

Honours—Birthday (A) 796, 799, 839; 
medical awards and honours, 72, 106, 
(P) 168, 170, 202, 254, 298, 328, 359, 
466, 488, 522, 544, 586, 680, 708, 743, 
774, 839; New Year (A) 60; see also 
On Active Service 

Hood, M. J. (O) 679 : 

Hoogendoorn, C., Expectant and Nursing 
Mother’s Cookery Book (R) 216 

Hope Simpson, R. E.—mites infesting 
carcinoma of jaw (C) 740; plantar 
warts (C) 165; rubella and congenital 
malformations (C) 483 

Hopkins, P.—sulphonamide dermatitis (C) 
134; white-paper reviewed, the (C) 615 

Hopper, M. E., and Lewis, G. M., Intro- 

_ duction to Medical Mycology (R) 632 

Horder, Lord—on malnutrition in occupied 
countries (P) 420; on National Health 
Service white-paper, 448; on rheu- 
matism (LA) 406; and Ling, medical 
rehabilitation (C) 552 


~ 


Hormones—hormone therapy in prostatic 


cancer, 435; Las Mastopatias Hor- 
monales (Egües) (R) 248; steroid, cast 
pellets of .(Bishop and Folley) 434; 
Vitamins and Hormones (Harris and 
Thimann) P 54 
‘Horn, Sir A. E. (O) 35 
Horn, J. S., contracted bladder, 501 
Horne, M. (O) 297 i 
Horsley, J. S., Narco-Analysis (R) 152 
Hosford, J., unpadded plasters (C) 774 
Hospitals—administration, 28 ; air-borne 
infection in (LA) 825; base, in 1918 
(Nightingale) 525; children’s diseases, 
26: country, 260: cross-infection in 
(LA) 437; diet in, 292, (A) 542; 
domestic labour for (P) 167, (P) 645 ; 
“ Hospital Diet” (A) 542; hospital, 
military, lent to American army, 168 ; 
hospital planning (MacWilliam) 26, 
(LA) 122; Hospital Saving Association, 
106; house appointments, 105; in 
London, overcrowding and understaffing 
(P) 229; industrial nurses for (P) 741 ; 
medical staffing of (LA) 122; medica 
superintendents, 29; mental and 
psychological, 26; mental, in Scotland 
(P) 167; MCC, postgraduate courses, 
105; municipal, as medical schools, 28, 
105, doctors in (Norris) (C) 133; 
occupational therapy in, 62, (LA)-251, 
260 ; oiling of bedclothes in (LA) 825; 
patients, vitamin-C nutrition in (Prunty 
, and Vass) 180; saving schemes (LA) 
313; . scholarships for nurses, 201, 
(Cockayne) (C) 295, (Johnston) (C) 357 ; 
Scottish, report on regionalisation of 
(LA) 122; special (MacWilliam) 26, 
(LA) -122; special departments, 28 ; 
tuberculosis, 26; voluntary, white- 
paper and, 392, (LA) 472; see also 
National Health Service 


HospPitTats.—Guy’s Hospital, York Clinic 
for Psychological Medicine, 648 ; Horton 
Hospital, catering at (P) $34; London 
Hospital, almoners’ department, 360 ; 
Memorial Hospital to Princess Tsahai 
at Addis Ababa (A) 795; Peterborough 
Memorial Hospital, paid appointments 
at, 840; Queen Mary’s Hospital, Roe- 
hampton, artificial limbs at (P) 324, 
(LA) 634, (Craft) 639, extension of, 37, 
201; Royal Eve Hospital, Southwark, 
clinical society of, 360, 648; St. Bar- 
Sno Oe ene Hospital, council centenary, 


Housing—Churchill house (A). 638; 
“Country and Town” (Young) (LA 
437 ; industry‘and (LA) 437; infan 
mortality. and (P) 387; ‘‘ Looking 
Ahead : Foundation for Housing ’’ (LA) 
437 ; postwar (P) 262, (P) 387, (P) 388, 
(P) 413, Barlow report (LA) 437, 
Uthwatt report (LA) 437; prefabri- 
cated houses (P) 262, (LA) 437, (A) 638 ; 
rural, Hobhouse report (LA) 763 

Howl, í . K., Synopsis of Clinical Syphilis 


R. Y., sulphathiazole-proflavine 
powder in wounds, 592 

Huff, C. G., Manual of Medical Parasito- 
logy (R) 568 

Huggins, C., on prostatic cancer (LA) 22 


alloxan, 
148, (LA) 154 l 
Human needs in industry (Davies) 223 
Hunter, A. R., complications of trilene 
anæsthesia, 308 ` 
Hunter, D., on industrial medicine, 183 
Hurford, J. V., disclaimer, a (C) 454: 
primary pulmonary tuþerculosis (C) 102 


* Clairvoyance in emergency, 
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Hyde, R. W., on glycosuria in recruits (A) 


Hyman, G., unpadded plasters (C) 837 
Hyoscine as preventive of seasickness 
' (Holling, McArdle and Trotter) 127 
pe eens drugs in (A) 604, -(Evans) 


( er 
Hypoglycemia from alloxan (Hughes, 
Nare and Young) 149, (LA) 154 i 
Hypoprothrombinæxmia in newborn, vita- 
min K and (Lebmann) 493, ee) 506 

Hysteria in soldiers (Torrie) 14 7 


l ' 


Iland, C. N., ‘ Phemeride,’ 49 

Illustrations of Regional Anatomy (Jamie- 
son) (R) 726 

Immunisation, 
Diphtheria 

Imperial Chemical Industries Ltd.—films 
on anesthetics (A) 829; on monopoly 
of manufacture (ML) 321 


broadcast, 234 7 see also 


Impetigo, sulphonamides and (Tate and] 


- Klorfajn) 39 


IN ENGLAND Now.—Africa star, 322— 
Africans, types of, 736—‘‘ All of one 
company,” 800—Ambulance as diver- 
sion, 292—Army: emblems, 322, post- 
ings in, 64—-Asking the way, 32—<Aus- 
terity, advantages of, 162—Basic Eng- 
lish, medicine and, 386, 587—-Bananas 
for coeliac disease, 548—Bread, national, 
386—Buns. lease-lend and, 548—Car- 
owner, passengers and, 227—Casualties 
on themselves, 611—Certificates, print- 
ing and, 643—Child-guidance or parent- 
guidance, 291—Children, sophisticated, 
580—Chiropody for old people, 351— 
31—Con- 
sultants, general practice and, 161— 
“Corner Doctor”? (Vandegrift) 193— 


Schicksaal und Erfüllung,” 261— D-Day 
in south-coast hospital, 833— Death 
certificate book, 64—‘‘ Differential 
Diagnosis ” (Cabot) 580—Discipline, 643 
—Disraeli on laws of health, 3 
Doctors: at first-aid post, 707, in the 
Services, postwar opportunities for, I30, 
226, patients and, 447—Drugs, syn- 
thesising, 643—Dying tissue, production 
stimulated by, 448—‘‘ English Gar- 
dens ” (Roberts) 834—English villages 
in wartime, 706—‘‘ Envisage’”’ and 
“following,” wrong use of, 292— Ex- 
amining, educational value of, 99— 
‘‘Extra-sensory Perception ’’ (Rhine 
31—Factories, Chief Inspector, annu 
report, 412—F aith-healing, 100—Family 
allowances for doctors, 447—Filix mas, 
482—Foetus, physical influences on, 162 
—Full lientenant, 611—Gardens, 834— 
Glandular fever, 834—Glow-worms, 737 
—Health: hard work and, 64, improved 
by war conditions, 162, positive, 6¢3— 
Home front, 261—Hospitals : . country, 
260, meals, hot, 292, rehabilitation unit, 
351—Industrial | relationships, 412— 
Influenza, nomenclature of, 32—Inocu- 
lation, mental, against bomb bacillus, 
482—-Invalids, protection of, 611—In- 
vasion, start of, 800—Italian barber, 
`- 482— Leisure, 673—-Lifts by car-drivers, 
227—Lions, attack by, 516—Lithium, 
737—lLivingstone, the lion and, 516— 
Malaria in Tennessee Valley, 579— 
Medical: curriculum, 643, experience, 
unqualified, 769, menus, 673, profession, 
good and bad,” 834, promotion in the 
Army, 611, sense of proportion, 643, 


service, State, 447, specialist in the 
Army, 580—Melanomata, 448—Mer- 
chant Navy, spirit of, 192—Metals, 


properties of, 737—Morale, prophylaxis 
for, 482—Mvsore, holiday in, 192— 
National health service : administration, 
386, alphabet, 291, dream of, 333, 
finance, 447, meeting on at BMA House, 
351, opinions on, 322, white-paper, 834 
—Nipples, purpose of, 482—Nurses, 
examination answers by, 801—Nursery 
school in country house, 351—Old age 
as fulfilment, 261—Old people, country 
home for, 351—Opera singers. 516— 
. Osteomyelitis, scurvy and, 770—Parent- 
guidance, 291—Patient’s autobiography, 
64—Personality, multiple, 64—Phar- 
macist, salvage and, 227—Phosphores- 


planes, 833, 834—Planning, medical, 
doctor’s views on, 130—Pneumonia, 
Prime Minister on, 64—Practitioners, 
seven generations of, | 707—Psycho- 
therapy simplified, 65—ERabbiting, 548 
—Rehabilitation: 227, hospital unit 
for, 351—Roadside messages, 161— 
Royal Academy, 610—-Royal Socicty of 
Painters in Water-Colours, 673—Salvage, 
pharmacist and, 227—Sanitation, Dis- 
raeli on, 386—Schizophrenia, 64— 


Industrial medicine—B 


Cucumber-growing, 412—‘‘ Das Alter als |. 


' dustry of Health ” (Layton) 679 ; 


Infantile paralysis—K 


Infection—air-borne (LA 


_ also Accidents, 


cence in fish and meat, 737—Pilotless. 


Insulin—mixtures (A) 476; 


. practitioners, 
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Scientific books; popular, 770—Scurvy 
mimicking osteomyelitis, 770—Services, 
mental outlook in, 31—Sigmoidoscope, 
516—Signatures, 736—Son-father re- 
lationship, 193—Sound, pattern of, 801: 
—Specialists, 515—Spelling mistakes, 
99—-Statistical research, 482—-Stomach- 
ache, 323—Sulphonamide therapy, 482 
—Sulphonamides, Prime Minister on, 64 
—Summary justice in Italy, 769— 
Supernumerary medical specialist, 706— 
Surgery, Turkish views on, 547—Tape- 
worms, emetic for, 482—Telephoning, 
Ted tape and, 611—Tennessee Valley 
scheme, 579—Thank-you letters, 130— 
Thyrotoxicosis in bus passenger, 162— 
Time, passage of, 737—-Turkish medical 
mission, 547—Urine, pregnant, 412— 
Vaccination doctor, 227—-Vandegrift, 
G. W., “Corner Doctor,” 193—Vol- 
canos, 548—‘‘ Woman Soldier,” 292— 
Women doctors: in 1850, 322, titles of, 
516— Women, work of in wartime, 130— 
Work, grievances and, 611—Wounded 
from France, 800, 833 


India—bilateral prefrontal leucotomy in- 


Indian patients (Govindaswamy and 
Baiakrishna Rao) 466; famine deaths 
in Bengal (P) 451; health survey (P) 
741; holiday in Mysore, 192; India 
(Attachment of States). Bill, 413; 
Indian Association for tivation of 
Science, 744; medical services in (P) 
644: nutrition in (P) 741; quinine - 
stocks in Bengal (P) 168 


Industrial health, white-paper on national 


health service and, 702 : 
irmingham course | 
on, 420; clinical approach to, 183; 
environment of worker and (Davies) 
223; growth of (A) 158; industria 
medical service (A) 2 0, (A) 253 indus- — 
trial neuroses (Ling) 830; memo. by 
Association of Scientific Workers (A) 
220; rehabilitation for industrial work- - 
ers (A) 126; research in (A) 220 


Industry—expectant mothers in (P) 584+ 


housing and (LA) 437 ; human needs 
and (A) 200, (Davies) 223, 412 ; an 
fluence of on obstetrics and gynecology, 
373; juveniles in ee) 224; re- 
search in (A) 603, (P) 612 ; risks in, 183, 
(Davies) 223; women in (A) 636; see 
also Factories 


Infant mortality—in Belfast, 255: in 


England and Wales (P) 388 ; in Ethiopia 
(Young) 797; in great towns (P) 803} 
in Scotland (A) 25, (P) 228, (LA) 249, 
545, Orr report (LA) 249, 255, (P) 293, 
(P) 387; nutrition and (P) 387; trends 
in (A) 317; see also Neonatal 2 


Infantile D and V (Stallvbrare) (C) 66, 


(Rinderknecht) (C) 67, (Fife) (C) 67 
enny Concept of 
Infantile Paralysis (Pohl and Kenny) 
(R) 538 


Infants—gastro-enteritis in, 567 ; growth 


in prewar and war years compared (A) 
252; Infant, The (booklet) 200 ; Neuro- 
muscular Maturation of the Human 
Infant (McGraw) (R) 184 

825; anmmia 


in (A) 828; cross-infection in hospitals 
(LA) 4373 dust-borne in measles, 119 ; 
in neonatal period (Pareons) 270; of 
hand, 215; shield against, for doctors, 
327 > unusual (Pelly) (C) 581 


Infectious diseasc—imported by air (A) 


669: weekly lists of, 37, 70, 104, 137, 
165, 194, 227, 260, 298, 322, 358, 390, 


(424, 456, 488, 522, 554, 586, 615, 642, 
678, 711, 742, 775, 803, 838 
Infertility, intelligence and (A) 23 
Influenza—com plicationr, 


Penicillin in 
(Penner and Parkes) 305 ;- epidemic, 
7, 69, 137, extent of, 290; vaccines 
(LA) 762 


Information service (Burcau of Hygiene 


and Tropical Diseases) (Sheppard) 97, 
(LA) 89 


Ingram, W. W., Diabetes (R) 470 / 
Injuries—Dental Treatment of Maxillo- 


Facial Injuries (Fry and others) (R) 664 ; 
diabetes and (A) 730; hand, 2153 see 
urns, Fractures, Head 
injuries and Wounds : 


Inquest—fresh inquest ordered (ML) 706 
Insanity, divorce for (ML) 578 

Insemination, artifici 
Institute of Hospital Almoners, 392 
Institute of Medical Laboratory Techno- `- 


al, 766 


logists, 575 

preservative 
in (Bicknell) (C) 103, Lomas (C) 197 ; 
reduction in prices, 234 . 


Tnsurance—benefits in wartime (Love and 


others) (C) 453; committees, 350; 
Insurance Acts Committee (A) 94; 
capitation fee (A) 94; 
racket, digitalis and (A) 282 ; voluntary 
and compulsory (LA) 313 
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International—health organisation (A) 
158; International List of causes of 
death (LA) 377; International Red 
Cross, office at Shanghai (P) 352; 

‘ organisation, postwar (P) 193; patho- 
logical coöperation, 341 

Intravenous—fluids (LA) 601;. therapy, 
hazards of (A) 408 A 

Introduction to Medical Mycology (Lewis 
and Hopper) (R) 632 

Iodine—deficiency, goitre and, 107, (LA) 
121 ; iodised salt as prophylaxis against 
goitre, 108, (LA) 121; thiourea and 
(Campbell, Landgrebe and Morgan) 631 

‘Ireland—Almoners in Eire, 806—Infant 
mortality in Belfast, 255—Northern 
Ireland, ministry of health for, 456, 553 
—Royal Academy of Medicine in Ire- 
land, 632—State of Medicine in Ireland 
(Collis) (R) 404 , 

Iron, absorption of (LA) 56 

Irrigacion Normal del Nodulo de Keith y 
Fiack, Tawara Haz de His y sús Ramas 
(Lascano) (R) 54 

Irrigation chamber for extensive burns 
(Goldberg) 371 

Ischemia, traumatic, in forearm and leg 
(Stanford) 462 

Isolation, cross-infection and (LA) 438 

Ives, J., nitrous oxide economiser, 534 


J 


Jackson, C., and Jackson, C. L., Diseases 
and Injuries of the Larynx (R) 470 
AT M. H., on involuntary sterility, 
6 


Jameson, Sir W., on National Health 
Service, 513 

Jamieson, FE. B., Illustrations of Regional 
Anatomy (R) 726 

Jaundice—etiology of, 403; coagulating 
agents and (A) 344; homologous serum 
jaundice (MacCallum and Bauer) 622; 
in newborn (Langley and Stratton) 145; 
postarsenical (Riddell and Anderson) 
275, 404, (LA) 471; see also Hepatitis 

Jaws—anresthesia in fractures of (Shackle- 
ton) 396; carcinoma of, mites infesting 
(Hope Simpson) (C) 740 

Jayes, P. H., on burns of hand, 215 

Jemerin, E. EB., and Nenhof, H. J., “ Acute 
Infections of the Mediastinum ” (A) 221 

Jennings, M. A., identity of patulin and 
claviformin, 112 

er T. B., scholarships for nurses 

Joints—Fractures and Joint Injuries 
(Watson-Jones) (R) 5043: wounds of 
(LA).19 

Joly, J. S. (0) 35 

Jones, E. I., medical curriculum (C) 229 

Jones, H. E., stomatitis due to riboflavin 
deficiency, 720 

Joules, H., questionary, the (C) 486 


JOURNALS.—American Review of Soviet 
Medicine, 190, 229; Avenir Médical, 
225; British Journal of Industrial 
Medicine (A) 158; British Journal of 
Surgery, 91, 454; British Medical 
Bulletin, 712; Fast African Medical 
Journal, 137 ; Film News, 265: Indus- 
trial Bulletin, 71; Journal of Neuro- 
surgery, 776; Médecin Français, 226; 
Tropical Diseases Bulletin, 98 


Juvenile delinquency (P) 450, committee 
on (P) 32 
Juveniles in industry (Davies) 224 


a 


X = 

Kahan, A., case finding by mass radio- 
graphy, 653 ; 

Kahn, M. C., Public Health and Preven- 
tive Medicine (R) 278 

“ Kaiser wakes the Doctors ’’ (de Kruif) 
(A) 253 

Kala-azar—4 : 4’ 
(Somers) 531; 
(Thompson) 17 

Kaplan, I. A., Waters, C. A., and Firor, 
W. B., Year Book of Radiology (R) 436 

Kaznelson, P.,sulphonamides in dermatitis 
herpetiformis (C) 710 

Kellaway, C. H., appointment, 586 

Kellogg. J. H., death of, 36 

Kennaway, E. L., standard tumours, 
chemotherapy and (C) 647 

Kennedy, J. C. (0) 585 

Kenny Concept of Infantile Paralysis 
(Pobl and Kenny) (R) 538 . 

Kenny, E., and Pohl, J. E., Kenny Concept 
of Infantile Paralysis (R) 538 

Keratoconjunctivitis, lacrimal deficiency 
and (A) 543 

eye ons J. D., health in and out of schoo] 

2) 232 
Kessel, L., parachute surgical team, 381 


diamidinostilbene in 
in English seaman 


17-Ketosteroids in urine, adrenal tumours 
` and (Callow and Crooke) 464 
Keynes, G., bridge in gall-bladder surgery, 


the (C) 710 . 
ing, Au, amblyopia, vitamin deficiency 
and, 528 


King. E. J., accuracy of hæmoglobin 
methods, 239, (LA) 250 

King, H.,substances chemotherapeutically 
active against typhus rickettsiæ, 777 

King, J. D., gingival disease in evacuee 
children, 495 

King Edward’s Hospital Fund for London 
—hospital diet (A) 542; surplus from 
Nuffield trust for special areas (A) 126 

mie Gores at Royal College of Surgeons 

37 

King’s College Hospital, legacy from 
A. D. Cowburn, 840 l 

Kinmonth, J. B., -prostatic stone in 
urethral stricture, 821 

Kirk, N. T., luncheon for by Royal College 
of Surgeons, 424 

S pnd, H. T., mental health service (C) 

0 a 

Kirman, B. H., white-paper, the (C) 354 

Klorfajn, I., sulphonamide dermatitis, 39, 

” (LA) 406 

Knec—cartilage operations, 725:; knee- 
joint, function after fracture-of femur 
(Charnley) 235, gunshot wounds of 
(Buxton) 681; Knock-knees, night 
splint for (Girdlestone) (NI) 312: 
meniscectomy in soldiers (Duthie and 
Macleod) 182; stiffness of in fractured 
femur (Fisk) 659 

Knight, J. I. F., colostomy belt (NI) 88 

Knowles, F. I. (O) 296 

Koller, C., discovererof cocaine anesthesia, 
death of, 442 

Kraines, S. H., Therapy of the Neuroses 
and Psychoses (R) 504 - 

kee nags, I. N., Clinical Pediatrics (R) 


Kymographic apparatus for uterotubal 
insufflation (Sharman) (N1 4 

Kyphosis—adolescent (MacGowan) 211; 
types of, 213 ; 


L 


Laboratory—assistants, recruitment of, 
137; laboratories, emergency patho- 
logical (P) 168; technicians, training 
of, 575, (Signy) (C) 710 

Labyrinthitis, meningitis and (Ellis) 468 

Lrevalose test after burns in childhood 
(Rae and Wilkinson) 332 

Laird, S. M., meningococcal epididymitis, 


Lamb, S., retirement, 476 

Landgrebe, F. W., pharmacology of 
thiourea, 630 

Lang, W. H. (O) 391 ; 

Langley, F. A., hæmolytie disease in the 
newborn, 145 ' 

Langston, H. H., fractures of femoral and 
tibial shafts in same limb, 786 

Laparotomy, diagnostic (Blackburn) 361 

Large, C., rehabilitation for ATS (C) 517 

Large, S. D., rehabilitation after abdo- 
minal operation (C) 517 

Larynx—Diseases and Injuries of the 
Larynx (Jackson and Jackson) (R) 470; 
Manual of Otdlogy, Rhinology and 
Laryngology (Ballenger) (R) 88; laryn- 
goscope blades (Macintosh) (C) 485 

eg een oulas Hormonales (Egiies) (R) 


Lascano, E. F., Irrigacion Normal del 
Nodulo de Keith y Flack, Tawara, Haz 
de His y Sus Ramas (R) 54 

Laurent, L. J. M., on infantile gastro- 
enteritis, 567 

Laurent, L. P. B., 
palsy, 87 

Law, W. A., surgery in forward arca, 425 

Lawson, Sir A., on sympathetic ophthal- 
mia (A) 93 

NeR TEES: wholemeal and (Saunders) (C) 


5 
N a T. B., “ An Industry of Health,” 
7 


thyrotoxic bulbar 


LEADING ARTICLES 


Abdominal wounds, 791—Absorption 
and excretion of minerals, 56—Ab- 
stract problems, 89—Acute war 
neurosis, 186—Alloxan diabetes, 154 
—Amocbiasis, intestinal, 793— Anies- 
thetist’s opportunity, 341—Anatomy 
books, 569—Antibioties, 375—Anti- 
septies in wounds, 90—Arms and 
legs, 634 

Back from the front, 761—Bacteriostat 
and bactericide, 792—Battle injuries, 
539—Better hwmoglobinometry, 250 
—Biotin, 827—BMA proposals, 666 
— Burns, treatment of, 633 

Cancer research, 2ł—Carbon tetra- 
chloride poisoning, 570—Catching up, 


, disease, 


National health service : 


217—Cerebrospinal fever, chemopro- 
phylaxis of, 91—Challenge of rheu- 
matism, 406—Chemoprophylaxis of 


- cerebrospinal fever, 91—Chemother- 


apy: of the common cold, 540; 

standard tumours and, 569—Cceliae 

609—Colds, chemotherapy 

. jn, 540—Commuters, 341—Control of 
air-borne infection, 825—Control of 
cancer, 21—Control of pertussis, 185 
—Corporal punishment, 20—Council 
and Board, 438—Cross infection, 437 

Death, International List of causes of, 
377—Delinquent children, treatment 
of, 20—Desentisation to sulphona- 
mides, 406—Diabetes, alloxan, 154— 
Diagnosis of smallpox, 473——Diet and 
hepatitis, 4.7 1— Dissection, bodies for, 
667—Doetor in the making, 601— 
Doctors, serving, postwar plans for, 
217—Dust in the mine, 539 

Education Bill, school medical service, 


153— Epidemiology of scarlet fever, 
218—Epithelium, surface, healing of, 
314—European Association of Clinical 


Pathologists, 341 
Food, healing of wounds and, 727 


Gas gangrene, 217—German wound 
antiseptic, 635—Goitre, prevention of, 
12] 

He moglobinometry, 250—Heemolytic 
streptococcus, scarlet fevér and, 695— 


stimulators and leu- 
Hemorrhage in the new- 
Hremothorax, traumatic, 
315—Happy John Graunt, 
Hazards in treatment of 
veins, 342—Healing of surface epithe- 
ya, 314—Health in and out of 
school, 153—-Heart: failure, venous 
pressure in, 124 ; revascularisation of, 
376;.triple rhythm, 729—Hepatitis, 
diet and, 471-——Hernia, inguinal, 
operation for, 55-—Home coming, 437 


Hiemopoiet ic 
kemia, 343 
born, 506 


377— 


.—Hospitals: and their staffs, 122; 
cross infection in, 437; voluntary, 
472—Housing: policy, 437; rural, 


763 

Infant mortality in Scotland, 249—In- 
fection, air-borne, control of, 825— 
Influenza vaccines, 762—Intestinal 


' amoebiasis, 793—Intravenous fluids, 
. 601 j 
Joints, wounds of, 19 

Leukemia, hemopoietic stimulators 


-Lupus taken seriously, 57 
Marfanil. 635—Measles, vaccination 
against, 728—-Medical education, 601 
Minerals, absorption and excretion 
of, 56—Miners, pneumoconiosis in, 639 
Mite versus man, 827—Morbidity 
statistics, 377—More about influenza 
vaccines, 762-—Mould antibiotics, 375 
279; adminis-. 
tration, 438; BMA proposals, 666; 
` parliamentary debates on, 405, 4333 
questionnaire to medical profession, 
377; White-paper, 249, reactions to, 
313, reviewed, 508—Nerve injuries, 
762—-Neurosis, war, 186—Newborn, 
hemorrhage in, 506—Nor any drop 
to drink, 375 . 
Occupational therapy, 250—Ophthal- 
mology in the field, 472 
Perforation of peptic ulcers, 19—Per- 
tussis, control of, 185—Pneumoconio- 
sis in miners, 539—-Poverty and chil 
bearing, 249—Prevention of goitre, 
121—-Psychiatric casualties in battle, 
NUD 
Questionnaire, 
syphilis ?, 280 l 
Reactions to the white-paper, 313— 
Regeneration after nerve injuries, 76 
—Revasculirisation of the heart, 3 
— Rheumatism, challenge of, 406— 
Rural housing, 765 
Scabies, 827—Scarlet fever: epidemi- 
ology of, 218; hemolytic strepto- 
coccus and, 695—Shock in wounded, 
695—School medical service, 153— 
Science and art of medicine, 696— 
Scientific method, 571—Scientific 
writings, abstracts of, 89—Scotland, 
infant mortality in, 249—Sensitisa- 
tion to local sulphonamides, 55— 
Shall Bassini die? 55—Smallpox, 
diagnosis of. 473—-Standard tumours 
and chemotherapy, 569—Still life, 
667—Sulphonamides, local, sensitisa- 
tion to, 55—Syphilis, arsenotherapy 
in, 280 i 
Then and now, 539—Transfusion of 
intravenous fluids, 601—-Traumatic 
hiemothorax, 315—Treatment of 
burns, 633—Trial and treatment, 20—— 
` Triple rhythm, 729—Tumours, stan- 
dard, chemotherapy and, 569 
Ulcers, peptic, perforated, 19 
Vaccination against measles, 728—Varl- 
cose veins, 342—Venous pressure, 123 
—Veterinary outlook, 155—Volun- 
tary hospitals, 472 


and, 343 


377—Quick . cure for 


varicose ' 


— 
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Water-supplies, 375—White-paper on 
national health service, 249—Wound- 
ed, home medical service, 761— 
Wounds: antiseptics’in, 90; food 
and healfng of, 727; of joints, 19; 
of large bowel, 791; wound excision 
and wound trimming, 665; wound 
shock, 695 

Ye fearful saints, 405— Yellow fever 
control, 187 


Leak, W. N., asphyxia in une newborn (C) 
484; Oe -paper reviewed (C) 675 

Leo, S. W. , sulphonamide-urea mixtures 

Leeds—British Orthopedic Association, 

- spring meeting, 521 

Leftwich, W. B., on test for sulphonamide 
sensitivity (A) 668 

Le Gros Clark, 
Humanity ” (A) 604 

Lehmann, J., vitamin K as prophylactic 
in infants, 493 

Leishmaniasis, spread of, 510 

Le Marquand, H. S. — aseptic cavernous 
sinus thrombosis, 247;1 and Tozer, 
F. H. W., Endocrine Disorders in Child- 
hood and Adolescence (R) 216 

Leprosy—in London (Haber) 629; in 
Tanganyika (PY 743; notification of (P) 
on (A) 765 assermann reaction in, 


Leschnitzer, W., bodies for dissection (C) 


Leucotomy, bilateral prefrontal in Indian 
patients Pa vindaswany and Bala- 
krishna Rao) 46 

Deakin hanovi stimulators and 
(LA) 343; myelogenous, complicating 
pernicious poema (Woolley) 85, (Var- 
adi) (C) 16 

Le Vay, A. D. ., Sciatica, 116 

Levinson, A., Pioneers of Fae a te 

Levinson, S? A., and MacFate, 
Clinical Laboratory Diagnosis (R) 18 

Levis, J ., memorial fund, 298 

Levy, S. I., contracted bladder, 501 

Lewin, S., porumiococcal meningitis, 
penicillin in, 6 

Lewis, E.O. a ERN 298 

Lewis, F. L. K. ,sulphapyridine anuria, 241 

Lewis, G. M., and Hopper, M. E., Intro- 
duction to Medical Mycolo (R) 632 

Lewis, R.S., wounds of neck and larynx, 781 

Lewis, Sir T.. reform in medical education, 
619, 649, 685, (LA) 6 

‘Lewis-Fanineg, È., on Oih of infants in 
prewar and war years (A) 252 

Lewkowitsch, E. 2i fat deficiency, scurfy 
skin and, (©) 23 

Leys, D. G., aa na, the (C) 486; 
toxic reactions to sodium deh ydrocho- 
late (C) 196,. Q 518 

Libraries, medica (A) 605 

Lichtwitz, L., Pathology and Therapy of 
- Rheumatic Fever (R) 436 

Life of Childhood, The (Fordham) (R) 790 

Lightwood, R., on infantile gastro- 
enteritis, 567 

Lincoln’s Inn—all-party discussion on 
national health service (A) 254: medical 
societies at premises of Royal College of 
Surgeons, 91 

Ling, T. M.—industrial neuroses, 830; 
apa pord Horder, medical rehabilitation 

eT ela Medical Association, 328, 


Lipschutz, A., Mayer prizewinner, 687 
Lienen a R., mechanics of head injuries 


(C) 

Liver—cirrhosis (Himsworth and Glynn) 
457, 459; function, after burns in 
childhood (Rae and Wilkinson) 332, (A) 
344, hippuric acid test (Riddell and 
Anderson) 275, sulphonamides and, 334: 
egal (Himsworth and Glynn) 457, 

LA) 471, after trilene anesthesia (A) 
(76, after- yellow-fever vaccine (Van 
Langenberg) 244, (Swithinbank) (C) 

552; - toxipathic and trophopathic 
hepatitis (Himsworth and Glynn) 457, 
(LA) 471; see also Hepatitis and 
Jaundice 

- Liver—extract, restriction of‘ use, 202; 
proteolysed, for anemia, 586 

Liverpool School of Tropical Medicine, 
ae research department 

Bivinia rnm, ia notification of tubercu- 
losis (C) 7 

Bienes ones, leh years of, 617 

Lloyd, W., bismuth proparation for sore 
throat (C) 34 
cke, J., ‘“Some Thoughts concerning 
Education,” 712 

Boman; H. B., preservative in insulin (C) 


London- nopolmimenis,; 473; leprosy in 
(Hab n ! women students in 
medical schools (A) 318, (A) 346, (P) 388 


London and Coutitics Medical Pro ection |- 


Society, 817 


F., “ Hot Springs and |- 


McCall, 
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London County Council—appointments, 
2; Education Committee, report on 
child guidance, 69; Hastings, S., 
elected chairman, 377, 392; hospitals, 
cost of, 615, rehabilitation at, 424 
London School of Hygiene and Tropical 
Medicine, 160 
none ana, C. J., parachute surgical team, 


Lord Chancellor’s visitor, 298 

Love, i M., and others, insurance 

benefits in wartime (C) 453 

Low, B., crystallography of patulin and 
claviformin, 113 

Lowsley, O. S., Hinman, F., Smith, D. R., 
and Gutierrez, R., Sexual Glands of the 
Male (R) 120 

Lungs—carcinoma of (A) 670; causes of 

damage (Edwards) 81; foreign bodies 

in, 302; penetrating chest wounds 

(Nicholson and Scadding) 299, (LA) 

315; see also Pneumoconiosis 

Luntz, G. R. W. N.—medical curriculum 
(G) 453; sensory effects of wounds (C) 


1 

Lupus (LA) 57 

Luton, R. , Promotion, 260 

Lyle, K., ‘corneal vascularisation in 
nutritional deficiency, 393. 


M 
M T prevention of seasickness by 


drugs 
A. J., rhesus antibody in Rh- 
positive mother, 214 
McCall, I. G. (O) 391 
MacCallum, F. O.—homologous serum 
jaundice, 622; on etiology of jaundice, 


Mocarreon, Sir R., and Moore, D. F., 
Food (R) 152 
ENS G., 
amidine in, 338 

Me panel A. A., post-traumatic amnesia, 


73 
Macdonald, D. M. (O) 678 ` 
McDowall, R. J. S.—acid phosphate for 
GR) 882 L (C) 294; Sane Psychology 


( 2 

McDowell, F., and Brown, J. B., Skin 
Grafting Be woe oe 504 

Macewen, J. A. O) 136 

McFarlan, A. w hepatitis, mumps con- 
valescent plasma and, 814, 816, 818 

MacFate, R. P., and Levinson, S. A., 
Clinical Laboratory Diagnosis (R) 18 

MacGowan, T. J. B. A., adolescent 
kyphosis, 211. 

McGraw, M. B., Neuromuscular Matura- 
tion of the Human Infant (R) 184 

McIndoe, A., unpadded pret rigid 
dressings and gangrene (C) 7 

McIntosh, A. M. (O) 520 

McIntosh, J., proflavine- sdiphathiagole 
mixture in wounds (C) 66, (LA) 90, 591 

Macintosh, R. R. — bronchoscopy (C) 325 ; 
laryngoscope blades (C) 485 

McKee, G. K., trifin nail and plate for 
pertrochanteric fractures, 143 

MacKenna, R. M. B., on skin diseases in 
the Army (A) 669 

Mackintosh, J. M., appointment, 473 

Maclean, B., confusional psychoses follow- 
ing sulphaguanidine (C) 452 

MacLennan, J. D., anaerobic infections, 
203, (LA) 217 

Macleod, J. G., 
182 

McMichael, J., hepatitis, mumps con- 
valescent serum and, 818; post- 
hemorrhagic fainting, 489 

McMullen, H. L., ou puat moxie pro: 
flavine powder in wounds, 5 

McNair, Sir A., ‘‘ Teachers and Youth 
Leaders ”’ (A) 637, (P) 644 

Macrae, T. F., corneal vascularisation in 
nutritional deficiency, 393 

McSwiney, B. A.—apparatus for adminis- 
tering oxygen, 177; fellow of Royal 
Society, 407; Oliver-Sharpey Lectures, 


251 

MacWilliam, H. H., hospital planning, 26 

Madness in great ones (A) 509 

es iG H. E., food, healing of wounds and 

Magnuson: P. B., Fractures (R) 18 

Malaria—as non- -relapsing disease (Rodger) 
-533 ; congenital (A) 156; Cooley’s 
anremia and (Fawdry) 172; in Europe, 
576; in seamen in the 18th century, 
Peruvian bark for, 200; in the Pacific, 
233 5° in Upper Egypt (P) 451, 481; in 
West Africa, 708, (Bomford) 750; 
malaria parasites, tissue culture of 
(Hawking) 693; megalocytic ansmia 
and (Seelig and Hemming) 498 ; -migra- 
tion and (A) 380 mil tary, human 
factor in control of: (Bomford) 750; 
subtertian, intramuscular quinine in 
(Cooke and Wingfield) (C) 804; sup- 
pressive drugs in (Bomford) 751’. 


trypanosomiasis, pent- 


meniscectomy in soldiers, 
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Mallinson, F. B., 
thetics (C) 356 
Malnutrition—amblyopia and (Wilkinson 
and Au King) 528; diet for, 436; ia 
Europe, 576; in Jerusaiem, rl : in 
. occdpied countries 436 ; 
nomenclature of (Nicho fe) 630. 
Malthusian League, resolution on birth- 
rate, 201 
Manchée, D., 


Meni hester, St. Mary’s Hospitals, lecture, 


common sense in anæs- 


on almoner in health servite, 


Mann, I., on healing of cofnea (LA) 314 

Manometer for pressure measurement in 
small anatomical cavities (Evans and 
Mendelssohn) 465 

Monton, Rani, ir P., Dysontere Disorders 


(R) 
Mantoux test (Gaisford) (C) 646 
MADD of Medical Parasitology (Hufi) (R) 
Manual of Otology, Rhinology and 
Laryngology (Ballenger) (R) 88 
Manual of horn Therapy Techniques 
(Andrews) ( R) 18 
£ Mapharside ’ in ay hiis (LA) 280 
‘ Marfanil,’ antibacterial action of yo 


chell, Rees and Robinson) 627, (LA) 635- 


£ Marfanil Prontalbin’ in wounds and 
burns (Mitchell, Rees and Robinson) 627 
Marriage—childless (A) 604; 
Marriage (Griffith) (R) 790 
Marshall, G appointment, 97 
Martin, bW D. (0) 326 
Martin, F, 3 chronic Meningococcal ` bac- 
teriæmia, 372, blood-culture in (C) 740 
Martin, ` N. H., trypanosomiasis, penta- 
midine in, 338 
Masefield, W. G. —mental health service 
(C) 165; psychiatric appointments (C) 


cee ape naan in plaster work, 37; 


modern views on (A) 379; passive 
masseuse, active patient (A) 379, 
(Mennell) (C) 483 

Massey, A., 


American tour, 440 
Massey, W 


Cs 
embolism, 245 
Massiah, H. G., appointment, 360 
Maternal mortality, 832 
Maternity beds for 
Lyme (P) 519 
Maternity service—midwives in (A) eae 
national, 832 
Mather, N. J. ae V., postgraduate gevrees 


(C) 164 ® 
seater | of ary id (R) 760 


Newcastle-under- 


Matthews, D.N. 

Maudsley, Sir H. G. (O 

Maxwell, J J Care of anaE AR in the 
Home (R) 120 

May, Sir G., death of, 251 

Mayer prize, Chile, 687 

Measles—chemoprophylaxis, 
borne infection in, 119; 
against (LA) 728 

Meat extracts, nicotinic acid and ribo- 
flavin in (Booth and Barton-Wright) 565 

Medals and decorations (P) 448 

Mediastinitis—(A) 221; Acute Infections 
of the Mediastinum (Neuhof and 
Jemerin) (A) 22 

Medical assessora, functions of (ML) 98, 
(ML) 190, (ML) 1 

Medical boards, eee TA (P) 674 

Medical co-education (A) 346, (P) haa 

Medical curriculum—(Vines) (C) 
(Ronald) (C) 162, (Tonen) (C) 229, (Ross 
(C) 230, (Luntz) (C) 453 ; revision of, 


119; dust- 
vaccination 


president of General Medical Council on, 


705; simplification of, 643; see also 
M edical education 


Medical ence Union, checking the gas 


( 

Medical Directory, centenary (A) 284 

Medical earnings in USA, 30 

Medical education—for health (Ryłe) 713; 
fatre: 38 ; reform in (Lewis) 619, 649, 
685, (LA) 696; review by Royal College 
of P ysicians, ae (LA) 601; thera- 
peutics (Lewis) 649 ; theoretical teach- 
ing (Lewis) 619, eG vocational 
teaching (Lewis) 619, 649° 

Medical History from the Earliest Times 
(Withington), jubilee of (A) 795 

Medical inspection of young people (P) 261 

Medical Insurance Agency, 808 

“ Medical malpractice ’’ (ML) 480 

Medical man power (P) 388 

Medical officer, repatriated, iniprcasioné of 
(Walker) 514 

Medical Officers of Health, annual Te porie, 


358 
Medical Parliamentary Group (P) 292, (P) 


Medical Planning Commission (P) 166 

Medical Practice—Specialties in Medical 
Practice eon Pages) (R) 278 

Medical eaieteh ane 636 ; 
erased, 76 

Medical pees USA and Canada, 
159; relief from taxation in (A) 603, 


(P) 612 


names 


| Modern 


peripheral arterial — 
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Medical Research Council—committee on 
non-ionising radiations (A) 254; defer- 
ment for laboratory assistants, 137 ; 
grant for medical research (P) 353; 
publications: absence from work, 617, 
cross-infection in hospitals (LA) 437, 
economy of drugs in wartime, 99, 
endemic goitre in England, 107, gas 
gangrene (A) 409, penicillin’ in war 
wounds (A) 440, penicillin trial report, 
541, pneumoconiosis (LA) 539, sul- 
phonamidés, 482; research in human 
nutrition, 318; unit for research in 
applied psychology at Cambridge, 670 

Medical Research Council of Ireland— 
fellowships, 72; grants-in-aid, 72 

Medical schools in London, women 
students in (A) 318. 

Medical service—comprehensive, Royal 
Colleges and (Lord Moran, Webb-John- 
son and Holland) (C) 100; for school- 


children (P) 166; for young people (P) |: 


166; in Southern Rhodesia, 266; see 
also National Health Service 

Medical Sickness Annuity and Life Assur- 
ance Society Ltd., insurance benefits in 
wartime (C) 453 

Medical] War Relief Fund, grants, 105 

Medical women, census of (Aitken) (C) 740 


MEDICINE AND THE LAwW.—Bequest for 
psychological therapy, 290—Divorce for 
insanity, 578—Divorce law versus men- 
tal treatment, 480—Drug manufacture, 

‘monopoly and,. 321—Fracture or dis- 

ease ?, 30—Fresh inquest ordered, 706— 

Medical assessors, functions of, 98, 190— 

« Medical malpractice,” 480—Mental 

treatment, divorce law and, 480, 760— 

Murder trial, ‘“ suicide pact ” and, 98— 

Practitioner charged with rape, 30— 

Psychological surgery, Miscarriage case, 

290—Scarlet fever, workmen’s com- 

pensation and, 577—Simultaneous or 


consecutive death ?, 129—Tuberculosis |- 


as ‘injury,’ 291—Unsuccessful claim 
against surgeon, 577—Women suicides, 
98—Workman refusing operation, 190 - 


Medicine—“‘ Medicine in Britain ” (Clegg) 
(A) 157; Nelson Loose-Leaf Medicine, 
(Renewal Pages) (R) 312; science and 
art of (LA) 696; 1943 Year Book of 
General Medicine (Dick and others) 726 

Medico-Legal Society, 680 

Melioidosis in European (A) 542 

Melton, G., sulphamezathine compared 
with sulphapyridine in ‘lobar pneu- 
monia, 277 

Mendelssohn, K., pressure measurement 
in small anatomical cavities, 465 

Meningitis—chemoprophylaxis of (LA) 
91; pneumococcal, penicillin in (Cairns, 
Duthie, Lewin and Smith) 655; pre- 
ceded by meningococcal septicemia 
(Pick) (C) 677; with labyrinthitis, 
sulphapyridine in (Ellis) 468 

Meningococcal _infections — bacteriemia 
(Martin and Dansie) 372, (Martin) (C) 
740; epididymitis (Laird) 469; septi- 
Perea preceding meningitis (Pick) (C) 


7 . 

Meniscectomy in soldiers (Duthie and 
Macleod) 182 

Mennell, J., passive masseuse, 
patient (C) 483 

Menstruation, 373 

Mental After Care Association, 424 

Mental deficiency—course on, 191 ; deten- 
tion of mental defectives (P) 612; 
mentally defective children, delinquency 
in (A) 828 | 

Mental disorder—256; bilateral pre- 
frontal leucotomy in Indian patients 
(Govindaswamy and Balakrishna Rao) 
466; mental patients, number of (P) 
645; .mental treatment for Service 
personnel (P) 388 

Mental health—Mental Health in College 
Fry) (R) 600; mental health service 
Kirkland and Bleaden) (C) 100, (Mase- 
field) (C) 165 

Mental hospitals—patients as staff in (A) 
282; psychological cases in (Skottowe) 
330 ; staffs (P) 675 

Mental Hygiene—Praxis 
Hygiene (Meng) (R) 88: 

Mental treatment, divorce law and (ML) 


active 


der seelischen 


Mepacrine, production of, 207 
pa area liver necrosis and, ‘457, (LA) 


Methods for Bacteriology 
(Schaub and Foley) (R) 248 

Methyl alcohol blindness (A) 380 

Michaelis, L. S., sliding graft for ununited 
fracture of tibia, 337 : 

Middle East—battle casualtics, analysed 
(Wiles) 523, (LA) 540, compared with 
war of 1914-18, 523; dysentery, 
sulphonamides in (Scadding) 784; 
gunshot wounds of knee (Buxton) 682; 
men severcly wounded in battle (Wilson) 


Diagnostic 


surgery in, field unit (Harrison 
(Law) 425; typhus fever in (Brockbank 
and ttaker) 150, vaccine for, 488 


Middlesex—County Council, 328, hospitals 
teaching in, 105, house appointments, |. 


105; smallpox in, 358, 391, 423 


Midwives—in national service (A) 699; 


new plans for, 233, training of, 832 
Migration, malaria and (A) 380 
Be? ei of epithelium, healing by (LA) 


Miles, A. A., epidemiology of wound in- 

fection, 809, LA) 825 
Milk—bactericidal enzymes in, 105 ; Food 
“and Drugs (Milk and Dairies) Bill (P) 
707, (P) 834, (P) 835; for school-chil- 
dren (P) 168; improvement of supply 
(LA) 155; pure, from local authorities 
(P) 674; restrictions on sales (P) 193; 
one Milk Business (Enock) (R) 374, (C) 


647 
Millard, O. K., efficacy of smallpox vac- 
cination (C) 581 
Miller, F. R., on leukeemia (LA) 343 
Milligan, E. H. M., on growth of infants in 
prewar and war years (A) 252 
Min erate, absorption and excretion of (LA) 


5 
Miners—injured (A) 796, film on treatment 
of, 743; ‘Miners Welfare Commission 


(A) 7973; pneumoconiosis in (P) 33, (P). 


293, (LA) 539; psychological examina- 
tion of mining conscripts (P) 32; 
pone tee for (A) 796, at Bedlington, 

Mines, prevention of dust in (LA) 539 

Minister of Health—-BMA and (P) 674, 
701; Insurance Acts Committee and 
(A) 94; “Mr. Willink’s Lost Oppor- 
tunity ’’ (Medical Practitioners Union 
leaflet) 585; on national health service 
white-paper (LA) 405, 414, 547, 701; 
on survey of consultants and specialists, 
219, (P) 228; on vital statistics, 648 ; 
water policy and (LA) 375- 

Ministry of Food (P) 802 

Ministry of Health—appointment, 648 ; 
annual report (P) 388; food service in 
hospitals and (A) 542 ; Medical Officers 
of Health, reports, 358 ; staff of, 806; 
‘white-paper on national health service, 
285 ; see also Official memoranda 

Ministry of Health for Ulster, 553 

Ministry of Pensions, facilities for treat- 
ment of disabled persons, 799 

Mira, E. Y. L., on psychiatry (A) 543 

Miscarriage—industry and, 373; psycho- 
logical surgery for (ML) 291 

Mitchell, G. A. G., ‘ Marfanil’ and ‘ Mar- 
fanil Prontalbin,’ 627, (LA) 635 

Mitosis, cancer and (A) 92 

“ Mixed bag ” (Secretan) 200 og. 

Modern Marriage (Griffith) (R) 790° 

Modern Operative Surgery, Vol. II 
(Turner) (R) 760 ; 

“« Modern treatment,” surgical principles 


(C) 739 

Mole, R. H., white-paper, the (C) 550 

Moncrieff, A.—on disorders of the new- 
born (A) 475; social and preventive 
medicine (C) 67 

Moore, D. F 
Food (R) 152 ` 

Moree rte ; in industrial workers (Ling) 


Morals in wartime (A) 476 

Moran, Lord—at luncheon of Royal 
College of Physicians (A) 344, 347; on 
national health service, 418, (LA) 439, 
amendment withdrawn (P) 449; presi- 
dent, Royal College of Physicians, 473 ; 
Royal Colleges and consultants (C) 100 

Morax-Axenfeld bacillus in conjunctivitis 
(Valentine and Edwards) 753 

Morbidity statistics (LA) 377 

Moran, T. N., pharmacology of thiourca, 


0 
we S., injection of haemorrhoids 
Morley, M. R., shall Bassini die ? (C) 390 
Morphine for shock in wounded (Wilson) 


Ə 
Morphology— Elementary Morphology and 
Physiology (Woodger) (R) 436 . 
Morris, R. O. (0) 70 , 
Morson, C., on prostatic cancer, 435 
Morton, E. R. (0O) 264 
Morton, H. J. V.—‘ Pentothal ’ anæsthesia 
in bronchoscopy, 597 ; tobacco smoking, 
pulmonary complications after operation 
and, 368 
Mosquitoes, campaign against in the 
Pacific, 233 
Mould antibiotics (LA) 375 
Mouth—in stomatitis (Jones. Armstrong, 
‘ Green and Chadwick) 722; 
breathing (Worthington) (C) 836 


.„ ahd McCarrison, Sir R., 


mouth | 


hallux, 782 


Mumps—convalescent plesma, hepatitis 


and (Beeson, Chesney and McFarlan) | 


814, (McFarlan and Chesney) 816, 
(Hawley and others) 818; in schoolboys 
(A) 221; serum diastase in (A) 284 
Murder trial, ‘‘ suicide pact ” and (ML) 98 
Murdoch, J. B. C. (O) 104 
Murless, B. C., intrapelvic 
urethra, 111 

Muscles—contraction of (Cohen) 1 : 


rupture of 


exer- 


cise of after operation (Shorter) 2433. 


reduced muscular power in wounded 


limbs (Burrows) 85 ; tender, in sciatica 
(Elliott) 47 


Museum, Wellcome (A) 92 - 
Mushin, W. W., bronchoscopy (C) 325 
Myasthenia gravis—(Viets) (C) 33; ‘ Pro- 
stigmin ’ and ephedrine in (Wilson and 
Stoner) 429; with thyrotoxicosis 
(Laurent) 87 f 
Mycology—Elements of Medica) Mycology 
(Swartz) (R) 340; Introduction to 
Me cieal Mycology (Lewis and Hopper) 
Myelography in sciatica (Le Vay) 116 


Myers, B., founder of Charles West 
lectureship (A) 282 


Myositis—anaerobic streptococcal (Mac- 
Lennan) 207; clostridial, see „Gas 
gangrene 


N 


Nail-plate—for pertrochanteric fractures 
(McKee) 143, (Capener) (C) 232; for 
transtrochanteric fractures (Capener) 
(NI) 600 


Naples, typhus epidemic in (P) 194 


Narco-Analysis (Horsley) (R) 152 

Narcosis therapy in neurotics (Torrie) 141 

Narcotics—control of in liberated countries 
(A) 732.; traffic in (A) 606 

Nasturtium, vitamin C in (A) 829 

National Birthday Trust Fund, supple- 
ogee feeding in pregnancy (Balfour) 

National Council for Mental Hygiene, 

` lectures on frustration and fulfilment in 
adolescence, 106 

National Health Insurance — (Robb- 

Smith) 545; 

statistics (P) 584 


NATIONAL HEALTH SERVICE 


Almoner in, 191—-Alphabet, 291 | 
British Medical Association and: (LA) 
(249, 258; proposals (LA) 666, 743, 
Minister of Health’s reply to; 701; 
Meetings organised by (C) 7725 
also Questionary—Broadcast (P) 
Central Health Services Council, 351, 
- 410, (LA) 439, Gate 477,511, 513— 
Central Medical Board, (LA) 279, 285, 
287, (LA) 313, 351, 410, (P) 413, (P 
418, (P) 419, (LA) 438, (P) 449, (LA 
508, (P) 613, 671—Compensation, 384, 
410, (LA) 508—Consultants, (LA) 280, 
285, 289, (P) 418, 446, 479, (Robb- 
Smith) 545—Contributory schemes, 
(LA) 313, (P) 416, (P) 419, (P) 420, 


677, (Davison) (C) 646 ; 
Dawson, Lord, on (P) 419—Dental 
benefits, 289, (P) 324—Discussion on 
(C) 772, (Soria) (C) 805—Distri- 
bution of medical man-power (LA) 
279, 287, (LA) 313, (P) 353, (LA) 405, 
(LA) 508, (LA) 666—Doctors, views 
of (P) 414, 512, 703 
EMS hospitals (P) 413, (P) 416 
Finance, 286, 290. (P) 415, 446, 447, 511, 
eer VAn) 545, (C) 677, (Davison) 
Health centres (LA) 280, 285. 351, 
(Kirman) (C) 354, 410, (P) 416, (P) 
418, (P) 419, 444, 446, (P) 449, 511, 
671—Home nursing, 289—Hospital 


(LA) 472, (Robb-Smith) 545 
Jameson, Sir W., on, 513—Joint 
authorities (LA) 279, 319, 385, 386, 
410, (P) 418, (P) 449. 477, 478, 479, 
(LA) 508, 512, 513, 671 pe 
Local authorities, 385, 410, 445, 477 
(LA) 508, 512, 513, (LA) 666—Local 
Health Services Councils, 410. 479, 
511, 513—Local resolutions, 553, 613 
Maternity and child welfare, 289, 410— 
Medical education, 
officers of health, 411—Mental health 
service (P) 613—Midwives in (A) 699 


(P) 413, Pat 414, (P) 416, (P) 419, 
o 
i 


(LA) 508, (LA) 667 


provisions of, 350;' 


477—Cost of (Robb-Smith) 545, (C) | 


service, 285, 288, (LA) 313, 319, 384, 


319—Medical ' 


—Minister of Health on (LA) 405, (P) _ 
413, 547, 671, 701—Ministry of Health | 


r 
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Medical Practitioners Union and, 585 
Negotiations with medical profession (P) 


Ophthalmic service, 289 
Parliamentary debates (LA) 405, (P) 
413, (P) 417, (P) 448—Pathology 
and ` (Bedson "and others) (C) 772, 
etre © 836 rime ter on 
348—-Private practice (LA) 
8, (ud) 313, (P) 415, (P) 416, 444, 
449—Proposals, summary of, 285, 
Guecticuary to medical profession (LA) 
377, (A) 408, 454, (Durant) (C) 486, 
(Leys and Joules) (C) 486, (Green- 
wood) (C) 451, (C) 551, e) 510, (Pyke) 
«C) 551, (P 584, (C 615 
uestions to ster of Health, 671 
egional Councils (LA) 667 
Salaried service (LA) 313, "384, (P) 415, 
(E) 418, (P) 419, (Nelson- -Jones) (C) 
22—Sale of practices, 384, 385, (P) 
Hra LA) 508—Scottish views on (P) 
g 417, Service doctors in (LA) 217 
Unregistered practitioners and (P) 450 
Voluntary hospitals (LA) 279, (LA) 313, 
392, (P) 413, Pip) 414, (P) 415, reper 
(P) "419, Py 420, (P) 449, (LA) 473 


aaa 512, 547; (Cunningham) (C) 771, 
White-paper: Government proposals 


(LA). 279. 285, (P) 292, (P) 293, (P) 
. 353, (Graham-Litt e) (C) 354; White- 
paper reviewed by: administrator, 
702 ; clinical teacher, 319, country 
doctor, 445, director of municipal 
pathological services, 478, hospital 
house governor, 477, insurance com- 
mittee secretary, 350, medical officer 
of health, 410, officer in Italy, 511, 
physician, 512, ‘provincial practitioner, 
385, suburban practitioner, 384, 
urban practitioner, 443, West Country 
practi ioner, 445, ( LA) 508; (Coch- 
Thomson ca Tripp) (C) 550, 
(Mole) (C) 550, er (C) 550, seni (0 
© ) 551, (Hopkins) (C ) 614, (Leak) (C 
75, (C). 675, (Arthur) (C) "709 


National loaf, (P) 613 

Pay GR Veterinary Medical Association 

National War Formulary (A) oS. (A) 93 

Nausea, pharmacology of (A) 2 21 

Naval Medical Compassionate Fund, 522 

Neck, wounds of (Lewis) 781 

Necrobacillosis in man (Forbes and Go- 
ligher) 399 ` 

Nelson Loosc-Leaf Medicine (renewal 


pages) (R) 312 
Nelson Loose- Vent Surgery (renewal pages) 


Nelggn-Jones, A., sauce for the gander (C) 


Neonatal disease and death—832; pre- 
vention of (Parsons) 267, (Crosse) (C) 676 
ephritis, acute, 632 
erves—blood supply of, 726 ; peripheral, 
sulphonamides and (A) 573: regenera- 
tion ane: Baur ee of (LA) 7 763 
Neapit, & of » Transurethral Prostectomy 
Neuhof, H. J., and Jemerin, E. E., Acute 
Infections of the Mediastinum (A) 221 
Neuritis, retrobulbar optic (Greeves) 715 
Neuromuscular Seon of the Human 
Infant (McGraw) (R) 18 
Neurosis—family life and, “507; in indus- 
trial workers (Ling) 830: in soldiers (A) 
59, (Torrie) 141; neurotic constitution, 
statistics and 59; neurotics, 
colonies for, 256, pensions for, 257; 
Therapy of the Neuroses and Psychoses 
(Kraines) (R) 504; war neurosis (LA) 
6; see also Services | 
NOTORI ournal of Neurosurgery, 


Neutropenia, sulphonamide (Park) 40,1 


NEw . INVENTIONS. —Colostomy 
re ight) 88—Instrument for tightening 
ots in steel wire (Harris) 504—Kymo- 
graphic apparatus for uterotubal insuf- 
flation (Sharman) 694—Nail-plate for 
transtrochanteric fracture of femur 
(Capener) 600—Night splint for knock- 
knees (Girdlestone) 312—Plastic for 
covering skin (Wright) 664—Prostatic 
retractor (Corbett) 248 


NEw PREPARATION.—‘ Benerva’ 
min B,) (Roche Products) 672 


New Year Honours (A) 60, 69 


(vita- 


` New Zealand, medical service in (Dixon) 


(C) 806 
Newborn—accommodation for a eee 
Od > asphyxia in (Parsons) 268, (Leak 
yai ist; disease and death in (Parsons) 
disorders of (A) 475; hæmolytic 
iee in (Langley and Stratton) 145, 
(Reid) (C) 774; hæmorrhage in (Leh- 
menn). 493, (LA) 506; jaundice in 
Cae ey and Stretton) 145 


-. 


n Mantoux tests 


belt 
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Newcastle-under- ae maternity accom- 


modation for 
Newcomb, P. 
lopenia ‘and Fie aie 179 
Newman, P. H., on repatriated prisoners 
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Anti-Aedes-4gypti Measures in Brazil 
(Soper ano aoa) (R) 664 
Orr, J., (O) 455, 585 aS 
Orthopesdiee future of orthopeedic surgery 
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in West Africa, 708 ; medical officer 
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Awards to RAMC, 168 
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ciation, Minister of Health and, 674— 
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Cancer, claims for H 11, 613—Central 
Pharmaceutical War Committee, 674 
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medical ‘supplies for, 741—Cinemas, 
disinfection of, 168—Ceeliac disease, 
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ment and Welfare Act, 741, 801— 
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—Equal pay for equal work, 674— 
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defeat ” in, 323; 
Expectant mothers : 
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Price of, 612 postwar "allocation, 
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Hardship appeals, doctors and, 168— 

Health services in the Colonies, 801 
—Health, soil and, 228—Health 
statistics, 167—Health workers, work- 
men’s compensation for, 645—Home 
Guard, appeals, 194—Horton Hos- 
pital, catering» at, 834—Hespitals: 
domestic labour for, 167, 645; in 
London, overcrowding and under- 
staffing, 229; industrial nurses for, 
741; mental, in Scotland, 167 
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postwar, 262, 387, 388, 413 

India : famine deaths in Bengal, 451; 
health services in, 644, 741; India 
(Attachment of States Bill, 413; 
nutrition n 741; quinine stocks in 
Bengal, 168—Industry, expectant 
mothers in, 584—Infant mortality : 
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nutrition and, 387—International 
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Laboratories, emergency pathological, 
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National Health Insurance statistics, 
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benefits and, 224 ; -House of Commons 
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448 ; medical man-power, 353; 
mental health service, 613; negotia- 
tions with medical profession, 802 ; 
principles of, 413, 449 ; unregistered 
practitioners and, 450 ; voluntary 
hospitals, 802; white- -paper, 292, 
293, 323, 352, 353—National loaf, 
613——Newcastle-under- Lyme, mater- 
nity accommodation for, 519— 
Nurses: industrial, for hospital work, 
741; salaries of, 584; sanatorium, 
tuberculosis in, 613—N utrition, infant 
mortality and, 387 

On the floor of the House, 166, 193, 228, 
261, 292, 323, 352, 387, 413, 448, 487, 
519, 583. 612, 644, 674, 707, 741, 801, 
834—Op ium ; control in Straits 
Sotilementa, 802; traffic, 420—Orr 
report on infant mortality in Scotland, 


293, 387 - : 
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645 ; discovery of, 324; distribution 
of, 645; in Russia, 324; production 
of. 229, 262 , 293, 324, 708 ; ; supply of, 
168— Pensions, appeal tribunals, 168 
—Pharmacy,: man-power in, 674— 
Planning, postwar, 448—Pneumo- 
coniosis in miners, 293 ; disablement 
certificates for, 33— Police and Fire- 
men (War Service) Bill, 674— Popula- 
tion, Royal Commission on, 352— Post 
Office workers, meals for, 675— Preg- 
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ing conscripts, 32 
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tion in, 612—Rur al.Water Supplies 
and Sewerage Bill, 644, 707 


Schools: health services in, 166; 
special, 450—School-children : meals 
for, 166, 168, 448, 707; medical 
services for, 166, 450, 674; milk for, 
168—Sciences in national life, 583~ 


Scientific Advisory Committee of War 
Cabinet, 519, 583—Scientific research, 
519, 583—Scotland: diphtheria im- 
munisation, 645 ; increase in Univer- 
sity fees, 645 ; infant mortality, 223, 


293; mental hospitals, 167 ; Scottish 
scientific advisory committee, 33— 
“Second Front. opening of, 801— 


Service men, gastric diseases and, 741° 


—Service pay and allowances, 644— 
Silicosis in miners, 293, compensation, 
263—Smallpox: 613; at Yeovil, 708 
—Social security, 167—Soil, health 
and, 228—Specialists, survey of, 228 
—Straits Settlements, opium in, 802 
—Sulphathiazole, supplies of, 194, 353 
Tanganyika, development of, 353-— 
Tuberculosis: in sanatorium nurses, 
613; sanatorium waiting lists, 4203 
statistics, 885—Tuberculous patients, 
613—Typhus cpidemic in Naples, 194 


United Nations Relief and Rehabilita- 
tion Administration, 193— University 
Grants Committee, 167—-USA Con- 
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Vaccination of non-contacts, 708 
cine lymph, 708—Venereal diseases 
among troops, 420; notification of, 
167; Regulation 33B, 33, 167, 262— 
Vitamin D for occupied countries, 
802—Vitamin products for mothers 
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War decorations and medals, 448— 
Water: national system, 323, 644; 
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compensation: 674; for health 
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510 Ta convulsions during anæsthesia 
Passe, E. R. a . chronic sinusitis with 
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Pasteurisation (Hill) (R) 152 
Patents—patent rights, British Pbarma- 
copæœia and (A) 220; Patents Actes drug 
manufacture and monopoly, 321 
Patey, D. H., Sh Pier azole profiavine 
powder in wounds, 592 
Pathology—European Association of Clini- 
cal Pathologists (LA) 341 ; rear CR 
work (Bedson and others) 772, 
(Simpson) (C) 836 ; AE ERLA “ ealth 
service and (Bedson and others) (C 
772, Simpson (C) 836; Pathology an 
Therapy. of R eumatic Feyer (Licht- 
witz) (R) 436 ; Textbook of Pathology 
(Beattie, Dickson, Drennan and Oliver) 
(R) 374, (corrigendum) 504 
Paton, G. W. (O) 678 
Patterson, N., sinusitis with polypi, 558 
Patulin—antibacterial activity of, 113; 
ASTA properties of, 112 ; ‘-Clavi cin’ 
and (Walker and Wiesner) (C) 294; 
crystallography of (Crowfoot and Low) 
113; for colds (LA) 541; identity of 
claviformin and (Chain, Florey and 
Jennings) 112 ; nomenclature (LA) 376 
Peck, F. B., on insulin mixtures (A) 476 
Peckham— family health centre, 259, 320, 
388, 715; “ Peckham Experiment, 
The “a (Pearse and Crocker) 259 
Peel, J. H., Fosdike’s Textbook of 
Gyneecolory (R) 470 
Pellagra—amblyopia and (Wilkinson and 
Au King) 528; secondary (A) 732; 
apenas case (Henderson) 17 
Pelly, R unusual infection (C) 581 
Ponti bactericidal power and toxicity 
of (A) 188; committee on (P) 450, (P) 
584, (P) 613: ; crude (Hobson (C) 614 
discovery of (P) 324; distribution of 
(P) 645; home- made (A) 57, (Hobson 
and Galloway) (C) 164, (C) 230, (A) 282; 
in burns (A) 252; in diag asis of 
pertussis (Cruickshank) 176, (LA) 186; 
in empyema (Bennett and Parkes) 305 : 
in gonorrhoea (A) 345; in hand infec- 
tions, 73; in pneumococcal meningitis 
Cairne, Duthie, Lewin and Smith) 
3555 in sulphonamide-resistant pneu- 
monias (Bennett and Parkes) 305; in 
syphilis (L.A) 281; in venereal diseases, 
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tion on in Russia (P) 324; intrathecal, 
656; Medical Research ‘Council trial 
report. 541; nomenclature of (LA) 375; 
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(C) 738; production (P) 229, 257, (P) 
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America, 159; staphylococcus and, 19; 
statement on by Therapeutic Research 


Corporation of Great Britain, 257; 
supply of, 168 — 
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psychiatric casualties, 257; police 


pension for tuberculosis (ML) 291 

Pentamidine in trypanosomiasis (McComas 
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Pheniodol—78 i: 


(A) 316 
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Picken, R Ha. F., appointment, 670 
Pig’s runners for ulcerative colitis (Gill) 


53 
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Plants—antibacterials from (A) 605; 
viruses in (A) 572, (A) 605 

Plasma—as adhesive for skin eraita (A) 
189; plasma proteins, ub onemide: 
and (A) 24; supply of (A) 730 

- Plasmodium gallinaceum, tissue culture 
of (Hawking) 693 

Plaster—closed, for burns (LA) 24, war 
fractures and (Frauchaud) (9) 803; dis- 
advantages of (Burns and oung) 123; 
in, wounds of arm and hand (Blackburn) 
365; limitations of (Trueta) 652; 
plaster skull-caps in head injuries 
(Schorstein) 46; plaster team, masseuse 
in, 37; split plaster, casts (Law) 427; 
unpadded, gangrene and (McIndoe and 
Watson-Jones) (C) 738, Hosford (C) 774, 
(Atkinson) (C) 803, (Hyman) (C) 837 

Plastic for skin covering (Wright) (NI) 664 

Platt, B. S., appointment, 318 

Piatt, a orthopædic surgery, the future 
an 

Plerocercoids in trout (A) 475 

Pneumoconiosis—in boiler-scalers (Todd 


bacteriostatic 


for cholecystog1 ‘aphy 


and Rice) 309, (A) 317, (Dunner (C) 453; 


in miners (P) 293, (LA) 5 
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Pneumonia—after chest wounds (Nichol- 
son and Scadding) 302 in newborn 
(Parsons) 271; lobar, sulphamezathine 
in (Melton) 277, (Page) 326; pneumo- 
coccal lobar, vaccines and chemotherapy 
in (Dick) 564; sulphonamide-resistant, 
penicillin in (Bennett and Parkes) 305 

das aaa pak a fae in (A) 

Pohl, J. F.,“and Kenny, E., Kenny Con- 
cept of Infantile Paralysis (R) 538 

Poland—Polish Medical Association, 840 ; 
Polish school of medicine, Edinburgh, 
537; Royal Society of Medicine lunch 
and lecture, A. T. Jurasz, 776 

Poliomyelitis, streptococcus in (Rosenow) 


Pollard, A. F. C., 
writings (LA) $9 

Polypi with sinusitis (Patterson) 558, 
toon 560, (Passe) (C) 676, (Trail) 
( 

Population—planning for C 23; 
Commission on, 348, (P 

Post Office workers, meals te (P) 675 

Postgraduate degrees (C) 34, (Weller) (C) 

104, (C) 135, (Bondail) (C) 135, (C) 135, 

(Mather) (C) 164, (C) 196, (C) 264 

Postwar plans (A) 93 

Potassium—acid phosphate, for flatulence 
(McDowall) (C) 294;  Dbitartrate, on 
rubber gloves (A) 475 ; phosphate in 
arthritis (Crowe) 563 

Potato, research on, 328 

Poverty—child- bearing and (LA) 249, 
(Oldfield) (C) 325; infant mortality 
and, 255 

Practitioner, The, resignation of Sir H. 
Rollgston (A) 606 

Prain, Sir D., death of, 440 

Praxis der Seelischen Hygiene (Meng) (R) 


on abstracting scientific 


Royal 


Prefrontal leucotomy in psychological 
cases (Skottow q 331 
Pregnancy—disablement benefit and (P) 


387; industry and, 373; supple- 
mentary feeding in (Balfour) "208 

Prematurity—832 ; .care of premature 
infants (A) 442; maternal nutrition 
and (Parsons) 270; A neonatal death and 
(Parsons) 276, (A) 442 

Pressure—dressingsa for burns (LA) 25; 
external, cedema p ormnayion and (Ros- 
siter and Peters) 9 

Preventive medicine—at war, 648 ; Public 
TEE and Preventive Medicine. (Kahn) 


Paleo, De D.S., Tuberculosis in Childhood (R) 


Principles and Practice of Rehabilitation 
(Davis) (R) 72 
Principles of ie (Vaughan) (R) 278 
Prison policy, 549 
Prisoners-of-war—in German hospitals 
94; medical books for, 105; 
risoner’s Progress,” 514 ; problems 
at (Walker) 514; RAMC officers, 586 ; 
ren as ca) 6G psychological condition of 
PTCONEIS, aN in Holloway prison (P) 


Privacy, right of (ML) 480 © 

erate practice, group medicine and (C) 

Procaine—as ' analgesic (A) 542; in 
sciatica (Elliott) 47 : 

Proctor, A. H., proren aon: 318 

Professional secrecy (P) 70 

Proflavine—in gas gangrene (MacLennan) 
205; in wounds (LA) 90; sulpha- 
thiazole-profiavine mixture in wounds 
(McIntosh and Selbie) (C) 66, (and 
others) ain (LA) 90, (Feggetter) 593, 
(Ascroft) 594 

Propamidine—bdacteriostatic action of (A) 
188; in angular conjunctivitis (Valen- 
tine’ and Edwards) 753, (A) 796; toxi- 
city of (A) 796 

Propper, ore: cuenhove N. I, 
science in USSR, 61 

Prostate—carcinoma of (LA) 21, (A) E57, 
435, stilboestrol in (Fergusson) 595; 
Endopie Prostatic Surgery (Barnes) (R) 
824; prostatic retractor, illuminated 
(Corbett) (NI) 248; prostatic stone in 
urethral stricture (Kinmonth and Pin- 
niger) 821; Transurethral Prostatec- 
tomy (Nesbit) (R) 824; see also Cancer 

T for children (Craft) 639, (LA) 


: Prostigmin ’—in myasthenia gravis 

`(Viets) (C) 33/ (Wilson and Stoner) 
9; in thyrotoxicosis with bulbar 

palsy (Laurent) 87 

Protein—deficiency, pepet itie and (Hims- 
worth and Glynn) 4 spy crolysevcs, 
intravenous (Magee) i) 836 

Prothrombin—index in E A vitamin K 
and (Lehmann) 493, (LA) 506 

Protozoan infection in Pennsylvania, 105 

Prunty, F. G., vitamin-C nutrition in 
hospital, 180 

Pruritus ani (Cantor) 692 


medical 
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Psychiatry—Bonhoeffer, K., psychiatrist 
(A) 573; Borderlands of Psychiatry 
(Cobb) (R), 54 ; certificate in psychiatric 
social work, 708 ; for industrial workers 
(Ling) 830 ; for naval Personnel (Gar- 
many) 7, ’mental health service and 
(Kirkland and Bleaden) (C) 100; 
morale and, 663; outpatient depart- 
ments (Skottowe) 330; psychiatric 
appointments (Masefield) - (C) 357; 
psychiatric casualties, 169, (LA) 505, 
616; psychiatric disablement, 256 ; 
‘psychiatric interview (Skottowe) 329 ; 

outh American (A) 543;' see also 
Psychosomatic 

Psychology—Medical Research Council 
unit for research in applied psychology, 
Cambridge, 670; Psychological Effects 
of War on Citizen and Soldier (Gilespie)’ 
(R) 694; psychological healing, 290; - 
Psychological ee (Curran and 
Suleman): (R) ; psychological 
medicine (Sko E 32o ; psychological 
surgery for miscarriage (ML) 291; psycho- 

logical therapy, bequest for (ML) ‘290; 
Sane Psychology (McDowall) (R) 632 

Psychoses—confusional, following sulpha- . 
guanidine (Crofton and Diggle) 367, 
* (A) 378, (Maclean) (C) 452, (Benesch) (C) 

453; Therapy of the Pv Toses and 
Psychoses (Kraines) (R) 5 

Psychosomatic casualties A tiho Middle 
East (Torrie) 139 

Psyche and oome, (Edelston) (C) 485, 
(corrigendum) 552 

Psychotherapy in psychological treatment 
(Skottowce) 331 , 


PUBLIC HEALTH.— Annual reports, 358— 
Child guidance in London, 69—Influenza 
epidemic, 37; 69, 137—Mites in food, 
263—Organisation in USA, 131—Public 
Health and Preventive Medicine (Kahn) 
(R) 278—public health service, chemist. 
in, 765—Rent control in Scotland, 358 

oats Scarlet fever,” 711—School reports, 
742—Smallpox in Middlesex. 358— 
Typhoid well in hand, 803—Venereal 
diseases, 741—Vital statistics: for 1943, 
615; for third quarter, 1943, 165 ;. 
come provisional death-rates for 1943, 

ce Ə . i 


Pulmonary—complications after opera- 


DOn tobacco-smoking and (Morton) 
368 contusion in chest wounds 
(Nicholson and Scadding) 302; foreign 
bodies after ea 302; see also 


Tuberculosis, pulmonar 
Pulse in wounded (Wilson) 588 
Purves, W. H. (0) 4 
Pyæmia, portal, with Morar (aa) 151 
Pyke, D., questionary, the (C) 5 
Pyreto-electric shock therapy i schizo- 
phrenia (Fuster) 757 — ` 


Q. 


Queen Charlotte’s Hospital—more beds, 

. 136; nurses’ home (P) 33, 136 

Queen Elizabeth’s Training College for 
Disabled, 184 

Queen Mary’ s Ministry of Pensions Hos- 
pital, Rochampton—artificial limbs at 
FP) 324, (LA) 634, (Craft) 639 ; growth 
of, 37, 201 

=f Queen’ 8 Nurses—and what they do,” 349 

Questionary on national health service, 
sec National Health Service 

ro aula Sir A., antibody and (Smith) | 

Quinine—intramuscular in  subtertian 
malaria (Cooke and Wingfield) (C) 804 ; 
socks in Bengal (P) 168; synthetic, 


R 


Race, rhesus ‘antibody in Rh- 
Mee Ea aN : 

Radford, M. (O) 1 Te. ` , ' 

Radiation—Medical Research Council 
committee on non-ionising radiations 
(A) 254; ultraviolet, for checking 
cross-infection, 120 

Radiography—in ankylosing spondylitis 
E Fiotcner 755; in chest cases (Edwards) 

; iagnosis of pulmonary tuber- 

AAE . (Brooks) 745; in apices (Le Vay 
116 ; mass, case finding b y (Kahan an 
Close) 653, (Anson) (C) 804, (Robinson) 
(C) 837, in rector ice (Bridge) (C) 35, 
(Henderson) (C) 10 

Radiology radiological 
(Davies) (C) 34: Year Book of Radio 
logy (Waters, Firor and rT teams (R) 436 

Radium safety (Russ) (C) 3 

Radley Smith, J; ane sense in 
ansesthetics (C 65 

Radon for otitic barotrauma, 53 


appoint ments 


—_ 
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Rae, S. L., liver function after burns in 
childhood, 332, (A) 344 

Ramsay, J. (O) 297 ` 

Rao, B. N. B., bilateral prefrontal leuco- 
tomy in Indian patients, 466 

Rape charge against doctor (ML) 30 
w, S. C., perforation of gastric and 
duodenal ulcers, 12, (LA) 19 ° 


RECONSTRUCTION. —health centres in 
U.S.A. (Hoge) 131; industry, human 
needs and (Davies) 223; laboratory 
technician, 575 ; national health service, 
white-paper reviewed by: administra- 
tor, 702, clinical teacher, 319, country 
doctor, 445, director of municipal 
pathological services, 478, medical 
officer of health, 410, Minister of Health, 
671, 701, officer in Italy, 511, physician, 
512, provincial practitioner, 385, subur- 
_ ban practitioner, 384, urban practitioner, 
443, West Country practitioner, 443; 
new section of THE LANCET (A) 22; 
nursing, future of, 63; orthopedic 
surgery, future of (Platt) 95; pattern 
of hospital planning (MacWilliam) 26 ; 
Peckham health centre experiment, 
259; physicians on medical education, 
607; student veterinarian, 735 ; tropi- 
cal medicine, the future and, 160 


Xvi 


’  Recordon, E. G., aseptic cavernous sinus 


thrombosis, 247 : 
Red cells as wound dressings (A) 252 ; 
Rees, W. S., ‘ Marfanil’ and.‘ Marfanil 
Prontalbin,’ 627, (LA) 635 
Registrar-General—provisional death-rate 
figures, 586; vital statistics, 1943, 615 
Rehabilitation—after abdominal operation 
(Large) (C) 517; at an EMS hospital 
(Henderson) 733; at LCC_ hospitals, 
424; centre for industrial workers, 
Horsham (Lord Horder and Ling) (C) 
552; centre for miners, Bedlington, 
775: Egham centre, 586; films on (P) 
644; for ATS (Large) (C) 517; for 
Miners (A) 796; hospital departments 
for, 62, (LA) 251, 351; in abdominal 
surgery (Shorter) 243, (Riddoch) (C) 
614; in RAF (P) 353, 608 ; local plan- 
ning of, 712; meaning of, 227; new 
concept of, 608; of cardiac patients 
(Cassidy and Campbell) (C) 484, (Lord 
Horder and Ling) (C) 552; of chest 
cases (Edwards). 81; of industrial 
workers (A) 126, 521; power and, 521 ; 
Principles and Practice of Rehabilitation 
(Davis) (R) 726; Queen Elizabeth’s 
Training College for Disabled, 184; 
Rehabilitation, Re-education and Reme- 
dial Exercises (Guthrie Smith) (R) 470 ; 
Roffey Park centre for industrial 
workers (A) 126; social (Skottowe) 329 ; 
workshop at Birmingham (A) 474 

Reiss, corticotrophin (C) 264 

Relief, postwar (P) 193 

Rent control in Scotland, 358 ; 

Research—in medical schools (Lewis) 685 ; 
relicf from taxation in (A) 603, (P) 612 

Respiration—res piratory complications 
after jaw surgery (Shackleton) 397; 
respiratory disability, rehabilitation for 
(Edwards) 81; spirometer test, 83 

Respiratory infections—chemotherapy in, 
119; control of, 119, (LA) 825; decline 
ory 730; in the newborn (Parsons) 


Resuscitation, preoperative (Ogilvie) 555 
OR, pn examination for D Phys Med 
(C) 23% 

Rhesus antibody in Rh-positive mother 
(McCall, Race and Taylor) 214° 
Rhesus factor in hemolytic discasc of 
newborn (Langley and Stratton) 145 
Rheumatism—challenge of, the (LA) 406 ; 

national health service and, 6; 
rheumatic fever: chemoprophylaxis of 
(A) 23, children treated with sulph- 
anilamide (A) 23, Pathology and Therapy 
of Rheumatic Fever (Lichtwitz) (R) 436 ; 
strep. pyogenes in (A) 23; rheumatic 
thrombophlebitis (A) 157; treatment 
centres (LA) 407 . , 
Rhinology—Manual of Otology, Rhinology 
and Laryngology (Ballenger) (R) 88 
Riboflavin—amblyopia and (Wilkinson 
and Au King) 530; deficiency, ocular 
signs of (Ferguson) 431, stomatitis and 
- (Jones, Armstrong, Green and Chad- 
wick) 720; in beef extracts and corned 
beef (Booth and Barton-Wright) 565 
ni D., pneumoconiosis in boiler-scalers, 
309$ 
Richards, H. A., common sense in ans- 
thetics (C) 65 ; 
Richards, W. F., on tuberculosis in the 
young child (A) 442, (corrigendum) 510 
Rickets in wartime (A) 699 
Riddell, R. W., hippuric acid liver-function 
test during treatment with arsenicals, 


275 
Riddoch, J. W., rehabilitation in abdomi- 
nal surgery (C) 614 
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Rinderknecht, H., infantile D and V (C) 


Robb-Smith, A. H. T., national health 
service, conjectures of Appendix E, 545, 
cost of (C) 677 

Roberts, J., tonsillectomy (C) 66 

Robertson, R., on malaria in seamen in 
the eighteenth century, 200 

Robinson, C. N., ‘ Marfanil ’ and ‘ Marfanil 
Prontalbin,’ 627, (LA) 635” ; 

Robinson, H. J., mass radiography (C) 837 

Robinson, J. T. (O) 616 

Rodents, strychnine for (Morgan) (C) 67 

Rodger, L. M., malaria as non-relapsing 
disease, 533. - 

Roehampton, Queen Mary’s Hospital— 
artificial limbs at (P) 324, (LA) 634, 
(Craft) 639 ; extension of, 37, 201 

Rolleston, Sir H., resignation from the 
Practitioner (A) 606 

mere H. L., on coagulants, liver and 

Ronald, A., medical curriculum (C) 162 

Rook, A. F., appointment, 598 

Rosenow, E. C., poliomyelitis, 491 

Bo T A. P., Growth of Science, Toe (R) 


Rossiter, R. J., controlled external pres- 
sure, edema formation and, 9 

Rowbotham, S., common sense in anwæs- 
thetics (C) 65 

Rowntree, C., memorial library (Sommer- 
ville) (C) 647 

Royal Academy of Medicine in Ireland— 
632; Section of Anatomy and Physio- 
logy, changes in e:rculation during 
fainting, 120 


Royal Air Force, see Aviation and Services 


Royal Army Medical Corps, see Services 

Royal Australasian College of Surgeons 
(A) 378, 382 

Royal College of Nursing—advisory board 
on nursing education, 207 ; reconstruc- 
tion committee, report, 63 ” 


Royal College of Obstetricians and 
Gynwcologists—diplomas, 585: elec- 
. tions, 201, 647; fellows, 647; hon. 


fellows, 647 ; lectures, 586; members, 
647; report on national maternity 
service, 832 

Royal College of Physicians of Edinburgh 
‘—appointments, 234 ; fellows, 234, 648 ; 
lecture, 776 l . 

Royal College of Physicians of Ireland— 
elections, 680; fellows, 808 ; members, 


Royal College of Physicians of London— 
appointments, 201; diplomas, 201, 392, 
554, 618; examiners, 618; fellows, 

; history of; 347; lectures, 126, 
158, 2347 251, (A) 317, 456, 522, 776; 
licences, 201, 618; luncheon, Prime 
Minister at (A) 344, 347, Lord Moran at 
(A) 344, 347 ; medical education, report 
on (LA) 601, 607 ; members, 201; 618; 
membership and fellowship (Walker) 
(C) 740 ; Social and Preventive Medicine 
Committee (Moncrieff) (C) 67 ; trends in 

* child mortality (A) 317 

Royal College of Surgeons of Edinburgh— 
fellows, 38, 712 . 

Royal College of Surgeons of England— 
appointments, 266, 392; Bruce, S. M: 

-at (A) 378; Council election (Deitch) 
(C) 422, 424; demonstrations, 298; 
diplomas, 138, 266, 392, 554, 679, 808 ; 
Duke of Gloucester hon. fellow (A) 378, 
382 ; elections, 266, 553, 679; fellows, 
553; Gilbert Blane medal, 808; hon. 
fellows (A) 58, (A) 378, 3823 hon. 
medallist, W. H. Collins, 266; Hun- 
terian lectures, 1, 360; Hunterian 
oration, 138; Jacksonian prize, 553; 
lectures, 360, 456, 488, 586, 617, 647, 
681 ; luncheon, The King at, 378, 382; 
luncheon to Major-General N. T. Kirk, 
424; medical societies housed at, 91: 
meeting on national health services (A) 
254: quarters in Lincoln’s Inn Fields 
(A) 830 

Royal Colleges, consultants and (Lord 
Porin; Webb-Johnson and Holland) (C) 

Royal Commission on Birth-rate (A) 23 

Royal Eye Hospital, Clinical Society, 158, 


Royal Faculty of Physicians and Surgeons 
of Glasgow, fellows, 499 l 

Royal Institute of International Affairs, 
Occupied Europe (R) 568 

Royal Institute of Public Health and 
Hygiene—Icctures, 138, 179, 392, 617; 
rehabilitation, 521 

oa Institution of Great Britain, 170, 
586 


Royal Medical Benevolent Fund—105, 
7443 (Barlow) (C) 164 

Royal Medico-Psychological Association— 
child psychiatry, 680; convulsion and 
insulin therapy, 266; mental health 
service (C) 165 

Royal Sanitary Institute, 202, 229 

Royal Society, fellows, 407, 423 
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Royal Society of Tropical Medicine and 
Hygiene; 360, (A) 409, 776 

Rubiales, rubiaces and (Hasler) (C) 67 

Rubella, congenital malformations and 

' (A) 316, (Simpson) (C) 483, (Swan and 
others) (C) 615, (Swan) (C) 710 

Rumania, feld study of scarlet fever in 
(LA) 218 

Rushton, M., aneesthesia in fractures of 
jaws (C) 580 p 5 

Russ, S.—medical curriculum (C) 230; 
radium safety (C) 390 

Russell, A. E., death of, 454, (O) 520 

Russell, H. B., on sinusitis in children, 339 

Russia—American-Soviet Medical Society, 
229; Anglo-Soviet Medical Council, 
medical workers of Soviet Union and, 
72; film on Red Army medical service, 
522; medical policy, 680; medical 
science in USSR (Propper-Graschenkov) 


61 
Ryle, J. A., education for health, 713 


v” 


S 


Saccharin, measurement of circulation 
time with (Duras) 303 : 

St. Marylebone, meeting on national health 
service white-paper, 456 

Salomonsen, L., on hypoprothrom binemia 
in the newborn (LA) 506 

Salt—in high temperatures (A) 409; 
iodised, in goitre prophylaxis, 108, 
(LA) 121 

Songer B., injection of hemorrhoids (C) 
5 . 

Sandrey, J. G., wounds of bladder, 716 

Sane Psychology (McDowall) (R) 632 

Sano, M. E., on plasma as adhesive for 
skin-grafts (A) 189 

Sarkisov-Serasini on frostbite (LA) 22 

Sauce for the gander (Nelson-Jones) (C) 422 

Saunders, J. C., wholemeal, laxatives and 


Seadding, J. G.—penetrating wounds of 
chest, 299, (LA) 314; sulphonamides in 
bacillary dysentery, 784 

Searlet fever—epidemiology of (LA) 218, 


(LA) 695; hiemolytic streptococcus and 
(LA) 218, (LA) 695, 711; in Rumania 
(LA) 218; memorandum on by Essex 
Epidemiological Committee, 711 ; work- 
men’s compensation and (ML) 577 ` 
Schaub, I. G., and Foley. M. K., Methods 
for Diagnostic Bacteriology (R) 248 
Schick, N., shall Bassini die ? (C) 354 
Schistosomiasis in East Africa, 137 


Schizophrenia—(A) 543; pyreto -electric 
shock therapy in (Fuster) 757 

Schmeidler, C., Historical Sarr of 
Pharmacy in Great Britain (A) 544 

Schoenheimer, R., Dynamic State of Body 
Constituents (R) 18 

Scholarships for doctors’ sons, 320 

School-children—employment of (P) 261; 
gingivitis in (King, Francklyn and Allen) 
495; maladjusted, accommodation for 
(P) 450; meals for (P) 166, (P) 168, 
(P) 448, (P) 707, 742; medical services 
for (P) 166, (P) 450; milk for (P) 168; 


ophthalmological treatment for (P) 450 © 


Schools—for under-fives (LA) 153 ; health 
in and out of school (LA) 153, (Kershaw) 
(C) 231; medical service (LA) 153, 
(Kershaw) (C) 231, (P} 261, (P) 450, 
(P) 674; school medical reports, 742; 
special schools (P) 450 z 


Schorstein, J., gunshot wounds of fronto- 


orbital region, 44 
Schwenke, F. F., 


Sciatica—Le Vay, 116 ; electromyographic 
test (Elliott) 48; tender muscles in 
(Elliott) 47 | i 

Science—Dictionary of Science (Uvarov) 
(R) 152; Growth of Science, The 
(Rossiter) (R) 216; in national life (P) 
583; science and art of medicine (LA) 
696, (Dupré) (C) 773; Science Library, 
study on abstracting (L.A) 89; Shorter 
History of Science, A (Dampier) (R) 
790; Scientific Advisory Committee o 
War Cabinet (P) 519; Scientific Film 
Association, 37 ; scientific method (LA) 
571; scientific research, relief for expen- 
diture:on (P) 834, white-paper on (P) 


on scarlet fever (LA) 


519; scientific writings, abstracts of 
(LA) 89 

SCOTLAND (see also Universities).—Cancer 
Control Organisation for Edinburgh and 
South-East Scotland, 692—Diphtheria 
immunisation (P) 645—Edinburgh: 
chair of public health, appointment (A) 
510; postgraduate lectures, 118, 456; 
Royal Victoria Hospital tuberculosis 


trust, 407—Glasgow : health of school- 
children, 742 ; methyl alcohol blindness 
in (A) 380; tuberculosis in (P) 835— 
Hospital services and staffs (LA) 122— 


`S 
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Housing (LA) 249, 255, (P) 387—In- 
fees (P) 645— 


crease in University 
Infant mortality (A) 25, (P) 228, (LA 
249, 255, 545, nutrition and (P) 38 
LA) 249, 255, (P 
hospitals (P) 167, nurses 


Orr report 
387—Menta 


in, 169—National health service, 268, 


417—Rent of Furnished Houses Control 


(Scotland) Act, 358—Scottish Advisory 
Provincial Hos- 


Committee, Nuffield 
pitals Trust, report on hospital services 
LA) 122—Scottish Conjoint Board, 
egrees, 544—-Scottish Nurses’ Salaries 
Committee, 71, (P) 


Medical Advisory Committee (A) 668 
Scott, G. W. (O) 839 
Scott, R. A. M., control of pertussis (C) 357 


Scurvy, ascorbic acid test in (Prunty and 


Vass) 180 
Seasickness, prevention of—(A) 221; by 
drugs (Holling, McArdle and Trotter) 


and, 498 
Selbie, F. R., sulphathiazole-proflavine 
mixture in wounds (C) 66, (LA) 90, 591 
Selborne, Lord, on malnutrition in occupied 
countries (P) 420 l 
Sensation, cortex and (A) 94 
Sensibility, reduced, in wounded limbs 
(Burrows) 85 
Sepsis, control of—by penicillin in hand 
infections (Florey and Williams) 73 ; 
in hospital in North Africa (Ascroft) 594°; 
in wounds, 594 l ; 
Serum—diastase, in mumps (A) 284; 
Seitz-filtered, deposit in (Francis, 
Harrison and Picken) 51 
Services.—Army: anesthesia in fractures 
of jaws 
- in closed head injuries (Turner) 756 ; 
hepatitis, in recruits, 403, mumps con- 
valescent plasma and (Beeson, Chesney 
and. McFarlan) 814, (McFarlan and 
Chesney) 816, (Hawley and others) 818 ; 
hernia in (LA) 55: Man-power problems 
(P) 352; medical examination of 
recruits, 32; meniscectomy in soldiers 
(Duthie and Macleod) 182; military 
malaria control, human factor in 
(Bomford) 750; neurotic soldiers (A) 
59; ophthalmology in the field See 
472; pay and allowances (P): 352; 
parcnonomeiie casualties in the Middle 
ast (Torrie) 140; Royal Army 
Medical Corps, administrative posts (P) 
193, awards (P) 168, Field Surgery 
Pocket Book for (A) 764, memoirs, 743, 
774, 839, repatriated officers, 
(corrigendum) 774 ; 
. (R) 568; short-service commissions for 
medical and dental officers, 373 skin 
diseasés in (A) 669; 
severely wounded in battle (Wilson 
587; typhus fever in the Middle Eas 
(Brockbank and Whittaker) 150; 
venereal disease among troops (P) 420 ; 
wounded, home medical service (LA) 
761; see also Casualties and Honours 
' "Navy: group-sense in (Garmany) 7; 
kala-azar in English seaman (Thomp- 
son) 17; mass radiography in (Kahan 
and: Close) 653; medical director- 
general, 360 ; Merchant Navy, spirit in, 
192; perforated peptic ulcer in 
(Wakeley) 11, (LA) 19; _ reactive 
neurosis in (Garmany) 7; rehabilita- 
tion in EMS hospital ( enderson) 733 ; 
tuberculosis, minimal pulmonary in 
Brooks) 745 : 
oyal Air Force: 
353;. aviator’s astragalus (A) 92; 
consultants, 234; corneal vascularisa- 
tion, nutritional deficiency and (Lyle, 
Macrae and Gardiner) 893, (Ferguson 
431; memoirs, 743; neurosis in (LA 
186; otitic barotrauma, 53, (A) 60; 
rehabilitation (P) 353, 608; surgica 
parachute team (Longland and Kessel) 
381; toothache, aviation and (A) 698 
Services—General: American army, loan 
of military hospital to, 168; battle 
casualties in the Middle East (Wiles) 
523, (LA) 540; doctors in, postwar 
opportunities for, 217; gastric discases 
in Service men (P) 741; _ hospitals, 
catering at (P) 834; male nurses, 734; 
mental treatment for Service personnel 
(P) 388; pay and allowances (P) 644; 
rehabilitation at EMS hospital (Hen- 
` derson) 733; sciatica in Service men 
(Le Vay) 116; syphilis in the Services 
(LA) 280; see also On Active Service 
,Sex—ratio (De eek (C) 390; sex 
hormone therapy, glossary of terms 
(Hartley) 14; Sexual Glands of the 
Male (Lowsley, Hinman, Smith. and 
Gutierrez) (R) 120 


accidents in (P) 


293, (P9 


388—Scientific 
advisory committee (P) 33, 610—Still- 
births, 255—Venereal diseases, report by 


Shackleton) 396; facial palsy 


RAMC (Cotterell) | 


state of men 7 


Shackleton, R. P. W., anesthesia in 


fractures of jaws, 398 
Sharman, A., kymographic apparatus for 
uterotubal insufflation (NI) 694 
Sharpey-Schafer, E. P., posthseemorrhagic 


fainting, 489 
J.—death of, 796; on 


Shaw-Dunn, 
alloxan diabetes (LA) 154 
Sheffield, school of nursing (A) 282 
Shelter leg (A) 304, (Graham-Bonnalie) 
(C) 357, (Simpson) (C) 389 ` 
., on hemoglobinuria after burns 
_ (A) 441 


Sheppard, R. L., information service, 97 
Shock—anwsthetic dosage and (A) 509; 
blood-pressure in (Cope) 703; clinical 


view of (Cope) 703 ; in burns (Law) 428 ;. 


spasm and (Cohen) 3; vasoconstrictor 
substances and (A) 572; wound shock 
(Wilson) 589, (LA) 695 
Shock therapy—in psychological medicine 
(Skottowe) 331; im schizophrenia 
(Fuster) 757 i 
Short-service commissions for medical and 
dental officers, 37 
Shorter, A., rehabilitation in abdominal 
surgery, 243 
Shor unas of Science, A (Dampier) 
Signy, J. M., laboratory technician (C) 710 
Silicosis—compensation (P) 263; in 
foundries (A) 698 ; in miners AT 293 
Silver nitrate in burns (Rae and Wilkinson) 
332, (A) 344 
“ Simple Health Hints ” (Broman) 71- 
Simpson, Kı.—pathology, national health 
service and (C) 836; shelter iegs (C) 389 
Simpson, R. E. H., see Hope Simpson i 
Sinus, aseptic cavernous thrombosis of 
(Le Marquand and Recordon) 247 
Sinusitis—in children, 339 ; prevention of 
(LA) 540; with polypi (Patterson) 558, 
(Hargrove) 560, (Passe) (C) 676, (Trail) 
(C) 677; regional anesthesia in (Pat- 
- terson) 560, (Dale) 562 
Sjogren’s disease (A) 543 
Skin—diseases of in the Army (A) 669; 
grafting, 340, coagulum contact, 725, in 
hand burns, 215, plasma as adhesive in 
(A) 189, Skin Grafting of Burns (Brown 
and McDowell) (R) 504; healing by 
migration LAI 314; plastic for skin 
covering (Wrig t) (NI) 664 ; scurfy, fat 
deficiency and (Smedley-MacLean) (C) 
102, (Lewkowitsch) (C) 231 ; sensitivity 
to ‘Phemeride,’ 50;  skin-test in 
cysticercosis (Hatangdl) (C) 740; sul- 
phonamide dermatitis (Tate and Klor- 
fajn) 39, (LA) 55; see also Dermatitis 
Skottowe, I., psychological medicine, 329 
arr a E., on neurotic constitution (A) 
Sleeping Sickness Bureau, 97 
Smallpox—(P) 613; at Yeovil (P) 708; 
diagnosis of (Hill) (C) 451, ( 
(Gordon) (C) 552, (Best) (C ; 
efficacy of vaccination (A) 510, (Millard) 
C) 581; in Dorset, 473; in Middlesex, 
58, 391, 423 
Smedley-MacLean, _I., 
scurfy skin and (C) 102 
Smith, £., convulsions under anesthesia, 
52, (LA) 59 


fat deficiency, 


Male (R) 120 
Smith, E. J. R., see Radley Smith 
Smith, E. T. M. (0) 327 
Smith, H. V., pneumococcal meningitis, 
penicillin in, 655 
Smith, R. E., “ Q ” and antibody (C) 710 
Sneezing, 119 
Snell, Lord, death of, 574 
Saan gro preventive medicine (Moncrieff) 
Social security, white-paper on (P) 167 
Social survey (A) 731 


SOCIETIES, MEDICAL 


aera OF CLINICAL PATHOLOGISTS 

i , 

ASSOCIATION OF INDUSTRIAL MEDICAL 
OFFICERS.—Influence of industry on 
obstetrics and gynecological con- 
ditions, 266, 373, (corrigendum) 401 ; 
injuries and infections of hand, 72, 
215; mass radiography in factories 
(C) 355 summer mecting, 617 

BIOCHEMICAL SOCIETY.—106, 392, 776 

BRITISH ASSOCIATION OF PHYSICAL 
MEDICINE.—202, 808 

BRITISH INSTITUTE OF RADIOLOGY.— 
522, 648 

BRITISH ORTHOP-EDIC ASSOCIATION.— 
Astragalus injuries in airmen (A) 92 ; 
cartilage operations, 725; spring 
meeting, 521, 725 a 

BRITISH P/EDIATRIC ASSOCIATION.— 
Nationalsurvey on welfare of mothers 
and children (A) 699; tuberculosis in 
young children (A) 442 ` 

FACULTY OF HOMGOPATHY.—200 


FACULTY OF RADIOLOGISTS.—72, 234, 
350, 522, 648 ; new headquarters, 91 ` 

HARVEIAN SOCIETY OF LONDON.— 
Harveian lecture, 708 

LONDON ASSOCIATION OF MEDICAL 
WOMEN’S FEDERATION.—202, 522 ; 
Census of medical women (Aitken) 
(C) 740 ; nursery schools and nursery 
classes (Aitken) (C) 325; problems of 
health in Europe, 576 ; psychological 
medicine (Skottowe) 329 i 

MANCHESTER MEDICAL SOCIETY.—Plas- 
tic surgery in relation to gencral 
surgery, 340 i 

MEDICAL SOCIETY OF LONDON.—234, 
360, 616; Clinical view of shock 
(Cope) 703; hon. fellow elected, 712 ; 


intravenous therapy (A) 408; lec- 
tures, 648, 764; mechanism of 
visceral pain (A) 764; pathological 


meeting, 72 
MEDICAL SUPERINTENDENTS SOOCIETY.— 
138, 424 . 
MEDICO-LEGAL SOCIETY.—266 
NUTRITION SOCIETY.—Budgetary and 
dietary surveys, 106, 310, 618; in- 
vestigations, list of, 618 ; Proceedings 
published (A) 605; Scottish group, 
science and postwar relief, 436 
OPHTHALMOLOGICAL SOCIETY OF UNITED 
KINGDOM.—424, 554; ` Annual con- 
gress, 201 
PADDINGTON MEDICAL SOCIETY.—840 
ROYAL SOCIETY OF MEDICINE.—Sections 
of: Anmsthetics, 38, 170, (A) 222, 
298, 456, 537, 585—Clinical, 328, 488 
—Comparative medicine, 522, 808— 
Dermatology, 106, 360, 522—Disease 
in children, 138, 392, 554, 599— 
Epidemiology and State medicine, 
138, 339, 554, 680; 808, (LA) 825— 
Experimental medicine and thera- 
peutics, 360, 392, 403, 776—History 
of medicine, 38, (A) 92, 170, 298, 456, 
585, 744—-Laryngology, 170, (A) 222, 
298, 585, 744—Medicine, 183, 585, 662 
—Neurology, 38, 170, 298, 456, 585— 
Obstetrics and gynæcology, 106, 360, 
522, 648, 776—Odontology, 138, 298, 
554—Ophthalmology, 424, 744—Or- 
thopædics, 38, 95, 328—Otology, 53, 
170, 298, 585, 744—Pathology, 38, 
170, 328, 
808—Proctology, 
138, 360, 488, 1a) 509, 617, 662, 776— 
Radiology, 106, 360, 
medicine, 191—Surgery, 38, 170, 298, 
456, 537, 585, 662—Urology, 138, 392, 
435, 554 | 
Subjects of discussion: air-borne 
bacteria and air disinfection, 680; '’ 
air-raid casualties, 170; almoner in 
national health service, 138, 191;° 
American approach to allergy 
childhood, 138; amputation under | 
ice-anresthesia, 170; ansesthesia, 
analgesia and, in abdominal opera- 
tions, 456, 537, continuous caudal, in 
obstetrics, 776, in the fleld, 298, 
- © Prilene,’ toxic effects of, 585, electro- 
cardiac changes during, 585; anal- 
gesia, regional, machines for, 585 ; 
autoansesthetic apparatus for ENT 
operations, 170—Bancroft, Hdward, 
war of American Independence and, 
744; bronchiectasis in childhood, 
554; bronchiolitis in childhood, 554, 
599;  bronchoseopist, role of in 
traumatic and postoperative pul- 
monary lesions, 170, ) 222— 
Calcaneous position of foot, 38; 
-Cambridge medical history from 
Pennington to Paget, 585 ; carcinoma, 
of breast treated with stilbcstrol, 
776, of csophagus, 298, of prostate, 
392,435; catarrhal otitis media, 170 ; 
clinical approach to industrial medi- 
cine, 138; clinic experiences in 
RCAMO neuropsychiatric division in 
England, 38; comparative psycho- 
logy and animal behaviour, 808; 
contrecoup lesions in craniocerebral 
criminal] responsibility, 
cys- 


head injury, 585— Electron micro- 
scope, 808; English phthisiologists, 
298 ; epidemiological inquiries, 554— 
Fatigue fracture, 170; fibrosis of 
‘pancreas in childhood, 138; foot, 
functional anatomy of, 328; fracture 
dislocations of hip, %8—Gilbert,,. 
William, 456—Health and sickness in 
Merchant Navy, 170; herpetic stoma- 
titis in infants, 138; historical 
medical museum, 38; Holwell, J. Z., 
Black Hole of Calcutta and, 744; 
homicide, insane, 488; hypermobile 
ankle, 38—Industrial medicine, clini- 
cal approach to, 183; infections of 


, 
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male genital organs, 138—Jaundice, 
infectious, ætiology of, 360, — 
Lobectomy in children, 554; lupus 
LA) 57—Measurement of morbidity, 
08; melanomata of iris, 744; 
mental disorder, relation of to events 
in history, 360, (A) 509 ; morale, 617, 
662 ; multiple primary carcinomata, 
170—Nerve suture, effect of delay, 
456: nerves, injured, exploration and 
re-exploration of, 456; ology 
and psychiatry, 522; nutritional 
survey of English children in war- 
time, 138—CGdema of leg, 170; 
orthopredic surgery, the future and, 
95; ‘osteochondroma of knee Jot 
38; otitic barotrauma, 53, (A) 60: 
otitis media, ‘sulphonamides in, 585, 
suppurative, in the Army, 744; 
otosclerosis, surgical treatment of, 
298—Parkinsonism, 38; pathology 
and treatment of exposed vital pulp, 
138; periosteum and endosteum in 
bone healing, 38 ; peripheral vascular 
lesions, 585, ‘ physical constitu- 
tion, neurosis and psychosis, 776; 
placental circulation, 106; prisoner 
of war, experiences of, 328 ; prisoners 
of war in German hospitals (A) 94 ; 
progesterone, metabolism and thera- 
peutic use of, 648; prognosis. of 
peripheral nerve injury, 456— Radio- 
logy in diagnosis of colonic disease, 
360 ; radiotherapy, in chronic infam- 
matory conditions, 106, of malignant 
disease of middle ear, 170, of ovarian 
growths, 522; respiratory clinic for 
children, 744—scurvy, tissue changes 
in, 170; sinusitis in children, 339 ; 
spinal extradural scar producing 
paraplegia, 38; sulphonamides in 
otitis media, 585—Tendon suture of 
hand (film) 38; thiouracil in thyro- 
toxicosis, 7763 ' toxic effects of ‘ Tri- 


- 


lene’ decomposition, 585; tuber- 
culous bacilluria, 554; twins with 
contrasting blood-picture, 106— 


Urinary calculi, 554—Venous throm- 
bosis in central nervous system, 170; 
Vincent’s ulceration, 554; visual 
pathways, 298; vulval skin lesions, 
360—Wall and medical faculty of 
Worcester in the mid-eighteenth 
wie 585 ; Wellcome museum, 38, 
(! ‘ 2 
Hon. fellows, 648; lunch to A. T. 
Jurasz, 776; meetings of fellows, 
170, 585, 680, 744 
FOLT MEDICAL ASSOCIATION. —680, 


SOCIETY OF MEDICAL OFFICERS OF 
HEALTH.—Fever group: control of 
respiratory infections, 119, infantile 
gastro-enteritis, 567, penicillin, 840, 
smallpox, 680 ; Maternity and Child 

_ Welfare group: squint,216; Minister 
of Health at, 648 ; Picken, R. M. F., 
president, ‘ 670 ; School Medical 
group, 298, 763 

SOCIETY OF THORACIC SURGEONS OF 
GREAT BRITAIN AND IRELAND.—126 

TUBERCULOSIS ASSOCIATION.—72, 360, 
tay as tuberculosis in the young child 


Society for Relief of Widows and Orphans 
of Medical Men, 680 
Society of Apothecarics of London—38 ; 
diplomas, 840 ; elections, 840 
pociety. of Chemical Industry, 202, 840 
Sodium benzoate in liver- function test 
eae and Anderson) 275 
jum bismuthyl-tartrate in arthritis 
(Hall) (C) 264, 807 
Sodium dehydrocholate, toxic reactions to 
eye) 196, (C) 518, 582, (Winternitz) 


Soil, health and (P) 228 


Solomon, M. E., on ropivpbid mites in 


stored products, 263 

Somers, kala-azar, 531 

Sommerville, A. C., Cecil 
memorial (C) 647 

Soper, F. L.—and Wilson, D. B. » Anopheles 
Gambie in Brazil 1930-40 (R) 120; and 
others, Organisation: of Permanent 
Nation-wide Anti-Aedes-Atgypti Meas- 
ures in Brazil (R) 664 

Spackman, E. D., adultery charge, 
inquiry ” and (A) 345, 383 

Spasm—traumatic arterial (Cohen) 1 

Specialist practice (Platt) 95 

poe Aor of, 219, 705; survey 
o 

Specialties in Medical Practice (Renewal 
Pages) (R) 278 

Spicer, C., perforated peptic cer 
during period of air-raids, 14, (LA) 19 

Spine—fractured, first-aid for (Moir) (C) 
354 ; kyphosis, adolescent (MacGowan) 
211, types of, 213; Vascular Abnormal- 
ities and Tumoursof the Spinal Cord and 
its Membranes (Wyburn-Mason) (R) 632 


Rowntree 


“ due 


í 
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Spleer, delayed rupture of (Bel and 
Steele) 598 

Splint—Thomas aplint for fractured femur 
(Charnley) 235, (Law) 42 

spondylitis. ankylosing (Fletcher) 754 

Squint, 216 

mtally brass, C. O., infantile D and V (C) 


Stanford, S., traumatic 
forearm and leg, 462 

Stanier, M. W., absorption and excretion 
of sulphonamides in children, 366 

Staphylococcal infections—in _broncho- 
pneumonia (Bennett and Parkes) 305; 
in conjunctivitis (Valentine .and Ed- 
wards) 753; .in hand injuries (Florey 
and Williams) 73, (Williams, Clayton- 
Cooper, Faulkner and Thomas) 787; 
in hospital staffs (Parsons) 271, (Ascroft) 
594; in wounds (LA) 19, (Miles) 809; 
‘Marfanil’ for, 628; 
bacterials (A) 605 

Stapleton, T., abeorption and excretion of 
sulphonamides in children, 366 

S: of Medicine in Ireland (Collis) (R) 


ischemia of 


Statistics, neurotic constitution and (A) 


Steel wire, instrument for tightening knots 
in (Harris) (NI) 504 

Steele, G. H.—delayed rupture of spleen, 
598 ; resection of œsophagus (C) 197° 

Steigman, A. J., hepatitis, mpmps con- 
valescent serum and, 818 

ICIDU; P., peripheral arterial embolism, 


Se Ethiopia, 797 7 involuntary, 


» (C) 357, 
(Greene) (C) 23 
Stewart, A., = carbon tetrachloride 
poisoning (LA) 570 
Stewart, D. N., perforated peptic ulcer 
during period ‘of air-raids, 14, (LA) 19 
Stilbestro] in carcinoma. of prostate, 435, 
(Fergusson) 595 
Stilbirths—832 ; in Scotland, 255 
Sting-fish and Seafarer (Evans) (R) 184 
Sa F. E., abscess in thyroid gland, 
Stocks, P. —on illegitimate births ( ? 476 ; g 
on morbidity statistics (LA) 3 on 
national health survey (A) 829 : on 
rickets in wartime, 699 
, E. H., Blood Cholesterol Content 
(R) 248 
Stomatitis, riboflavin deficiency and 
(Jones, Armstrong, Green and Chad- 
wick) 720 
Stoner, H. B., ‘ Prostigmin ” and ephedrine 
in myasthenia gravis, 429 
Straits Settlements, opium in (P) 802 
Strang, T. F., appointment, 298 
Stratton, F., hæmolytic disease in new- 
born, 145 
Strean, L. P., 
518 
Streptococci—hæmolytic, in neonatal diar- 
rhæa, 568, in pneumonia (Bennett and 
Parkes) 306 ; in poliomyelitis (Rosenow) 
491; in wounds (Miles) 809; spread by 
dust in measles, 119 ; Strep. ‘pyogenes, in 
hand injuries (Florey and Williams) 73, 
(Williams, Clayton-Cooper, Faulkner 
and Thomas) 787, in hospital staff, 594, 
in rheumatic fever (A) 23; types in 
scarlet fever (LA) 219, (LA) 696 
Stretcher—all-purpose (Duff) 798; under- 
carriage for use with (Duff) 97 
Strong, Rebecca, death of, 712 
Strychnine for rodents (Morgan) (C) 67 
Student—‘‘ Health and the Student,” 647 
Stumps, management of (Craft) 640 
Subdural Tupian after concussion (McCon- 


Sterols, function et (Torrie) 142 


control of pertussis -(C) 


nell) 2 
Sia Gide verdict, fresh inquest 
ordered (ML) 706; women suicides 


(MD) 98, (Hin (C) 197 

Su phacetamide in burns 
Wilkinson) 332 

Sulphadiazine as prophylactic against 
cerebrospinal fever (LA) 91 

Sulphaguanidine —in dysentery, con- 
fusional psychoses following (Crofton 
and Diggle) 367, (A) 378, (Maclean) (C) 
452, (Benesch) (C) 453; in infantile 
TNE (Parsons) 271 ; toxicity 
o 

Sulphamezathine—for intramuscular and 
intravenous administration, 488; in 
lobar pneumonia (Melton) 277, (Page) 
(C) 326 

Sulphanilamide—in acute rheumatism (A) 
23; in perforated peptic ulcer (Wake- 
ley) 12; ‘ Wellcome’ brand products 
of, 298; with ‘ Marfanil’ (LA) 635 

Sulphapyridine—anuria (Lewis) 247 ; com- 
pared with Sulphamezathine in lobar 
pneumonia (Melton) 277; in dermatitis 
herpetiformis (Barling) 503, (A) 509; 
in grave injury, 672; in labyrinthitis 
wien meningitis (Elis) 468; in measles, 


(Rae and 


plants as anti- 
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Sulphathalidine (A) 544 

Sulphathiazole—in eye infections E] 222; 
in gonorrhea (Bettley and Baker) 356; 
in otitis media, 119; sulphathiazole- 
proflavine mixture in wounds (McIntosh 
and Selbie) (C) 66, (and others) 591, 
(Feggetter) 593, (Ascroft) 595 ; supplies 
of (P) 194, (P) 353 

Sul phonamides—absorption and excretion 
of in children (Stanier and Stapleton) 
366, (A) 378 ; alkalis in sulphonamide 
therapy (A) 318; bacteriostatic and 
bactericidal effects of (LA) 792 ; de- 
sensitisation to (Park) 401, (LA) 406; 
gonorrhæa and (Harkness) (C) 
(Curtis) (C) 232, (Thomson) (C) 
in abdominal wounds (LA) 791 >; 
burns (LA) 634, (Colebrook and Gibson) 
(C) 770; dermatitis herpetiformis 
(Kaznelson) (C) 709; in dysentery 
(Stanier and Stapleton) 366, (Scadding) 
784; in gas gangrene (MacLennan) 205; 
in measles, 119; in urine (A) 318, (A) 
638; in wounds (LA) 19, (LA) 9n. 
(Ogilvie) ionisation of (A) 318: 
liver function and (Rae and Wilkinson) 


RA ie 
«J 3 


334; ‘* Marfanil’ and ` Marfanil Pron. 
talbin ’ (Mitchell, Rees and Robinson. 
627, (LA) 635; peripberal nérves and 
(A) 573; plasma proteins and (A) 24; 
Prime Minister on, 64; resistance to 
(Hawkins) (C) 325: sensitisation to 
(Tate and Klorfajn) 39, (LA) 55, test 
for (A) 668 sulphonamide dermatitis 


(Tate and Klorfajn) 39, (Hopkins) (C) 
34, (Evans) (C )165, (€ ‘olebrook) (C » 195, 
(Whittle) (C) 324, (Peterkin) (C) 646: 
Aada AAA (Park) 401: 
sulphonamide-urea mixtures <A) 59. 
(Lee, Epstein and Foley) (C) 453; 
p-sulphonamidobenzamidine hydrochlo-. 
ride against typhus rickettsfse (An- 
drewes, King, van den Ende and Walker) 
777 p-sulphonamidobenzamidoxime 
f A A i see also Sulpha- 


py T (ae 


hydrochloride, 777 ; 


eetamide, Sulphadiazine, Sulphaguani- 
dine, Sulphamezathine, Sulphanilamide, 
Sulphapyridine, Sulphathalidine and 
Sulphathiazole 

Sunderland, A., common sense in anes- 
theties (C) 134 

Sunlight, effect of on sulphonamide 
dermatitis (Tate and Klorfajn) 41 

Sunstroke (A) 409 

Surgery—abdominal (Blackburn) 361 
rehabilitation in (Shorter) 243, (Riddoch) 
(C) 6l4 ; cardiac (LA) 376; ‘< Cetavlon ’ 
in (Williams, Clayton-Cooper, Faulkner 
and Thomas) 787 ; Emergency Surgery 


E ndoscopic P rostatic 

(R) 8: 24; ‘Field 
Surgery Pocket Book ? ( A) 764; 
forward (Law) 425, “ Forward Surgery 
in Modern War ” (Ogilvie) 636, in battle i 


(Bailey) (R) 790 ; 
Surgery (Barnes) 


period (Harrison) 109, of abdominal 
wounds (Ogilvie) 555; home surgery 
of wounded (LA) 761; in*the field 
- (Blackburn) 361, (A) 764; Modern 
Operative Surgery, Vol. Il (Turner) (R) 
760; of gall-bladder (Turner)- 62, (C) 
741, (Holman) (C) 678, (Keynes)(C) 710; 


of nose and sinuses (Patterson) 558. 
(Hargrove) 560, (Dale) 562 ; orthopædic, 
future of (Platt) 95; parachute surgical 
team (Longland and Kessel) 381: 
Psychological, for miscarriage (ML) 291 ; 
Surgery of Modern Warfare (Bailey and 
Birch) (R) 600; Surgery of Mepair 
(Matthews) (IR) 760 ; surgical principles, 
*“modern treatment’’ and (Capener) 
(C) 837; war surgery of extremities 
(Trueta) 651; 1943 Year Book of 
Surgery (Graham) (R) 600 

Suture—materials for (A) 441 ; secondary 
(Nightingale) 527. (LA) 539; ‘ Tanta- 
lum ’ wire for, 725 

Swan, C., rubella, congenital malforma- 

tions and (C) 615, (C) 710 

eyo C., on industry and pregnancy, 


Swartz, J. aa a emeni ‘of Medical 
Mycology (R) 3 

a EA Nabel Institute, 673.: 
modern hospital in Stockholm, 77 

Syne J. M., necrosis of liver (C): 


52 

Sydney Ringer lecture, 392 : 

pyc pele of Clinical Syphilis (Howles) (R) 

BA of Pediatrics (Zahorsky) (R) 
5 

Synovioma of tendon sheaths, 726 

Syphilis—arsenotherapy and hippuric acid 
liver-function test (Riddell and Ander- 
son) 275; arsphenamines, effect of on 
hemopoietic system (Ferguson) 3834; 
chemotherapy in (LA) 281; intensive, 
therapy in ( May 280; penicillin in (LA) 
281; Synopsis of Clinical Syphilis 
(Howles) (R) 824 

Syringe, ‘ Monoject ’ ampoule, 232 
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TABC vaccine (A)‘318 í 

Talc on rubber gloves, risk of (A) 474 

Tannic acid in bùrns—(Rae and Wilkinson 
332, (A) 344 ; liver damage and (A) 34 

‘ Tantalum ’ wire for nerve suture, 725 

Taps. dripping, 487 

Tata Memorial Trust, awards, 808 f 

Tate. B. C., sulphonamide dermatitis, 39, 
(LA) 406 

Tattoo-ncurotomy in pruritus ani (Cantor) 


Taylor, G. L., rhesus antibody in Rh- 
positive mother, 214 

Tea, vitamin value of (A) 220 

** Teachers and Youth Leaders ’’ (Board 
of Education) (A) 637, (P) 644 

Teare, D., anaphylagis from anti-tetanus 
serum (C) 483 - 

Telford, E. D., on peripheral vascular 
disease, 662 STD 

Terminology (Dillon) (C) 35 es 

Testosterone, implantation of- in cast 
pellets (Bishop and Foiley) 434 

Tetanus—anaphylaxis from anti-tetanus 

serum (Teare) (C) 483; antitoxin, 

dosage, 760 f 

Textbook of Pathology (Beattie, Dickson, 
Drennan and Oliver) (R) 374 

Then and now (Duff) (€) 615 , 

Therapeutic Research Corporation—118 ; 
statement on penicillin by,-257 

Therapy of the Neuroses and Psychoses 
(Kraines) (R) 504 

“ There was no Yesterday ” (Arey) 71 

Thimann, K. V., and Harris, R. S., 
Vitamins and Hormones (R) 54 

Thiouracil—effect on white cells (Welsh- 
man) (C) 195; tablets, 454 , 

Thiourea—granulo penia and thrombopenia 


. 


caused by (Newcomb and Deane) 179; 


in urine, 630 ; iodine and, 631 ; pharma- 
cology of (Campbell, Landgrebe and 
Morgan) 630; tablets, 454 
This Milk Business (Enock) (R)374, (C) 647 
Thomas, H. E., * Cetavlon ’ in surgery, 787 
Thompson, A., on acute nephritis, 632 f 
Thompson, R. B., kala-azar in English 
seaman, 17 
Thomson, D. M., white-paper, the (C) 550 
Thomson, G. M., sulphonamides, gonor- 
rhæœa and (C) 263 
Throat—bismuth preparation for sore 
throat (Lloyd) (C) 34, (Galewski) (C) 
165; tonsillectomy (Roberts) (C) 66; 
wounds of larynx (Lewis) 781 
Thrombopenia, thiourva and (Newcomb 
and Deane) 179 ' 
Thrombophlebitis, rheumatic (A) 157 | 
Thrombosis—aseptic cavernous sinus 
thrombosis (Le Marquand and Recor- 
don) 247, Panting (C) 422; coronary, 
Herrick and (A) 637, deck chairs and 
(A) 344 ; in children (A) 344 
Thyroid gland, abscess in (Stock) 789 
Thyrotoxicosis—bulbar palsy. with 
(Laurent) 87 ; thiouracil in (Welshman) 
(C) 195; see also Goitre + 
Tibia, ununited fracture, sliding graft for 
(Burns and Michaelis) 337, (Ellis) (C) 
rs ; and fibula, ischemia in (Stanford) 


Titus, P., Atlas of Obstetric Technic (R) 340 

Tobacco-samoking—pulmonary 
tions after operation and (Morton) 368 

Todd, P. G., pneumoconiosis in boiler- 
scalers, 309 

Tongue in stomatitis, the (Jones, Arm- 
strong, Green and Chadwick) 720 

Tonsillectomy (Roberts) (C) 66 

Toothache, aviation and (A) 698 

Topham, R. S. (O) 487 

Topley, W. W. C., death of, 158, (O) 198 

Topping, A., appointment, 473 

Torpedoed passengers privations of, 265 

Torrie, A., psychosomatic casualties in the 
Middle East (LA) 186 

Tourniquets, arterial spasm and (Cohen) 4 

Towels for health workers, 654 

Tozer, F. H. W., and Le Marquand, H. S., 
Endocrine Disorders in Childhood and 
Adolescence (R) 216 

Tracheotomy tube, guard for, 448 

Trachoma, experimental (A) 794 . 

Traction in fractures of femoral shaft 


chronic sinusitis with polypi (C) 677 
Transatlantic call, 744 
Transfusion—albumin (A) 730; anti- 

serum, in gas gangrene (MacLennan 

207 ; blood (LA) 601, Blood Groups an 

Transfusion (Wiener) (R) 726, for anemic 

limb (Cohen) 5, in gas gangrene (Mac- 

Lennan) 207; for wounded (Wilson) 

590, (LA) 602, (LA) 698; in burns 

(LA) 633; in field surgery (Law) 426; 

of intravenous fluids (LA) 601; plasma 

(LA) 601, (A) 730, in gas gangrene (Mac- 

ganan) 207, in perforated ulcers (Raw) 

13; serum (LA) 601 i 


complica-. 


ney reveal Prostatectomy (Nesbit) (R) 


Traut, H. F., on vaginal smears in uterine 
cancer (A) 346 ` 

Trench foot (A) 22 

Trichlorethylene’ anæsthesia—complica- 
tions of (Hunter) 308, Johnson (C) 357, 
(Galley) (C) 389; dangers of (A) 379, 
(Durrans) (C) 421, (Hunter) (C) 551, 
with closed circuit, 187, (A) 379; 
necrosis after (A) 476 

Trifin nail and plate for pertrochantcric 
fractures (McKee) 143, (Capener) (C) 232 

‘ Trilene,’ see Trichlorethylene 

Tripp, G. F., white-paper, the (C) 550 

Tropical hospital in Loadon, 160 

Tropical medicine, future and, the, 160 

Trotter, W. R., prevention of seasickness 
by drugs, 127 


Trouton, G. W. (O 

Trueta, J.—war surgery of extremities. 
651, (LA) 665; wound excision and 
wound trimming (C) 770 

Trypanosomiasis, pentamidine in (Mc- 
Comas and Martin) 338 

“< T.B.’ Association, Tbe,” disclaimer 
utora, Bradshaw and Wiliams) (Cì 


Tubercle bacilli—dried egg medium for 
cultivation of (Friedmann) (C) 738, 
(Cruickshank) (C) 805 

Tuberculosis—as ‘‘injury’’ (ML) 291; 
blood in, the (Day) (C) 197; Care of 
Tuberculosis in the Home (Maxwell) 
(R) 120; Clinical Significance of the 
Blood in Tuberculosis (Muller) (R) 152 ; 
in children (A) 442, (corrigendum) 510 ; 
in sanatorium nurses (P) 613; increase 
in Europe, 576; increase in France, 
225; Mantoux test (A) 442, (Gaisford) 
(C) 646, for nurses, 456; notification 
of (Livingstone) (C) 709; Papworth 
and Enham village centres, research 
at, 392; sanatorium waiting lists (P) 
420; tabular statement of, 311; 
tuberculin diagnostic jelly, 663 ; tuber- 
culin tests for workers in tuberculosis 
institutions, 456; Tuberculosis in 
Childhood (Price) (R) 18; tuberculosis 
officers, refresher courses for, 126, 661; 
tuberculous, American prospects for 
(A) 544; ventilation and (Handley) (C) 
195 ; see also Lupus 

Tuberculosis, pulmonary—mass ragio- 
graphy, case finding by (Kahan and 
Close) 653, (Robinson) (C) 837, in the 
Navy (Kahan and Close) 653 ; minimal, 
fluorography and (Brooks) 745 ; primary 
(Hurford) (C) 102; statistics (P) 835 

Tumours—adrenal (Callow and Crooke) 
464°; standard, chemotherapy and (LA) 
569, (Kennaway) (C) 646 

Turkey—Turkish medical 
Britain, 169 

Turner, E. O., memorial to, 744°: 

Toni F. D., on delinquent defectives (A) 


Turner, G. G.—bridge in gall-bladder 
surgery, the (C) 741; injuries to main 
bile-ducts, 621; Modern Operative 
Surgery, Vol. II (R) 760 

Turner, J. W. A., facial palsy in closed 
head injuries, 756 

Turner, S. D., (O) 487 ~ 

Turner, W. (O) 645 

Turney, H. G., death of, 318, (O) 423 

Twins, large (Park) 118 

Typhoid fever in Melbourne, 803 

Typhus fever—epidemic in Naples (P) 
194 ;; in Europe, 576; in the Middle 
East (Brockbank and Whittaker) 150; 
research in Palestine, 120; typhus 
rickettsia, substances: chemotherapeu- 
tically active against (Andrewes, King, 
van den Ende and Walker) 777 ; vaccine 
for Middle East, 488 

Tyroglyphid mites in food, 263 

Tyslowitz, R., on corticotropbin (A) 189 


Trout, plerocercoids in (A) 475 
) 104 


mission to 


U 


Ulcer, perforatcd—during period of air- 
raids (Spicer, Stewart and Winser) 14; 

= emotional strain and (LA) 19; gastric 
and duodenal (Raw) 12; peptic (Wake- 
ley) 11, (LA) 19, (Mailer) (C) 133: 
ulcerative colitis (Gill) 536, 

Ultra-violet light for disinfection (LA) 825 

Unemployment (A) 732 

“Unfit made Fit, The ” (booklet) 200 

United Nations Relief and Rehabilitation 
Administration—(A) 158, (P) 193; 
appointments, 473, 744; relief in 
Kurope, 577 l 

Universal Decimal Classification (LA) 89 

pave itic Federation for Animal Wel- 
fare, 23: 


UNIVERSITIES.—Aberdeen: degrees, 487 
— Birmingham : degrecs, 266— Bristol: 
degrees, 71—Cambridge : degrees, 169, 


o 


266, 328, 423, 617, 744, 808; hon. 
degree, 423; Medical Research Council 
unit for research in applied psychology, 
670—Dublin: degrees, 423; 
679—Edinburgh: Bruce and Usher 
chair of public health, appointment, 
409; certificate in psychiatric social 
work, 708; chair of public heaith, 
appointment (A) 510; chair of tuber- 
culosis, 407; degrees, 201; exhibits 
in library, 712; Polish school of 
medicine, 537; ` principal appointed, 
510—Glasgow:- degrees, 137, 554; 
‘exhibition in celebration of publication 
of Do Fabrica, 234; lectures, 488; 
medal, 554—Liverpool: appointment, 
201: degrees, 38; pass lists, 488; 
refresher course for tuberculosis officers, 
126—London: appointments, 473, 487, 
679; degree, 328; Rogers prizo, 617; 
teachers recognised, 617; title con- 


ferred, 328 ; women students in medical — 


schools (A) 318, (A) 346—Manchester : 
Sir John Stopford on medical education, 
38—McGill: department of psychiatry, 
30; institute for research and teaching, 
30——-Montreal: medical department, 
578—National University of Ireland: 
appointment, 618; degree, 618—QOx- 
ford: degrees, 71, 266, 585, 647; 
elections, 328, 808; Rockefeller grant 
for penicillin investigation, 266—St. 
Andrews: degrees, 586—Sheffield: ap- 
pomtments, 266, 835; degrecs, 71; 
grant for research fellowships, 712; 


pass lists, 423 ; school of nursing (A) 282. 


University Grants Committee (P) 167 
Urea—sulphonamide-urea mixtures (A) 
59, (Lee, Epstein and Foley) (C) 453 
Ureters, transplantation of for contracted 
- bladder (Levy and Horn) 501 
Urethra—intrapelvic rupture of (Murless) 
111; urethral stricture, prostatic stone 
in (Kinmonth and Pinniger) 821 . 
Urinary tract—sulphonamides in (A) 318; 
uripary excretion of sulphonamides in 
children (Stanier and Stapleton) 366 
Urine—17 -ketosteroids 
Crooke) 464; in leukwmia (LA) 343; 
pregnant, growth-stimulating, 412; sul- 
phonamides in (A) 638; thiourea in 
(Campbell, Landgrebe and Morgan) 630 
Urology in Goneral Practice (Ockerblad 
and Carlson) (R) 664 
Uterus, cancer of (A) 346 


; v 
Vaccination—against measles (LA) 728 ; 
against smallpox, efficacy of (A) 610, 


(Millard) (C) 581; of non-contacts (P) 708 
Vaccine—chemotherapy and in pneumo- 


coccal lobar pneumonia (Dick) 564 ;. 


lymph (P) 708 ; new, for the Army (A) 
318; vaccinia virus (A) 830 t 
Vaginal smears in uterine cancer (A) 346 


Valentine, F. C. O., angular conjunctivitis, i 


propamidine in, 753, (A) 796 
Van den Ende, M., substances chemo- 
therapeutically ‘active against typhus 
rickettsiw, 777 
Van Langenberg, E. R., acute. necrosis of 
liver, 244 : 
Varadi, S., myelogenous leuksemia com- 
Plicating pernicious anæmia (C) 164 
Varicose veins, hazards in treatment (LA) 
342, (Hanschell) © 421, (Oldbam) (C) 
516, (Whigham) ( ) 646 . - 
Vascular Abnormalities and Tumours of 
the Spinal Cord and its Membranes 
(Wyburn-Mason) (R) 632 
Vascularisation, see Corneal vaseularisation 
Vasoconstrictor substances, shock and (A) 


Vasodilatation, muscular, as cause of 
fainting (Barcroft, Edholm, McMichael 
and Sharpey-Schafer) 489 


Vass, C. C. N., vitamin-C nutrition in 
hospital, 180 
varln; . T., Principles of Allergy (R) 


Vegetables, cooking and vitamins (A) 283 

Veinsg, see Varicose veins , 

Venables, J. F. (0) 553 : 

Vencreal disease—392 ; among troops (P) 
420; booklet for doctors, 617; cam- 
paign against in Canada, 578; " Dam- 
aged Goods ” (reprint) 266 ; gonorrba@a, 
sulphonamides and (Harkness) (C) 194, 
(Curtis) (C) 232, (Thomson) (C) 263; 
infant deaths and, 271; malaria an 
in soldiers (Bomford) 751; Ministry of 
Health memorandum on, 741; notitfica- 
tion of (P) 167, 392 ; penicillin in, 392 ; 
Regulation 33B (P) 33, (P) 167, (P) 262, 
(A) 668; report by Medical Advisory 
Committee for Scotland (A) 668 ; social 
survey (A) 731; syphilis, arsenotherapy 
in (LA) 280, intensive treatment, com- 
plications and (LA) 280; tests after 
treatment, 741 


lecture, - 


in (Callow and ' 


l 


xx Supplement to THE Lancet] 

Venesection (A) 408 

Venous pressure—ipv heart failure (LA) 

_.423; raised (A) 254 

Ventilation—in buildings `(A) 5743; in 
hospitals, 119, (LA) 825; investigation 
by Industrial Health Research Board 
(A) 574; tuberculosis and (Handley) 
(C) 195 

Vertebral venous of 

155, 735, 


metastases and, 
Veterinary—education (LA) 
Loveday committee on, 735, Veterinary 
Edtcation Trust (LA) 156; outlook, 
the (LA) 155 t : 
Viets, H. R., myasthenia gravis (C) 33 ° 
Vinegar for burns, 132 
H. W. C., medical ourriculum (C) 


system, spread 


(A) 830 

Visceral pain, see Pain 

Vital statistics—165, 615, 648 ; birth-rate 
decline (A) 23; provisional death-rate 
figures, 586 

Vitamin B complex—ceceliac disease and, 
603; constituents of in beer and tea (A) 
220; riboflavin deficiency, ocular signs 
of (Ferguson) 431, stomatitis and (Jones, 
Armstrong, Green and Chadwick) 720 ; 
see also Nicotinic acid 

Vitamin C — deficiency, experimental 
wounds and (Bourne) 688, (LA) 727, 
wound healing and (LA) 7274 in 
nasturtium (A) 829; nutrition in 
hospital (Prunty and Vass) 180, (Davis) 
(C) 295; requirements of patients after 
cheer wounds (Nicholson and Scadding) 


Vitamin D for occupied countrier, (P) 802 

Vitamin E, cod-liver-oil and, 68 

Vitamin H (LA) 826 f 

Vitamin K—as prophylactic against 
hemorrhagic disease in infancy (Leh- 
mann) 49%, (LA) 506; for premature 
infants (Parsons) 270; sources of (LA) 


507 >- z 

Vitamins—booklet bh 349; for neurosis, 
142; for women iv war industry (A) 
636; in vegetables (A) 283; nicotinic 
acid and riboflavin in beef extracts and 
corned beef (Booth and Barton-Wright) 
565; nicotinic acid, and yeast for 
gingivitis (King, Francklyn and Allen) 
496; provision of in Britain and North 
America, 609; vitamin deficiency, 
amplyopia and (Wilkinson and Au King) 
528, in Ceylon (Nicholls) 630 ; vitamin 
products, cconomy in, 454, for mothers 
and babies (P) 387; Vitamins and 
Hormones (Harris and Thimann) (R) 54 

‘ Vivicillin,’ see Penicillium notatum 

Volkmann’s contracture (Cohen) 2, (Stan- 
ford) 463 


; W 


. Wakeley, C. P. G., perforated peptic ulcer, 


11, (LA) 19 

Wales—Anglesey County Council Water 
Bill (P) 323; South, pneumoconiosis in 
mineraa) 33, (LA) 539 

Walker, E. R. C., impressions of a re- 
patriated medical officer, 514 À 

Walker, G. F., membership and fellowship 
of Royal College of Physicians (C) 740 

Walker, J., substances chemotherapeutic- 
ally active against typhus rickettsio, 777 

bh i K., patulin, ‘ Clavicin’ and (C) 


Wallacc—Sir S. (0) 775; Sir Cuthbert 
Wallace and:th inal injuries in the 
field (Gordon-2807 “J (C) 806 -~ 

Wanklyn, W. McCalatennalipox (LA) 473 


Ware, L. L., diaikl8yonic action of 
alloxan, 148) (LA) 1 N 


Warner, C. G., on venWiation (A) 574 
artime Social Survey (A) 829 

Warts, plantar, formalin in (A) 94, (Hope- 
Simpson) (C) 165 

Water—iodine content, goitre and, 107; 
national wator system (P) 325, (LA) 
375, (A) 572; rural water-supplies 
(LA) 375, (P) 644; Rural Water Sup- 
plies and Sewerage Bill (P) 644, (P) 707 ; 
saving of, 487 

Waters, C. A., Firor, W. B., and Kaplan, 
I. A., Year Book of Radiology (R) 436 

Watson-Jones, R., Fractures and Joint 
Injuries (A) 92, (R) 504; on aviator’s 
astragalus (A) 92; on physiotherapy 
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(A) 379; on rehabilitation in RAF, 609 ; 
unpadded plasters, rigid dressings and 
gangrene (C) 738 

Webb-Johnson, A., Royal Colleges, com- 
sultants and (C) 100 

Weingarten’s eosinophilia (44 606 

Weller, S., postgraduate degrees (C) 104 

Wells, F. G., appointment, 808 

Weishman, B. C., effect of thiouracil on 
white cells (C) 195 

West, C.—Charles West lecture, 267, (A) 
282; founder of Hospital’ for Sick 
Children, Great Ormond Street (A) 282 

“ What I want ” (C) 197 x 

Whelan, H. M., promotion‘, 298 ' 

“When Hostilities Cease” (Fabian 
Society) (A) 93 

Whigham, J. R. M., hazards in treatment 
of varicose veins (C) 646 

White-papers (P) 644 


‘Whittaker. S. R. F., typhus fever in the 


C. H., sulphonamide dermatitis 
(C) 324 , 


Whitwell, G. P. B., curbon tetrachloride 
poisoning (C) 675 
Wholemeal, laxatives and (Saunders) (C) 


516 
“hooping-cough, see Pertussis 
Wiener, A. S., Blood Groups and Trans- 
_ fusion (R) 726 
Wienman, G. J., on sympathetic ophthal- 
mia (A) 93 
Wiesner, B. 
(C) 294 
Wiles, P., battle casualties, 523, (LA) 540 
Wilkinson, A. W., liver function after 
burns in childhood, 332, (A) 344 
Wilkinson, P. B., amblyopia, vitamin 
deficiency and 528 
Williams, H., disclaimer, a (C) 454 


P., patulin, ‘Olavicin > and 


Williams, R. Ik. 0.—‘ Cetavlon ’insurgery, 


787; penicillin in hand infections, 73 

Willway, F. W. (O) 136, 169, 200 

Wilson, A., ‘ Prostigmin ’ with ephedrine 
in myasthenia gravis. 429 

Wilson, D. B., and Soper, F. L., Anopheles 
Gambir in Brazil,1930-40 (R) 120 

Wilson, W. C., men severely wounded in 
battle, 587. (LA) 602 

Wilson, W. W., gunshot wound of colon, 


Wingate, O. C., memorial wing in Princess 
Tsahai hospital (A) 796 

Wivefield. A., intramuscular quinine in 
subtertian malaria (C) 804 


Winkelstein, A., Discases of the Gastro- 


Intestinal Tract (R) 404 

Winser, D. M. de R., perforated peptic 
ulcor during period of air-raids, 14, 
(LA) 19 . 

Winslow, C.-K. <A.. editor, 
Journal of Public Health, 648 

Winternitz, M., chloride or chlorate (C) 
422— toxic reactions to sodium dehydro- 
cholate Nee i; 

Withington, E. T..— Medical History from 
the Earlicst Times ”? (A) 795; on Greek 

- medicine (A) 795 Ef 

Witts. L. J., on carbon’ tetrachloride 
poisoning (LA) 570 

Women in war industry, health of (A) 636 

Women students in London medical 
schools (A) 318 

Wood Jones, F., appointment, 830 

Woodger, J. H., Elementary Morphology 
and Physiology (R) 436 

Woodwark, Sir S., appointment, 744 

Woolley, P. B., myelogenous leukemija 
complicating pernicious anwmia, 85 

Woolton, Lord, on white-paper, the (P) 449 

Workman, refusal of operation by (ML) 190 

Workmen’s componsation—Act, 223; for 
health workers (P) 6453; function of 
medical .assessor (ML) 98, (ML) 190, 
(ML) 191; scarlet fever and (M 577 

Worthington, R., mouth breathing (C) 836 

Wounded—hblood pressure in (Wilson) 588 ; 


af mtrican 


home medical service (LA) 761; men 
PA woundod in battle (Wilson) 
Wounds—abdominal (Blackburn) 361, 


(Harrison) 110, (Law) 427, (Ogilvie) 555, 
,after-care of, 558; abdomino-thoracic 
piece omn) 362, (Law) 427, (Ogilvie) 

58; accelerated healing of (A) 58; 
acridine-soaked dressings (Albert and 
Gledhill) 759; antiseptics for (LA) 90, 
(Pannett) (C) 135; bactoriology of 
(Mitchell, Rees and Robinson) 628, 
(Miles) 809; chemotherapy in (Trueta) 
653; chest (Nicholson and Scadding) 


-Yorke, 
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-299, (Blackburn) 363. (Law) 428; 
constitutional effects of (Wilson) 4537; 
cobtrol of sepsis (Ascroft) 595 ; drainage 
of (Trueta) 652 ; excipients in (LA) 91; 
excision -and trimming (Trueta) 651, 
(C) 770, (LA) 665; experimental, 
vitamin-C deficiency and tensile strength 
of (Bourne) 688; food and healing of 
LA) 727, (Magee) (C) 836; foreign 
odies in (Blackburn) 362, 364; from 
mortar fire (Law) 425 ; gunshot wounds, 
arterial spasm and (Cohen) 5, of colon 
(Wilson) 824, of fronto-orbital region 
(Schorstein) 44, of knee-joint (Buxton) 
681; high explosive wounds (Law) 426; 
in forward battle area (Harrison) 109; 
infection, epidemiolo of (Miles) 809, 
prevention of, 812, (LA) 825: ‘ Mar- 
fanil’ and ‘ Marfanil Prontalbin’ in 
(Mitchell, Rees and Robinson) 627, 
(LA) 635; of arm Bnd shoulder (Black- 
burn) 363; of bladder (Ogilvie) 557, 
(Sandrey and Mogg) 716; of colon 
. (Ogilvie) 556 ; of extremities (Trueta) 
651; of genito-urinary tract (Binek 
burn) 362: of hand (Williams, Clayton- 
Cooper, Faulkner and Thomas) 787; 
of head (Law) 428, (Nightingale) 527 ; of 
interosseus tissues in forearm (Burrows) 
85; of joints (LA) 19, (Law) 427: of 
kidney (Ogilvie) 557; of knec-joint 
(Nightingale) 527. (LA) 540, (Buxton) 
681; of large bowel (LA) 791 ; of limbs 
(Blackburn) 364, (Law) 4263; of liver 
(Ogilvie) 557: of neck and larynx 
(Lewis) 781; of rectum (Ogilvie) 557; of 
smal) intestine (Ogilvie) 556; of spinal 
cord (Nightingale) 527 ; onion paste for, 
744: penicillin in‘(A) 440; populations 
of (Miles) 809 ; red cells as dressings (A 
252; resuscitation in (Trueta) 651 ) 
sensory effects of (Burrows) 84, (Luntz; 
(C) 165; severe (Wilson) 587 s sulpha) 
thiazole-proflavine mixture in (McIntos- 
and Selbic) (C) 686, (LA) 90, (McIntosh, 
Selbie and others) 591, (Feggetter) 593, 
(Ascroft) 595; sulphonamides in (LA) 
90, (Law) 426, 428, (Ogilvie) 558; 
suture of (LA) 20, (LA) 5393 thoracic 
(Blackburn) 362 ; wound shock (Wilson) 
589, (LA) 695; wound-tension, tests of 
(Bourne) 688 
Wright, H. W. S.—plastic for skin covering 
(NT) 664 ; sterilisation of rubber gloves 


(C) 5 
“ee M. B., disciplined aggression (C) 


Wyburn-Mason. R.. Vascular Abpormal- 
itics of the Spinal Cord and its Mem- 
branes (R) 632 = 


x 


X-ray—broadeast, 423; 
negligence and (ML) 577; fitting for 
X-ray viewing-box, 679; in diagnosis 
of rickets (A) 699; martyrs, memorial 
to,.169 ; photography, in cardiac in- 
farction (A),158; therapy, in osteo- 
arthritis, 726 


Y 


Year Books—CGeucral Medicine, 1943 (Dick 
and others) (R) 726; Radiology (Waters, 
Firor and Kaplan) (R) 436; Surgery, 
1943 (Graham) (R) 600 

Yeast—in amblyopia (Wilkinson and Au 
King) 530; in stomatitis (Jones, Arm- 
strong, Green and Chadwick) 722 

Yellow fever—control of (LA) 187: 
vaccine, jaundice tests (MacCallum and 
Bauer) 622, 
Langenberg) 244. (Swithinbank) (C) 552 

W., memorial to (A) 510 

Young, F. G., diabetogenic action of 
alloxan, 148, (L.A) 154 

Young, .„ medicine and nursing in 

Ethiopia, 797, (A) 795 

Young offenders, 549 oT. 

(P) 166; 


Young people—Colleges for 
_ medical servico for (P) 261 

Youth—‘“‘ Teachers and Youth Leaders ” 

(A) 637, (P) 644 


f 


pi Z 


Zahorsky, J., Synopsis of Pediatrics (R) 
538 
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